Note: The meeting proceeded as outlined in the agenda
(https://www.cdc.gov/hicpac/pdf/HICPAC-Agenda-November2023-508.pdf).

This summary has moved the order of some items for ease of review.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR DISEASE CONTROL AND PREVENTION
National Center for Emerging and Zoonotic Diseases
Division of Healthcare Quality Promotion

Healthcare Infection Control Practices Advisory Committee (HICPAC)

November 2-3, 2023
Atlanta, Georgia

Minutes of the Meeting

The United States (US) Department of Health and Human Services (HHS) and the Centers for
Disease Control and Prevention (CDC) National Center for Emerging and Zoonotic Infectious
Diseases (NCEZID) Division of Healthcare Quality Promotion (DHQP) convened a hybrid
meeting of the Healthcare Infection Control Practices Advisory Committee (HICPAC) on
November 2-3, 2023.

Thursday: November 2, 2023

Call to Order / Roll Call / Announcements

Sydnee Byrd, MPA, Program Analyst

Division of Healthcare Quality Promotion

National Center for Emerging and Zoonotic Infectious Diseases
Centers for Disease Control and Prevention

Alexander J. Kallen, MD, MPH
HICPAC Designated Federal Officer

Ms. Byrd called to order the first day of the November 2-3, 2023 HICPAC meeting at 9:03 AM
Eastern Time (ET), welcomed everyone, and called the roll. Meeting and voting quorum were
established and maintained throughout the day. HICPAC members disclosed the following
conflicts of interest (COls):

e Dr. Judy Guzman-Cottrill is a consultant for Oregon Health Authority’s Healthcare-
Associated Infections (HAI) Program.

o Dr. Colleen Kraft is a scientific advisor for Seres Therapeutics and a consultant for Rebiotix
Inc.

e Dr. Michael Lin receives research support in the form of contributed products from OpGen,
LLC and Sage Products, which is now a part of Stryker Corporation. He previously received
an investigator-initiated grant from CareFusion Foundation, which is now part of BD.

Ms. Byrd indicated that public comment was scheduled following the presentations and before
any votes. She explained public comments would be limited to 3 minutes each, and that
commenters should state their names and organization for the record before speaking. She
reminded everyone that the public comment period is not a question and answer (Q&A) session.
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Dr. Kallen welcomed everyone to the November 2023 meeting of the HICPAC and made a few
announcements. He recognized the following members who would be retiring at the end of the
year and welcomed a new incoming member:

Outgoing Members

e Dr. Judy Guzman-Cottrill has been a member of HICPAC from 2019—2023 and has been
instrumental in the National Healthcare Safety Network (NHSN) Workgroup (WG), including
leading some incredible work on pediatric definitions and her work on the Isolation
Precautions WG.

o While Dr. Mohamad Fakih, Ms. Elaine Dekker, and Dr. JoAnne Reifsnyder were recognized
during the last meeting, Dr. Kallen offered a special note of thanks to them for extending
their terms through the end of 2023.

Incoming Liaison Member

e Dr. Erin Epson (CSTE) is Medical Director and Chief of the Healthcare-Associated Infection
(HAI) Program at the California Department of Public Health (CDPH). She is Board Certified
in Internal Medicine and Infectious Disease and completed Medical Epidemiology training as
an Epidemic Intelligence Service (EIS) Officer at CDC. In her role at the CDPH HAI Program
for the past 9 years, Dr. Epson is responsible for overseeing statewide and regional HAI and
antimicrobial resistance (AR) prevention and response activities. At the national level, Dr.
Epson serves as the CSTE Representative and Governance Committee Co-Chair of the
Council for Outbreak Response: Healthcare-Associated Infections Antimicrobial-Resistance
Pathogens (CORHA). In this capacity, she has led the development and updating of COVID-
19 Healthcare Outbreak Investigation and Reporting Thresholds in addition to multiple other
CORHA products.

Division of Healthcare Quality Promotion (DHQP) Update

Michael Bell, MD
HICPAC Designated Federal Officer

Dr. Bell provided 2 brief DHQP updates. First, he expressed gratitude to the many long-term
care partners and technical leads who have made it possible over the past several years and
are currently working to ensure that long-term care facilities (LTCF) and providers and staff are
well-protected. The current work has been related to ensuring that, with the respiratory season
upon us, long-term care populations are able to gain access to and receive vaccines should
they desire to be immunized. That work has been very important to make sure that there is not a
gap. Second, the NHSN is one of CDC’s premier data systems for healthcare-related issues.
The NHSN grew from CDC’s partnership with and support from CMS. Over 5,000 acute care
hospitals use NHSN. That increased to an even larger number due to the COVID-19 pandemic
because of a need to have visibility into long-term care spaces to understand whether residents
in LTCF were being harmed disproportionately and so forth. CDC was tasked with extending
NHSN to the roughly 16,000 nursing homes throughout the country, which was undertaken
rapidly. With the end of the Public Health Emergency (PHE), some of CDC’s data priorities have
shifted. A process is underway to identify what needs to be retained and understand how to
progressively reduce the burden of data collection and submission on all of the participating
facilities, being extremely sensitive to the fact that staffing in LTCF is limited. Especially in long-
term care, there often are no dedicated individuals to collect and submit data compared to acute
care facilities. An effort is being made to identify automatable, machine-collectable data
elements. This is a combination of reassessing metrics where possible and working closely with

HICPAC Meeting Minutes November 2-3, 2023 Page 6



the health informatics world and electronic health record (EHR) companies to streamline and
automate where possible. Behind the scenes are the staff who are working to ensure that any
changes made are still valid, measure what they are intended to measure, and continue to drive
progress and reduce bad outcomes.

Isolation Precautions Guideline Workgroup
Part 1: Initial Discussion

Michael Lin, MD, MPH and Sharon Wright, MD, MPH
Co-Chairs, Isolation Precautions Guideline WG

Dr. Lin reminded everyone that the findings and conclusions being shared during this session
were draft, had not been formally disseminated by the CDC, and should not be construed to
represent any agency determination or policy. He reviewed the agenda for this session, which
included an overview of Part 1 of the draft Isolation Precautions Guideline framework, with
discussion of the following sections:

O Section A: Overview of Transmission of Infectious Agents

U Section B: Fundamental Elements Needed to Prevent Transmission of Infectious Agents in
Healthcare Settings

O Section C: Precautions to Prevent Transmission of Infectious Agents

He explained that on behalf of the Isolation Precautions Guideline WG, he and Dr. Wright would
present the first draft of an update to Part 1 of the 2007 Isolation Precautions Guidelines to
HICPAC for consideration. Portions of this 2-day HICPAC meeting would be dedicated to
detailed discussion and review of the guidelines, and if ready, HICPAC members would vote at
the conclusion of the meeting regarding whether the draft guideline is ready for CDC review
followed by a 60-day public comment period via the Federal Register. Comments received
during the 60-day public review period would inform draft guideline revision by HICPAC and
CDC, which would occur before any future HICPAC consideration of the draft guideline for a
final meeting discussion and vote projected for 2024.

Dr. Lin began with 3 key points from the 2024 Guideline. (1) Updates were made to the
conceptual framework for pathogen transmission, including the recognition of a continuum of
pathogen transmission by air, rather than an outdated dichotomy of “droplet” versus “airborne”
transmission. (2) New categories are proposed for Transmission-Based Precautions, including a
new category for transmission through the air called Special Air Precautions, which is expected
to increase the use of National Institute for Occupational Safety and Health (NIOSH)-approved®
fit-tested N95 (or higher-level respirators) during responses to pandemic or emerging respiratory
viruses. (3) The 2024 Guideline does not provide any pathogen-specific guidance. Pathogen-
specific guidance will be addressed in a future Part 2.

The WG’s goal is the creation of an update to the 2007 Isolation Precautions Guideline. The
draft guideline is intended to replace corresponding content in the 2007 Guideline. Elements of
the 2007 Guideline that are not directly affected by this update, including the 2007 guideline’s
Appendix A, will remain active until updated. Specifically, the update is meant to be clearer with
more concise language and formatting. The recommendations largely address infection
prevention strategies that frontline healthcare personnel (HCP) may implement at the point of
care. The guideline is intended to be applicable to all healthcare settings.
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As a reminder, Parts |-V of the 2007 Guideline were combined into a single Part 1 in the 2024
Guideline. Part 1 is pathogen-agnostic. Appendix A of the 2007 Guideline eventually will be
replaced by Part 2 of the 2024 Guideline, which will be pathogen-specific and represents future
HICPAC work. This table depicts the general outline of the 2024 Guideline:

Section Titles

Section A Overview of Transmisslon of Pathogens in Healthcare Settings
Section B Fundamental Elements Needed to Prevent Transmission of Infectious Agents in Healthcare Settings

Hand Hygiene

Personal Protective Equipment (PPE) for Healthcare Personnel: General ConsideratiGisves Gowns; Masks Respiratorg
Eye/Face Protection*

Environmental Controls: Environmental Cleaning and Disinfection; Specialized Air Handling

Section C  Precautions to Prevent Transmission of Infectious Agents

Standard Precautions®

Transmissiorbased Precautions®

Syndromic and Empiric Applications of Transmissichased Precautions*

Use of TransmissioBased Precautions to Prevent Transmission by Touch*

Use of TransmissiorBased Precautions to Prevent Transmission through the Air*

Source Contro} Patient Placement Transport of Patients*

Note: Headers with imbedded recommendations are highlighted in red and asterisk™

Drs. Lin and Wright began the review of key aspects of Section A, Recommendation
Formulation and Categorization (from Part 1 Draft Guideline Appendix), Section B, and Section
C.

Section A: Overview of Transmission of Infectious Agents

Factors Affecting Transmissibility

¢ Transmission occurs when an at-risk person acquires a pathogen from an infectious person.
Transmission is determined by pathogen, environmental, and person factors at the time of
event. While pathogen factors are often biologically intrinsic (e.g., the ability of a pathogen to
remain viable during transit), environmental and person-specific factors may vary by location
and over time. Environmental variables include air (e.g., temperature, humidity, ventilation)
and surface (e.g., material, porosity) conditions. Factors that vary among infectious persons
include pathogen load and shedding rate. Factors that vary among at-risk persons include
host defense mechanisms that are non-immune-based (e.g., intact skin) and immune-based
(e.g., pathogen-specific immunity from prior infection or vaccination).

Significance of Transmission

¢ Transmission can result in colonization or infection. Based on the health impact that a
pathogen is expected to have on an individual or the community, some pathogens are
recognized as requiring intensive efforts to prevent transmission, while others may not rise
to that level. Less intensive effort might be indicated when outcomes are not usually severe,
the population has a high degree of immunity, and effective therapeutics and vaccines are
available. The boundaries describing those categories require risk assessment and can vary
by setting and population at risk.

Transmission Pathways
¢ In the healthcare setting, pathogen transmission pathways can be grouped into two broad
categories: pathogens that spread via the air, and pathogens that spread via touch.
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Pathogens generally spread via a major pathway, though multiple pathways might contribute
to spread. Pathogen transmission epidemiology is informed by observing patterns of
infection spread.

Transmission Via Air

Pathogens can transmit via air over short distances through direct splash or spray of the
pathogen onto a part of the body (e.g., spray from a sneeze landing on a person’s eyes or
mouth) or variably across ranges of distance and time via suspended infectious particles.
Pathogens suspended in the air cause infection via inhalation and deposition along the
respiratory tract, anywhere from the nasal or oral passages to the lungs.

Historically, the infection prevention community has categorized transmission of respiratory

pathogens as “droplet” or “airborne.”

— While these epidemiologic terms reflect observed patterns of short versus long distance
transmission respectively, the terms do not explicitly describe a continuum of respiratory
pathogen transmission through the air.

Pathogens that spread via the air preferentially transmit over short distances, due to greater
concentrations of infectious particles in the air near an infectious person.

However, each pathogen has a signature pattern of observed transmission that extends
variably across short-to-long distances and over time, reflecting unique characteristics such
as pathogen viability while suspended in the air and the required dose for causing an
infection in a susceptible person.

Pathogens that remain infectious for a long time while suspended in the air (e.g., M.
tuberculosis, measles virus, and varicella virus) are capable of causing infections over long
distances, such as across a large part of a building or healthcare facility.

Transmission Via Touch

Transmission via touch occurs through physical contact with the pathogen.

Transmission in healthcare settings can occur via intact skin, non-intact skin (including
percutaneous routes such as needlestick injury), or mucous membranes of the face and
gastrointestinal tract.

Transmission by touch can involve intermediary reservoirs such as people, surfaces, or
equipment that facilitate spread.

Approach to Transmission-Based Precaution Recommendations

Recommendations for Transmission-Based Precautions are based on evaluation of clinical
epidemiologic studies in healthcare settings.

Evidence reviews in this guideline focus on clinical studies with infection outcomes because
such studies compare prevention strategies in the context of feasibility, user adherence, and
implementation within a hierarchy of controls (e.g., engineering, administrative, and personal
protective equipment controls) available in the healthcare setting to reduce risk of infection.
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e The methodology and evidence reviews informing recommendations in this guideline are
available in this guideline’s Appendix. Recommendations in this guideline largely address
infection prevention strategies available to frontline HCP at the point of care.

Recommendation Formulation and Categorization (From Appendix of the Draft Guideline)

Recommendation Formulation

e The authors conducted a thorough review of the recommendations contained in the 2007
Guideline. This review identified recommendations from the 2007 Guideline that remained
relevant in 2023; these recommendations were carried forward as Standard Practice and
are noted as such in the 2024 update. The authors additionally identified gaps in the 2007
Guideline that required the development of new recommendations.

Recommendation Categorization
e New recommendations also were categorized as Standard Practice if they met any of the
following criteria:
— Are consistent with recommendations in current CDC guidelines or guidance (e.g.,
the Core Infection Prevention and Control Practices for Safe Healthcare Delivery in
All Settings)
— Are consistent with current federal regulations
— Are consistent with manufacturer instructions for use (e.g., recommendations to
follow instructions for proper use or reprocessing)

¢ New recommendations not categorized as Standard Practice were categorized as Expert
Opinion, with supporting peer-reviewed literature where available.

Section B: Fundamental Elements Needed to Prevent Transmission of Infectious Agents
in Healthcare Settings

Overview

e Section B describes the fundamental elements of infection prevention available to frontline
HCP in healthcare settings, with a focus on personal protective equipment (PPE). Other
important elements, such as hand hygiene and environmental controls, are highlighted, with
details referred to other existing guidelines.

o The use of PPE falls within a hierarchy of controls designed to reduce risk of illness or injury
for both infectious and non-infectious exposures in the workplace.

e The hierarchy of controls, in preferred order of action based on general effectiveness, has
five components:

— Elimination (remove or prevent entry of the pathogen into a facility, e.g., using
virtual instead of in-person visits to manage some potentially infectious patients)

— Substitution (although generally not applied to infectious pathogens, refers to
substituting a more hazardous agent with a less hazardous form, e.g., substituting
toxigenic C. difficile with non-toxigenic C. difficile)

— Engineering Controls (isolate, capture, and reduce levels of pathogen in the
environment, e.g., improving ventilation)

— Administrative Controls (work policies and procedures that prevent pathogen
exposure and disease, e.g., vaccination of HCP)
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— Personal Protective Equipment (PPE used to prevent pathogen exposure and
spread)

o PPE is last in the hierarchy because it relies on the user to determine appropriate use (e.g.,
time, situation) and to use PPE correctly, depends on availability at the point of care, and
depends on PPE to function properly. Other components may be more reliable in reducing
risk when applied and maintained at the facility level (e.g., ventilation).

Hand Hygiene

¢ Hand hygiene is a foundational component of infection prevention and control. Routine use
of alcohol-based hand sanitizer — and handwashing with soap and water when hands are
visibly soiled or when otherwise indicated — prevents transmission of potential pathogens to
patients, personnel, and environmental surfaces from hands that are soiled or transiently
colonized. Detailed recommendations for hand hygiene are addressed in the CDC Guideline
for Hand Hygiene in Health-Care Settings.

Personal Protective Equipment (PPE) for Healthcare Personnel (HCP)
General Considerations Recommendations

1. HCP must be trained and demonstrate competency in the selection, putting on, use,
removal, and disposal of PPE. (Standard Practice)

2. Employers in healthcare settings are required to provide readily available PPE to HCP,
ideally at or near likely points of use. (Standard Practice)

3. Sizing and models should be chosen to accommodate the needs of the local workforce.
(Standard Practice)

Glove Recommendations

Indications

1. Non-sterile gloves are indicated in any of the following situations: (1) any anticipated contact
with body fluids or infectious material, (2) touching mucous membranes or non-intact skin,
(3) handling soiled items such as used wound dressings, and (4) as indicated by
Transmission-Based Precautions. Activities that do not meet these criteria do not require
gloves. (Standard Practice)

Use

2. HCP should perform hand hygiene prior to reaching into a box of non-sterile exam gloves
and putting on gloves, to reduce the risk of contaminating both the remaining gloves in the
box and the gloves being put on. (Expert Opinion)

3. During care of a single patient, gloves should be changed after a task or procedure if
contact occurs with potentially infectious material (e.g., if moving from a dirty task to a clean
task). (Standard Practice)

4. Remove gloves if torn or soiled, and before caring for another patient. (Standard Practice)

5. Hand hygiene should be performed immediately after removing gloves, because pathogens
on used gloves can contaminate hands during glove removal. (Standard Practice)

6. HCP should not practice extended glove use in place of hand hygiene. (Standard Practice)

Selection
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7. Non-sterile gloves should be available in a range of sizes so that all users will be able to
select a glove that fits comfortably without excess material that could impair function.
(Standard Practice)

Gown Recommendations

Indications

1. Non-sterile gowns are indicated in any of the following situations: (1) when an activity is
anticipated to contaminate HCP clothing through direct touch or splash, and (2) as indicated
by Transmission-Based Precautions. (Standard Practice)

Use
2. Gowns should be worn to cover the individual’s clothing with all fasteners secured.
(Standard Practice)

Mask Recommendations

Indications

1. Masks are indicated in any of the following situations: (1) when an activity is anticipated to
create splashes or spray to the face, (2) as source control, and (3) as indicated by
Transmission-Based Precautions. (Standard Practice)

Use

2. Masks should not be reused as they can serve as a reservoir of infectious material if they
become soiled during use. (Standard Practice)

3. Masks should be changed when soiled, damaged, or harder to breathe through. (Standard
Practice)

4. Extended use is not practiced with masks except when used for source control, and then
disposed of when removed or after use when caring for a patient on Transmission-Based
Precautions. (Standard Practice)

Selection
5. A fluid resistant mask should be used in situations when splashes and sprays are
anticipated. (Standard Practice)

Mask Narrative
e Masks are devices worn over the nose and mouth that perform three primary functions: (1)
block direct splashes to the mucous membranes of the nose and mouth, (2) contain exhaled

respiratory secretions (source control), and (3) provide filtration of inhaled air.

e Masks include surgical masks, face masks (sometimes referred to as procedure masks),
and enhanced barrier face coverings.

e Among mask types, efficacy can vary depending on fit. Well-fitting masks refer to masks that
fit closely against the face with minimal gaps, especially along the edges of the mask. A
loose-fitting mask may block splashes from reaching the nose or mouth, but may not fully
contain the secretions of the wearer or efficiently filter inhaled air. Well-fitting masks may
include: any mask approved for use in healthcare that fits well without adjustment; masks
with adjustments or modifications, such as knotted ear loops or mask fitters; and enhanced
barrier face coverings.
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Respirator Recommendations

Indications
1. Respirators are used as indicated by Transmission-Based Precautions. (Standard Practice)

Use

2. A seal check should be performed each time an HCP puts on a fit-tested respirator to
ensure that the respirator is properly seated on the face. (Standard Practice)

3. Single use disposable respirators should not be reused as they can serve as reservoir of
infectious material if they become soiled during use. (Standard Practice)

4. Reusable respirators must be cleaned, disinfected, and dried between uses according to the
manufacturer’s instructions for use. (Standard Practice)

5. Optimally, extended use is not practiced with single use respirators except when used for
source control and then disposed of when removed or after use when caring for a patient on
Transmission-Based Precautions. (Standard Practice)

6. Respirators should be changed when soiled, damaged, or harder to breathe through.
(Standard Practice)

Selection
7. Afluid resistant respirator should be used in situations when splashes and sprays are
anticipated. (Standard Practice)

Respirator Narrative

¢ Respirators are devices worn over the nose and mouth that provide filtration of inhaled air.
Respirators work by passing air delivered to the wearer through a filter with defined filtration
efficacy. Respirators may perform two addition functions similar to masks: (1) block direct
splashes to the mucous membranes of the nose and mouth (if fluid-resistant), and (2)
contain exhaled respiratory secretions (source control), if the respirator is the type that filters
exhaled air. In most situations, respirators can be worn in place of a mask, whenever a
mask is indicated (See Masks Recommendations: Indications).

¢ ltis important to limit the amount of inhaled air that comes from leaks around the respirator,
because leaked air is not filtered. Filtration efficacy for fit-tested respirators is expected to be
greater than that for masks. Factors that influence the decision to use a respirator instead of
a mask include pathogen-associated morbidity and mortality from infection, the level of
aerosols of infectious particles anticipated to be present, lack of effective treatment or
vaccine, transmissibility of the pathogen, and situations in which the major mode of
transmission has yet to be determined.

o Arespirator’s effectiveness is reduced if it is not worn correctly for the entire duration of
exposure. Respirators that are uncomfortable or those that are expected to be used for long
periods of time may provide challenges with HCP tolerability and compliance.

Eye/Face Protection Recommendation

Indications

1. Eye/face protection is indicated in either of the following situations: (1) when an activity is
anticipated to create splashes or spray of potentially infectious material to the face, and (2)
as indicated by Transmission-Based Precautions. (Standard Practice)
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Use

2. Ifreusable devices are used for eye and face protection, protocols must be in place for
cleaning, disinfection, and drying between uses, per manufacturers’ instructions for use.
(Standard Practice)

Selection
3. The selection of eye and face protective equipment should consider the nature of the activity
for which it will be used. (Standard Practice)

Environmental Controls: Environmental Cleaning and Disinfection—Narrative

¢ Environmental surfaces serve as reservoirs for some pathogens that transmit by touch.
Routine and targeted cleaning of environmental surfaces, as indicated by the level of patient
or HCP contact and degree of soiling, reduces the burden of environmental pathogens.
EPA-registered disinfectants that have microbiocidal activity against likely pathogens on
surfaces are used according to manufacturers’ instructions. Refer to “CDC Guidelines for
Environmental Infection Control in Health-Care Facilities” and “CDC Guideline for
Disinfection and Sterilization in Healthcare Facilities” for details.

Specialized Air Handling—Narrative

¢ Airborne infection isolation rooms for containment of air in a designated space (AlIRs) are
engineered to prevent flow of air from the room to other parts of the facility (e.g., into the
hallway) through use of both negative pressure and 100% outside exhaust (or HEPA-filtered
exhaust).

¢ In addition, these rooms often have a higher number of air changes per hour compared to
standard patient rooms, which may provide a higher level of protection to others entering the
room. Additional features of AlIRs are described in the CDC Guidelines for Environmental
Infection Control in Healthcare Facilities.

o Other environmental controls can be useful components of the layered approach to
preventing transmission of infection through air. Although full discussion would be out of
scope for the current document, it is important to recognize the importance of interventions
such as general ventilation with sufficient delivery rates of clean air to dilute pathogens in
air, local exhaust ventilation to capture pathogens at their source, and removal of infective
pathogens from air such as by filtration through portable HEPA filters or by inactivation via
ultraviolet germicidal irradiation. An advantage of these interventions is that they do not
require individual compliance to be effective.

Section C: Precautions to Prevent Transmission of Infectious Agents

Overview

o There are two tiers of precautions to prevent transmission of infectious agents: Standard
Precautions and Transmission-Based Precautions. Standard Precautions apply to the care
of all patients in all healthcare settings, regardless of the suspected or confirmed presence
of an infectious pathogen. Implementation of Standard Precautions is the primary
strategy to prevent transmission of pathogens in healthcare settings.
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e Transmission-Based Precautions apply to the care of patients with known or suspected
infectious pathogens, which require additional control measures to effectively prevent
transmission. Since a patient’s infectious status often is not known at the time of initial
encounter with healthcare personnel (HCP), Transmission-Based Precautions are used
empirically, according to the clinical syndrome and the likely etiologic agents at the time, and
then modified as needed when the pathogen is identified or a transmissible infectious
etiology is ruled out.

Standard Precautions

Recommendation

1. Standard Precautions apply to the care of all patients, regardless of suspected or confirmed
infection status, in any setting in which healthcare is delivered, and at all times. (Standard
Practice)

Narrative

e Standard Precautions are a group of infection prevention and control practices that are
based on the principle that all blood, body fluids, secretions, excretions (except sweat in
most circumstances), nonintact skin, and mucous membranes may contain transmissible
infectious agents.

o Components of Standard Precautions are defined in the CDC’s Core Infection Prevention
and Control Practices for Safe Healthcare Delivery in All Settings and include:

— Hand hygiene

— Environmental cleaning and disinfection

— Injection and medication safety

— Risk assessment with use of appropriate personal protective equipment (e.g., gloves,
gowns, masks) based on activities being performed

— Minimizing Potential Exposures (e.g., having patients and visitors wear a mask when
respiratory symptoms are present)

— Reprocessing of reusable medical equipment between each patient or when soiled

e Performing a risk assessment is central to Standard Precautions; this includes assessment
by HCP of their risk of exposure to potentially infectious materials for each activity being
performed. Based on that assessment, HCP implement practices and use PPE to prevent
possible exposure.

e Performing a risk assessment can be challenging, and HCP might not anticipate all potential
opportunities for exposure. To reduce this risk, facilities might choose to systematically apply
elements of Standard Precautions to situations recognized as likely to present a risk of
pathogen transmission. For example, because it can be difficult to anticipate if a patient with
a respiratory infection will cough or sneeze during an encounter, facilities may choose to
implement universal use of eye protection by HCP (in addition to the already indicated mask
or respirator) for the care of patients with respiratory virus infections.

Transmission-Based Precautions

Recommendation

1. HCP should be trained on how and when to apply Transmission-Based Precautions,
including how to put on, correctly use, and remove PPE. (Standard Practice)
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Narrative

e Transmission-Based Precautions are used when transmission is not completely interrupted
using Standard Precautions alone. For pathogens that have multiple routes of transmission
(e.g., disseminated herpes zoster virus infection), more than one Transmission-Based
Precautions category will be used. Whether applied singly or in combination, Transmission-
Based Precautions are used in addition to Standard Precautions. See Appendix A (2007) for
recommended precautions for specific pathogens and infections.

o When Transmission-Based Precautions are indicated, acceptance by patients and
adherence by HCP may be improved by addressing potential adverse effects on patients
(e.g., anxiety, depression and other mood disturbances, perceptions of stigma, and reduced
contact with clinical staff).

Syndromic and Empiric Applications of Transmission-Based Precautions

Recommendation

o Use appropriate Transmission-Based Precautions at the time a patient develops symptoms
or signs consistent with a transmissible infection, to reduce transmission risk. (Standard
Practice)

Use of Transmission-Based Precautions to Prevent Transmission by Touch
Recommendations
1. Contact Precautions (applies to all healthcare facilities)

a.

Patients are cared for in a dedicated space, preferably a single patient room. See
Patient Placement and Patient Transport sections below for more details. (Standard
Practice)

A gown and gloves are used for all interactions that may involve contact with the patient
or the patient’s environment. Gown and gloves should be put on upon entry into a
patient’s designated space (generally defined the patient’s bedspace or room) and
properly removed and disposed before exiting the designated space. (Standard
Practice)

Patient-care equipment (e.g., blood pressure cuffs, stethoscopes) is ideally dedicated to
the patient and the patient’s designated space. Disposable equipment may be used to
minimize cross-transmission. If shared patient-care items are used, they should be
cleaned and disinfected prior to use with other patients in accordance with the
manufacturer’s instructions for use. (Standard Practice)

In general, clean, unopened patient care supplies should not be stored in the room but
should be available near the room to allow easy access while ensuring that large
amounts of supplies do not become contaminated. Any disposable supplies that are
brought into the room should not be returned to the general supply; they may be sent
home with the patient upon discharge if needed (e.g., for dressing changes) or
discarded. For clinical areas where supplies are stored routinely within rooms (e.g.,
outpatient clinic rooms), supplies should be stored in covered or closed clean storage
areas. (Standard Practice)

Frequent cleaning and disinfection of room surfaces (e.g., at least daily or prior to use
by another patient in ambulatory settings) is used to reduce environmental reservoirs of
infectious material, focusing on frequently touched surfaces and areas in the immediate
vicinity of the patient. See Environmental Infection Control Guidelines for additional
details. (Standard Practice)

2. Enhanced Barrier Precautions (applies to Skilled Nursing Facilities):

HICPAC Meeting Minutes November 2-3, 2023 Page 16



a. Enhanced Barrier Precautions are indicated, when Contact Precautions do not
otherwise apply, for nursing home residents with multidrug-resistant organism (MDRO)
infection or colonization. (Expert Opinion)

b. Enhanced Barrier Precautions may be considered for residents at high risk for MDRO
colonization, regardless of known MDRO status (e.g., residents with wounds and/or
indwelling medical devices). (Expert Opinion)

c. Use a gown and gloves for high-contact resident care activities including dressing,
bathing/showering, transferring, providing hygiene, changing linens, changing briefs or
assisting with toileting, device care or use (e.g., central venous catheter, urinary
catheter, feeding tube, tracheostomy/ventilator management), and wound care. In
general, gown and gloves would not be required for resident care activities other than
those listed above, unless indicated per Standard Precautions. (Expert Opinion)

d. Residents are not restricted to their rooms or limited from participation in group
activities. Because Enhanced Barrier Precautions do not impose the same activity and
room placement restrictions as Contact Precautions, they are intended to be in place for
the duration of a resident’s stay in the facility or until the indication for Enhanced Barrier
Precaution is resolved (e.g., resolution of wound or discontinuation of the indwelling
medical device). (Expert Opinion)

Narrative

o Enhanced Barrier Precautions are intended for the prevention of MDRO transmission in
skilled nursing facilities. They refer to the use of gown and gloves during high contact
resident care activities that risk potential transfer of MDROs to HCP hands and clothing.
Preventing this transfer can then help prevent MDRO transmission when HCP perform high
contact care activities on other residents. They also take into account the special
circumstances of care in a skilled nursing facility (e.g., home-like environment) and barriers
to implementing Contact Precautions for residents infected or colonized with an MDRO.

— For example, MDRO colonization may persist for long periods (e.g., months to
years); restriction of a resident to their room on the basis of their MDRO status, as
recommended for residents on Contact Precautions, would result in prolonged
isolation of the resident to the detriment of their overall health and wellbeing.

o The target MDROs for Enhanced Barrier Precautions may be prioritized by public health and
through local risk assessment.

¢ Enhanced Barrier Precautions may be considered for other congregate settings in
healthcare facilities other than skilled nursing facilities (e.g., congregate behavioral health).

Narrative Table 1: Transmission-Based Precautions to Prevent Transmission by Touch
(Except Skilled Nursing Facilities)

Situation Dedicated Single occupancy
Medical
Equipment
Contact Gown/glove  Any entry into designated patient Yes Preferred; if not
Precautions  for all space available, then
activities cohort
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Narrative Table 2: Transmission-Based Precautions to Prevent Transmission by Touch for
Skilled Nursing Facilities

Situation Dedicated Medical Single occupancy
Equipment
Contact Gown/glove for all  Any entry into designated patient space Yes Preferred; if not
Precautions Aactivities available, then cohort
Enhanced Gown/glove during When Contact Precautions do not otherwise  Not required. Not required
Barrier high contact apply: Clean and disinfect
Precautions resident care Indicated for residents with infection or equipment between

activities

colonization with an MDRO residents (per
Standard
Precautions)

Consider for residents at high risk for MDRO
colonization, regardless of known MDRO
status (e.g., residents with wounds or
indwelling medical devices)

Use of Transmission-Based Precautions to Prevent Transmission through the Air

Recommendations
1. Routine Air Precautions

a.

b.
c.

d.

A mask is worn by HCP on room entry, and eye protection is used based on Standard
Precautions. (Standard Practice)

Private rooms are preferred; if not available, then cohort. (Standard Practice)

Rooms should be appropriately ventilated, but an AlIR is not routinely needed. (Standard
Practice)

Source control masking should be used by the patient when they leave their room (e.g.,
for transport to a procedure). (Standard Practice)

2. Special Air Precautions

a.

b.
c.

d.

A NIOSH-approved® fit-tested N95 (or higher-level) respirator and eye protection are
worn by HCP on room entry. (Expert Opinion)

A private room is indicated. (Expert Opinion)

Rooms should be appropriately ventilated, but an AlIR is not routinely needed. (Expert
Opinion)

Source control masking is indicated for the patient when they leave their room (e.g., for
transport to a procedure). (Expert Opinion)

3. Extended Air Precautions

a. A NIOSH-approved® fit-tested N95 (or higher-level) respirator is worn by HCP on room
entry, and eye protection is used based on Standard Precautions. (Standard Practice)

b. A private room is indicated. (Standard Practice)

c. An AlIR is required. (Standard Practice)

d. Source control masking is indicated for the patient when they leave their room.
(Standard Practice)

e. Travel outside the room should be limited (e.g., for necessary procedures and
treatments). (Standard Practice)

Narrative

e The previous categories of Droplet Precautions and Airborne Precautions have now been
divided into three categories to better reflect the continuum of transmission for reasons
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described in Section A. Pathogen-specific recommendations may be found in Appendix A
(2007), which will be updated with interim suggestions for how facilities may map existing
categories to new categories of Transmissions-Based Precautions, until recommendations
for all pathogens have been updated.

Routine Air Precautions are focused on reducing transmission of common, often endemic,
respiratory pathogens that spread predominantly over short distances based on observed

patterns of transmission, and for which individuals and their communities are likely to have
some degree of immunity.

Special Air Precautions are applied to patients with a respiratory pathogen, typically new or
emerging, that is not observed or anticipated to spread efficiently over long distances (such
as through ventilation systems), for which infection generally leads to more than mild iliness,
and where immunity (or vaccine) and effective treatment are not available.

Extended Air Precautions are used when providing care to patients with pathogens that are
observed to spread efficiently across long distances and over extended times, such that
room air needs to be contained (e.g., prevented from moving into the hallway where
individuals are not appropriately protected).While not required for Routine Air Precautions,
HCP may choose voluntarily to wear a NIOSH-approved® N95 (or higher-level) respirator,
per existing federal regulations.

For Routine and Extended Air Precautions, eye protection may be added as required PPE
based on infection control risk assessment performed by the facility for specific pathogens
(e.g., implementing eye protection for care of all patients with respiratory viral infections
during periods of high incidence in the community or facility).

For Special Air Precautions, although an AlIR is not routinely recommended, an AlIR may
be suggested for certain pathogens listed in Appendix A (2007), and for pathogens with
uncertain transmission characteristics.

Air Narrative, Table 3: Transmission-Based Precautions to Prevent Transmission through the

Air

Category Mask or Respiratory Eye Protection AlIR®
Protection

Routine Air Precautions  Mask Per Standard Not routinely

Precautions recommended

Special Air Precautions NIOSH-approved® N95 Yes Not routinely
(or higher-level) recommended
respirator

Extended Air Precautions NIOSH-approved® N95 Per Standard Yes
(or higher-level) Precautions
respirator

AlIR? = Airborne Infection Isolation Room for Containment of Air in a Designated Space
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Special Situations

Narrative

¢ Some procedures performed on patients may be more likely to generate higher
concentrations of aerosols of respiratory particles than others. There is neither expert
consensus, nor sufficient supporting data, to create a definitive and comprehensive list of
these procedures (sometimes called “aerosol-generating procedures”) for healthcare
settings. Certain procedures that involve manipulation of the patient’s airway and close
proximity between the patient and the HCP may increase risk of pathogen transmission by
air. Facilities may perform an infection control risk assessment to implement Special Air or
Extended Air precautions for patients with certain target pathogens, or for all patients
regardless of symptoms or confirmed infection, during certain higher risk procedures.

Source Control
Recommendations
1. During periods of higher levels of community respiratory virus transmission, facilities should
consider implementing one of the tiers of source control:
a. Having HCP mask when interacting with patients (e.g., on entry to the patient’s room or
bedspace). (Expert Opinion)
b. Having all individuals (e.g., patients, visitors, and HCP) mask upon entry to the facility or
a clinical area. (Standard Practice)

2. Source control measures can be implemented facility-wide or targeted toward higher risk
areas (e.g., emergency departments, urgent care, bone marrow transplant units, or units
experiencing an outbreak) based on a facility risk assessment. (Standard Practice)

Patient Placement

Recommendations

1. Single patient rooms are the preferred option for patients requiring Transmission-Based
Precautions, whether to prevent transmission by touch or through the air. (Standard
Practice)

2. Inlong-term and other residential settings, room placement decisions should balance risks
to the infectious individual and to other patients. (Standard Practice). Residents in Enhanced
Barrier Precautions do not require placement in a single person room. (Expert Opinion)

3. In ambulatory settings, patients requiring Transmission-Based Precautions should be placed
in an exam room or cubicle as soon as possible rather than waiting in common areas.
(Standard Practice)

4. If single patient rooms are not available, patients housed (cohorted) in the same room
should have the same pathogen infection or colonization status to the greatest extent
possible. (Standard Practice)

5. Any time room sharing occurs, practices need to be in place to limit potential for cross-
contamination, including ready access to hand hygiene supplies, changing PPE between
roommates, and dedicating patient care items or cleaning and disinfecting shared
equipment after each use. (Standard Practice)
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Transport of Patients
Recommendations

Patient Considerations

1.

Patients under Transmission-Based Precautions (with the exception of Enhanced Barrier
Precautions alone) should leave their room only when medically necessary for their
evaluation or care. (Standard Practice)

If the patient is being isolated for a pathogen transmitted through the air, they should use
source control, (i.e., wear a mask), any time they are outside of their room, unless a mask is
medically contraindicated or the individual is not capable of wearing a mask safely.
(Standard Practice)

If the patient is cared for using Contact Precautions for a pathogen transmitted by touch,
appropriate barriers (e.g., clean patient gown, wrapping sheet, or impervious dressing)
should be used to cover affected areas of the patient’s body during transport when
infectious skin lesions or drainage are present. (Standard Practice)

Before transport, direct communication with the HCP receiving the patient is required to

ensure notification regarding the nature of the infection, the type of Transmission-Based

Precautions required, and when the patient will arrive. (Standard Practice)

a. Communication at time of transport applies to within-facility transfers and between-facility
transfers. (Standard Practice)

Transporter Considerations

1.

HCP transporting patients should follow Standard Precautions for pathogens to avoid

spreading infectious material during transport. (Standard Practice)

a. This includes performing hand hygiene before beginning transport, ensuring that
wheelchairs and gurneys used for transport have been cleaned and disinfected prior to
use, putting on all appropriate PPE prior to contact with the patient when assisting with
patient movement at the destination location, and removing and discarding soiled PPE.
(Standard Practice)

PPE might be recommended during transport in certain circumstances:

a. When transporting a patient with a pathogen that presents a high risk for morbidity and
mortality for HCP (e.g., Ebola virus), all pathogen-recommended PPE should be used.
(Expert Opinion)

b. When transporting a patient with a pathogen transmitted through the air, the transporter
should carry a mask or respirator with them based on the recommended Transmission-
Based Precaution category. If the patient is unable to wear a mask for source control or
if the patient will require medical care during transport (e.g., suctioning), the transporter
should put on a mask or respirator prior to assisting the patient. (Expert Opinion)

c. When transporting a patient with a pathogen transmitted by touch, gloves might be
used if there is a need to touch the patient during transport (e.g., a clean pair of non-
sterile gloves can be carried, put on prior to assisting the patient and discarded
immediately afterward and followed with hand hygiene). (Expert Opinion)

If a patient on Special Air Precautions is unable to wear source control, or if a patient is on
Extended Air Precautions for a highly contagious infection (e.g., varicella or measles), the
transport route and process should include a selection of the time and route of travel within
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a facility to minimize exposure of others during transport (Expert Opinion), and use of
appropriate PPE by staff during transport and at the destination location. (Standard Practice)

Use of Personal Protective Equipment by Visitors

Narrative

e The use of PPE (e.g., gowns, gloves, or masks) by visitors in healthcare settings may be
considered, particularly in settings where they are providing hands-on care and having very
close patient contact (e.g., feeding, dressing). In these situations, visitors may have contact
with other patients or the environment and could contribute to transmission if PPE is not
used. Specific recommendations may vary by facility or by unit and are determined by the
level of interaction and the suspected or proven infection for which Transmission-Based
Precautions might be recommended.

Visitors as Sources of Infection

Narrative

e \Visitors, including patient family members, have been identified as the source of several
types of healthcare-associated infections (e.g., pertussis, M. tuberculosis, and respiratory
viruses). Visitor symptom screening can reduce risk of healthcare-associated infections and
may be especially important for high-risk patient care areas, such as oncology and neonatal
intensive care units.

e Visitor symptom screening may be passive (e.g., using signs that alert visitors with
symptoms of infection not to enter clinical areas) or active (e.g., asking each visitor to report
current symptoms and recent exposures to persons with infection or relevant travel, with
subsequent review by facility staff to determine whether the visitor can proceed with
visitation).

Discontinuation of Transmission-Based Precautions
Narrative
¢ In general, Transmission-Based Precautions are intended to remain in effect for limited

periods of time (i.e., while the risk for transmission of the infectious agent persists or for
the duration of the illness). For most infectious diseases, this duration reflects known
patterns of persistence and shedding of infectious agents associated with the natural
history of the infectious process and its treatment. Colonization with MDROs can persist
for months to years.

¢ In acute care hospitals, Contact Precautions are often left in place throughout the entire
admission or may have a set duration based on repeat testing or symptom resolution.

¢ In nursing homes, Enhanced Barrier Precautions are used to better accommodate the
communal and residential environment of the setting and are left in place for the duration
of the resident’s stay or until their risk factors have resolved (e.g., indwelling medical
device is removed or wound is healed).

o Refer to Appendix A (2007) for pathogen/disease specific recommendations.

Discussion Points

At various points during the initial presentation, HICPAC (voting) members, HICPAC ex officio
members, and HICPAC liaisons raised questions, made observations, and provided
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suggestions pertaining to Section A, Recommendation Formulation and Categorization (from
Appendix), Section B, and Section C. The discussion points are summarized as follows:

Section A: Overview of Transmission of Infectious Agents

o Perhaps it would make sense to include a general introduction section that describes topics
that are deferred to other existing guidelines.

e This section uses the term “point of care” versus “point of use.” Perhaps “point of use”
should be used throughout because some of the interventions are not done at the “point of
care” by the individuals who are delivering care.

e Later in the guideline, there will be recommendations that are described as “standard” or
“expert opinion.” Perhaps it would be helpful in this introduction section to describe what is
meant by each of these terms.

e Under “Air” there is mention of “inoculating dose.” That probably should be mentioned higher
up under factors that affect transmissibility to be more general because that is true for all
pathogens, particularly for fecal, oral, and gastrointestinal pathogens. For lower inoculum
pathogens such as norovirus, there is concern about person-to-person transmission such as
in a playroom or the higher ones such as salmonella, food, and waterborne that have less
person-to-person transmission.

e The beginning mentions healthcare settings. Perhaps it would be beneficial to define exactly
which healthcare setting to which this will apply (e.g., all healthcare settings, acute care,
home care, et cetera). Dr. Wright clarified that the intent was to apply to all healthcare
settings.

Recommendation Formulation and Categorization (from Appendix)

e This provides clarity on Standard Practice and should be helpful for those working on the
front line.

e Highlighting this in the introduction would drive the reader to the Appendix to better
understand this point.

Section B: Fundamental Elements Needed to Prevent Transmission of
Infectious Agents in Healthcare Settings

Overview
e ltis not clear whether the example given for engineering controls means improving
ventilation specifically or the use of specialized pressurization, or if it was more conceptual:

— Dr. Wright indicated that she did not think the WG meant anything specific in this
particular section for environmental controls. This was more about efforts that would
be made at the facility level rather than for frontline HCP.

— The WG discussed how precise the environmental information should be. The thought
was to link the reader to the CDC Environmental Infection Control Guidelines that is
more detailed with regard to ventilation, air handling, UV, and other options.
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It would be preferable to use the term “point of use” rather than “point of care.”

This section seems to suggest that selection of PPE is at the individual-level, given the
bullet that states, “PPE is last in the hierarchy because it relies on the user to determine
appropriate use . . .” However, the tie back to facility protocol is not made clear. The way this
is worded, it relies on the user to make an individual and subjective decision as opposed to
something that is based on a facility’s protocol. There is tremendous confusion and
hesitancy for families in terms of entering facilities. Patients feel that they are their own best
advocates in situations where a facility is not making clear what the individual HCP needs to
do around a vulnerable patient, such as a transplant patient. Any type of messaging has to
include HCP and members of the public who may be contemplating entering a facility for an
elective procedure and their family:

— Dr. Wright clarified that as they moved through the recommendations, there would be
more about protocols and some specifics about user and facility responsibilities.

Hand Hygiene

Perhaps “or an antiseptic” could be added in parentheses to the line pertaining to “alcohol-
based hand sanitizer” and “handwashing with soap and water.” Some practitioners use
chlorhexidine with water rather than bland soap.

However, some facilities do not use chlorhexidine. Perhaps there is a different way of stating
this that covers the options available so that no one feels the need to change to something
else.

PPE for HCP: General Considerations: Recommendations

The terms “donning” and “doffing” are used more readily in describing PPE. For the reader,
it might be appropriate to use those terms here instead of “putting on” and “removal.”

— Dr. Wright indicated that it was a conscious decision of the WG to use “putting on”
and “removal” and specifically avoid the use of “donning” and “doffing” to be more
easily interpretable by all levels of staff.

Dr. Bell noted: Regarding sizing and models, there is selection for local workforces.
However, many instances have been reported about the incorrect models and sizes being
received during the crisis. Perhaps there is a place to flag the importance of being prepared
to share that information with local jurisdictions or others in the event of a crisis. This
information could go beyond just healthcare epidemiologist/infection preventionist
awareness and be more easily shared with external organizations that might be delivering
supplies and others who might be engaging initially with additional surge supplies, et cetera.
This is not concrete enough to rise to the level of a recommendation, but something could
be included in the narrative:

— A WG member indicated that the WG discussed surge and recalled that a paragraph
was included about surge planning. Additional information and examples could be
added.

It might be useful to share that ensuring that adequate PPE supplies are available can be
achieved by engaging local supply chains and that it is not only during surges. It is important
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to make sure that appropriate PPE is always available for HCP. This could go in the
overview for Section B or the narrative.

PPE for HCP: Glove Recommendations

e Perhaps it would be stronger in the Indications component to state clearly that “gloves
should not be worn for activities that do not meet these criteria” instead of “activities that do
not meet these criteria do not require gloves.” The evidence supports that the use of gloves
when not indicated results in failures of hand hygiene and risks to patients.

o Regarding the Indications component, mention of “anticipated contact with body fluids” has
been accompanied by “with the exception of sweat” in the past. It was not clear whether this
was a deliberate omission. It would dramatically increase the use of gloves for routine
healthcare since almost everyone presents with some sweat on them. The question regards
whether sweat should be part of Standard Precautions:

— Dr. Kofman pointed out that for Ebola and some of the viral hemorrhagic fevers
(VHF), sweat is included as a potential transmissible body fluid.

— Dr. Wright added that the WG would discuss this further.

PPE for HCP: Gown Recommendations

e This is another area that describes topics that are not covered by the guideline (e.g., the
NIOSH recommendations). If there is a section at the front stating that certain topics, for
example choice of the gowns, are not covered and to refer to other guidelines, this might be
a place to state that there are many other guidelines that are informed and related to this
guideline:

—  Dr. Wright noted that for the sake of time, only the recommendations were being
presented. In the narrative, there is a reference to NIOSH and a link directly to the
NIOSH guideline.

¢ Removal of the gown is a fragile component of the process, but there is nothing specific in
this section:
—  Dr. Wright confirmed that while there is a reference to donning and doffing
sequence, there is nothing specific in this section. The WG will revisit this.

e Regarding use, there is a statement about covering the individual’s clothing. Perhaps
something should be included about the arms in case someone is wearing a short-sleeved
shirt:

—  Dr. Wright indicated that the WG could review prior wording, and they would have
an opportunity in the upcoming Part 2 to address PPE with respect to specific
pathogens.

— Dr. Bell added that the rationale for protection of clothing is so that the gown (unlike
clothes) does not have to be taken off and washed if something gets on it. There
has been a routine reliance on washing things off, such as washing the wrists off if
there is a splash versus taking a hermetically sealed approach.

— It was pointed out that gowns are designed in a certain style based on the way they
are expected to be used. If this is too prescriptive, people may begin to think that
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they have options. However, there really are not any options. Facilities set the
protocols for what type of PPE is acceptable.

— One suggestion would be to state, “Gowns should be worn to cover the individual’s
clothing and any exposed skin with all fasteners secured.”

— Dr. Bell agreed that the pragmatic approach makes sense but flagged that with all
PPE that is used for contact by touch, there always are gaps. Gloves are not taped
to the gown, sealant is not put on at the neck, and there are gaps in facial
protection. There is a tendency to overextend, especially when people are
frightened. He cautioned about making that insinuation. Thinking back to 2014 and
Ebola, people literally put duct tape on their necks and caused themselves injury
because they were worried. While he did not want to recreate that unnecessary
worry, at the same time he does not want to create a new problem such as short-
sleeved gowns.

— One way to address this would be an emphasis on the importance of the doffing
technique. No PPE is perfect and that is a point at which the risk of self-
contamination and cross-contamination. Any language related to that and the
training of HCP addresses that important point broadly across all forms of PPE.

PPE for HCP: Mask Recommendations and Narrative

¢ Interms of extended use for source control, it is not clear whether this is truly considered to
be a Standard Practice for HCP prior to the pandemic. It is understandable when used as a
source control for patients or visitors. It also is not clear whether extended use is truly
permitted as a Transmission-Based Precaution:

— Dr. Wright responded that the wording was confusing, and the intent was that the
mask would be disposed of after use when used for a patient on Transmission-
Based Precautions. The WG will revise the wording.

— Dr. Lin added that Mask Recommendation #4 mapped to “Strategies for Conserving
the Supply of Medical Masks” NIOSH/CDC. That is contained in the “Conventional
Strategies” part of that document.

— There needs to be clarification about Standard Practice or Expert Opinion. As
defined, Standard Practice is based on prior guidance. It is important to be able to
reference back to prior guidance.

— There is a precedent for extended use. During influenza season, some facilities
have required unvaccinated HCP to use source control with a mask and they were
allowed to engage in extended use of those masks. The stipulation is to change the
mask if it becomes soiled, damp, or used when caring for a patient who was on
droplet precautions or other Transmission-Based Precautions.

— There often has been confusion about extended use and reuse. If there is an
opportunity to flag this as not being reuse, that could be helpful to readers. Dr.
Wright pointed out that #2 specified that masks should not be reused.
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— Historically, HCP have been told not to modify their PPE. However, people have
been set up for an almost impossible situation because it says the mask must be
tight-fitting, yet it is not tight-fitting out of the box.

— Perhaps a caveat could be added to not change the structure or integrity of the
PPE and add “in accordance with the manufacturer's recommendations” so that
people are not inadvertently changing the actual structure or function of the PPE.

— Dr. Lin read lines 123-129 of the draft document:

> “Reuse” refers to the use of the same PPE item for multiple encounters with
different patients, with removal of the PPE item between encounters. PPE
can consist of products that are labeled for single use or as reusable. Single
use PPE is not intended to be reused. Reusable items are reprocessed
between uses according to manufacturer’s instructions for use.

> “Extended use” refers to use of the same PPE item for encounters with
different patients, without removing the PPE item between patient
encounters. Extended use is not considered standard practice and should
be avoided unless otherwise specified in recommendations (e.g., extended
use of masks for source control).

¢ In terms of the Mask Narrative section and enhanced barrier face coverings, generally the
focus in health care is Levels 1, 2, and 3 of face masks. Much of well-fitting versus loose-
fitting depends upon the facial structure and the design of the mask. Generally, no
modifications are to be made to PPE. It is supposed to be worn as described in the
instructions. For instance, mask fitters can be purchased but are not part of the NIOSH
guidelines. Mask fitters could render the mask less effective, given that masks were not
created with a mask fitter in mind:

— This is not a recommendation. It is part of the narrative and is something that the
WG felt belonged there. Dr. Wright recalled that the WG’s intent was that the use of
PPE in order to make it have a better fit to the face was something that everyone
practiced during the pandemic, but there is no guidance for that. There is a type of
mask that is being developed that is not yet approved for use. The WG was trying
to make a place for it as that guidance comes forward. While they can be
purchased now, they are not approved for medical use yet (Note: this refers to
barrier face coverings that adhere to ASTM F3502).

— Dr. Bell added that there is still an FDA hurdle to have a medical device approval.
The fact that these masks are made of better filtration material, fit better in general,
and are less burdensome than formal respiratory protection might be an opportunity
in the future to replace medical masks, such as surgical masks, with something that
is better made. This is an attempt to acknowledge that they exist and have people
start thinking about them.

— Perhaps it would be helpful to note “once approved for use in facilities” to make it
clear that the new mask (i.e., barrier face coverings that adhere to ASTM F3502) is
not yet FDA-approved.
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— This also might be a good opportunity in the guideline itself to give examples and
then make sure that facilities designate specific modifications that are permissible.
It is unlikely that manufacturers will be persuaded to provide modifications, so this
should be placed on the facility. Suggested wording, “Only facility-approved
modifications may be made to masks. Modifications should not reduce the
effectiveness of the mask.”

In the mask and respiratory sections, it would be worth including something about how facial
hair impacts efficiency of masks and respirators and can render them much less efficient.
Masks and respirators are designed to be worn on cleanly shaved individuals and hair does
interfere with protection from aerosols.

Some studies have shown that simple modifications, such as using a figure 8 for the ear
loops or a clip behind the head make the user more comfortable and results in 50%
improvement of the effectiveness of the mask.

PPE for HCP: Respirator Recommendations and Narrative

There is concern about the first bullet of the narrative stating that “In most situations,
respirators can be worn in place of a mask . . .” The first recommendation is to utilize N95
respirators as indicated by Transmission-Based Precautions. It is not clear why a respirator
would be worn in place of a mask when a mask is what is indicated per either Standard or
Transmission-Based Precautions (e.g., it is not a substitute):

— Dr. Wright clarified that the narrative is not necessarily only in support of the
recommendations. There are some things in the narrative that are not strong enough
to meet the level of a recommendation, but the WG felt that they should be included
and that the narrative also should include descriptions of other uses for these types
of PPE.

— There was still concern that these detract from the initial recommendation that these
are worn per Transmission-Based Precautions because then the narrative says that
a respirator can be worn as a substitute for a mask. However, a mask has very
specific indications that were just specified.

— Dr. Lin clarified that the distinction for the narrative was that it focused more on
function than indication. When the WG was writing 1 and 2 in the first paragraph of
the narrative about blocking splashes and respiratory secretions, the follow-on
sentence was to recapitulate some of the aspects of function of the mask and not
necessarily indications.

— Perhaps revising the last sentence of the first paragraph in the narrative to state, “as
with masks, respirators function . . .” so that it does not sound like a substitute.

The occupational Respiratory Protection Program (RPP) program should be pulled out
because it is not related to Transmission-Based Precautions and seems out of place:

— Dr. Wright indicated that the last paragraph references the RPP that complies with
standards established by the Occupational Safety and Health Administration
(OSHA). This is shown in the Draft Guideline lines (pages 251—255), but was not
included on the slide that was shown. While she understood the point, the issue was
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that it is an OSHA regulation that respirators need to be available even if they are not
being used for PPE. The purpose of this section was to make sure people are aware
of the RPP program.

— The WG had a lot of discussion about this. Based on practical experience and
thinking about the person who is going to be using this document and teaching to it,
it references where someone can go for help and offers additional information and a
link to a toolkit. It also speaks to personal choice use of an N95 and how it does not
require fit testing. It is important to show the linked documents.

— Perhaps the links could be kept to OSHA, but the statement could read, “when worn
per Transmission-Based Precautions” because this whole section is about the use of
N95s per Transmission-Based Precautions.

— Dr. Lin noted that the purpose of that sentence was to contextualize that respirators
are part of an RPP. There was not an intent to go further than to ensure that people
are aware that it is part of that program. This can be worded better to make sure that
it is focused on just the intent.

¢ Interms of the sentence in the last bullet in the narrative regarding respirators that are
uncomfortable, there is a lot of evidence to support that they in fact do provide challenges
with HCP tolerability and compliance. It is important to highlight that this does pose
challenges and if it is difficult to comply, respirators cannot actually be effective.

¢ Recommendation 1 is that respirators are used as indicated by Transmission-Based
Precautions, while Recommendation 5 calls out use as source control. This implies that they
can be used for source control, which raised a question about whether that was the intent.
Perhaps it would be worthwhile to include that in Recommendation 1 to mimic what is done
with the mask recommendation, which calls out Transmission-Based Precautions and
source control.

PPE for HCP: Eye/Face Protection Recommendations
o Perhaps it would be clearer to use “eye and face” rather than “eye/face.” Some people may
interpret the slash as “and” or as “or.”

e More clarity is needed about what is meant by “face.” Does it mean protecting the whole
face with a face shield? This could be confusing to people:

— Dr. Wright noted that this is included in the narrative but was not included in the slide
deck for the sake of time.

— Dr. Bell added that it really is mucous membranes they are trying to keep from being
exposed. Perhaps it would be helpful to be more specific as opposed to using the
word “face.” They were not trying to send the message that the entire face is at risk,
it really is the mucosa of the eyes, nose, and mouth. Perhaps it would be helpful to
include that in the narrative.

— Perhaps this could be addressed in more detail in the pathogen-specific section,
because there are times when the full face is recommended to be covered (e.g.,
Ebola), while an option is given for other pathogens.
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“Eye protection” actually has a definition. Sometimes HCP think that their personal glasses
are eye protection and that they do not need the requirements. Perhaps PPE that is created
for this purpose could be identified in the recommendation, which would address that issue:

—  Dr. Wright pointed out that there is a statement in the last section of the narrative
about eyeglasses not providing protection.

Often there is eye protection for which the manufacturer’s instructions for use are impossible
to implement or do not include allowance for use of low-level disinfectants that are used in
healthcare facilities. This is a difficult situation because it is not clear what should be done to
clean eye protection in between uses:

—  The guideline talks about cleaning reusable devices between uses. Perhaps it
would be of value to call out extended use and perhaps mirror the language used in
some of the other recommendations. Extended use is okay, but once a HCP enters
a Transmission-Based Precautions room, it must be cleaned.

There is mention in the narrative of using face protection as a barrier to prevent the wearer
from inadvertently touching their eyes. People touch their eyes all the time, yet people are
not required to wear eye protection all day long.

A question was posed about where the narrative would be, if it would be a visible part of
what people would look at in connection with these guidelines. In reality, people on the
frontline may not jump by to the narrative to find more details:

—  Dr. Wright indicated that the idea was to have this guideline be similar to the HCP
Occupational Health Guideline in which the recommendations are listed first and
followed immediately by the narrative. This would be visible to all staff. Infection
prevention teams at all healthcare facilities review these documents and then build
the narrative and recommendations into their education for staff.

— A HICPAC Liaison added that in their groups and facilities, the narrative is a key
part of the way that they use the recommendations and the entire document. Both
the recommendations and the narrative form the basis for how their internal policies
and recommendations are developed. They are visible to everyone all in one
document when posted on the website.

Environmental Controls: Environmental Cleaning and Disinfection: Narrative

Perhaps “routine and targeted cleaning” would be better to read “routine and targeted
cleaning and disinfection.” Cleaning is the physical removal of dirt and microbes, while
disinfection is much more effective in eliminating microbes.

Consider adding a link to the EPA table that refers to the specific disinfectants for various
organisms. This includes a very long list of all the approved agents and the contact times,
which is very useful.

Specialized Air Handling: Narrative

Perhaps a reference to “protected environment” would make sense in terms of protection of
patients against fungal pathogens. Given that this is a form of specialized air handling, it
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seems out of place to reference airborne infection isolation room (i.e., AlIR) without at least
referencing other recommendations related to their use.

If ultraviolet germicidal irradiation (UVGI) is going to be mentioned, perhaps reference
should be made to current knowledge and recommendations related to this, which is in very
specific situations. There is interest in this topic; it is sometimes applied in situations where it
is not recommended, and the recommendations are currently very narrow for these types of
interventions.

It would be beneficial for CDC to be stronger in the discussion of the use of ventilation.
While inclusion of ventilation is appreciated, it seems somewhat soft and needs more
language to substantiate that this is imperative for facilities to do some major work on
general ventilation:

— Dr. Wright pointed out that the majority of this guideline is focused on what frontline
staff are able to do to prevent transmission. The other documents for which links are
provided describe more about the requirements for facilities and recommendations.
The WG felt that getting into more detail here was out of scope for this document.

Section C: Precautions to Prevent Transmission of Infectious Agents

Overview

No additional comments.

Standard Precautions
Recommendation

No additional comments.

Narrative

In the third paragraph, the section on risk assessment is central. The last line mentions “to
prevent such exposures.” Perhaps this also should include “and self-contamination.” A major
reason those PPE elements would be worn would be not only to prevent the potential for
exposure, but also the self-contamination that could lead to risk to patients:

— Dr. Bell noted that while risk assessment is easy to say, it is tough to implement. He
wondered whether there was any additional heft, context, or detail anyone could
suggest to stress the importance of risk assessment.

— Perhaps application of existing screening tools could be emphasized in terms of
Standard Precautions. For instance, Ascension has a Global Infectious Disease
Screening Tool that is utilized every time a patient presents that helps to identify
what type of Standard Precautions should be used by HCP.

— Dr. Lin clarified that this might be blending in a level of syndromic application of
Transmission-Based Precautions where based on symptoms or epidemiology,
Transmission-Based Precautions are applied. While it is related to this discussion,
the goal here is to try to give examples of specific actions or activities that HCP are
doing that may need a higher level of PPE. In the interest of time, examples in the
draft document were not included on the slide. The rest of the paragraph in the draft
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document states, “For example, when planning to irrigate a wound and perform a
dressing change, HCP would anticipate the potential for splashes and sprays during
irrigation and the potential for contact with the wound or contaminated dressing
materials. To prevent such exposures, they would put on gloves, a gown, eye
protection and a mask prior to performing the activity.” This may be difficult in some
cases for HCP to recognize and is a challenge from an education perspective.

— One suggestion for potentially elevating this is in the narrative or in a
recommendation would be to emphasize that part of training should focus on
conducting a risk assessment. A lot of this has to do with the pressures surrounding
HCP that impede them from making a risk assessment or taking the time once a risk
assessment is done, which may happen in the middle of a task when the HCP
suddenly realizes that there is a draining wound and that they need to pause and put
on the appropriate PPE. In terms of real practice, emphasizing the “time out” or
“taking a pause” before walking in the door is one way to elevate this.

— People might perceive the guideline as trying to be all-inclusive if too much is
included. Perhaps a website could be developed to guide Infection Preventionists
(IPs) on how to teach to these precautions based on their facility. Critical thinking
needs to be put into place, but that can be challenging.

— Risk assessment starts upstream with education and demonstration of competency.
It is the organization’s (healthcare facility’s) responsibility to identify areas where
risks occur and educate and train staff to ensure that they are competent to choose
PPE in the situations in which they need to use it, as well as the types of PPE.
Competency-based training is often learned during nursing or medical school but
may be outdated or not up to the expectations of one’s organization. Consideration
must be given to the baseline education HCP will need to demonstrate that they are
competent to choose PPE in the situations in which it is required and choose the
type of PPE that will protect them.

— To meet the goal of trying to highlight the importance of risk assessment, perhaps
comments could be added to the narrative that focus on training and expectations
and institutional needs to provide that so that staff are adequately prepared to make
risk assessments in the moment.

— There are electronic triggers that can steer HCP or frontline workers toward what
needs to be done. Perhaps something could be added to the narrative about this.

e Regarding the fourth paragraph stating “in addition to the already indicated mask or
respirator” it might be helpful to add “depending on the pathogen” because these are chosen
based on the risk assessment.

¢ Also in the fourth paragraph, rather than “facilities may choose to implement universal use of
eye protection by HCP” perhaps the word “routine” in place of “universal” would better
convey the idea that one would routinely wear eye protection in such circumstances.

Transmission-Based Precautions
Recommendation

HICPAC Meeting Minutes November 2-3, 2023 Page 32



e Perhaps this same statement made in Transmission-Based precautions recommendation #1
is needed in Standard Precautions.

¢ Relevant to highly communicable pathogens, perhaps the phrase “dispose of” should be
added to the end of the recommendation to read, “HCP should be trained on how and when
to apply Transmission-Based Precautions, including how to put on, correctly use, remove,
and dispose of PPE.”

Narrative

¢ In the last sentence of the second paragraph regarding adverse events (AEs), this is an
expanding literature and it is not absolutely clear that patients who are placed on
Transmission-Based Precautions experience all of these. While the word “potential” is
included, some of these potential impacts are perhaps not as present as they were thought
to be in the past.

Syndromic and Empiric Applications of Transmission-Based Precautions

Recommendation

e |tis important to consider that certain people who are colonized may be asymptomatic but
can still transmit a pathogen:

— Dr. Wright noted that this would fall into pathogen-specific material in the updated
Appendix A(2007).

— While some risks are pathogen-specific, there are times when Transmission-Based
Precautions are used besides when patients develop signs and symptoms, either
when they have been diagnosed or are at risk of developing illness from having been
exposed.

— One approach might be to split this as syndromic and empiric and just empiric, which
may be based on an asymptomatic individual with an appropriate exposure. While
this could be addressed in the Appendix A(2007) approach, in the setting of and
exposure, asymptomatic but colonization, or expected potential colonization, some of
these may be implemented.

— Dr. Lin noted that the main thrust of this section was to direct HCP to think about
signs and symptoms. It is not clear whether the asymptomatic patient belongs here
or in another section. This is an uncommon but important gap that does come up
sometimes.

— Perhaps “suspected or known to have a transmissible infection, based on either
signs and symptoms or on other reasons (e.g., epidemiologic)” could be added.

Use of Transmission-Based Precautions to Prevent Transmission by Touch
Recommendations
¢ No additional comments.

Contact Precautions
o Perhaps more specificity is needed about cohorting.
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The use of the phrase “patients are cared for in a designated space” in 1.a is appreciated as
it relates to dialysis facilities, because it acknowledges that there are places that do not
necessarily have rooms. The phrase “preferably a single patient room” sometimes causes a
problem because it may lead some facilities to assume that they cannot care for certain
patients if they do not have a single patient room. Perhaps the phrase “preferably a single
patient room, if available” would address this.

The second sentence in 1.b uses the term “upon entry into a patient’s designated space,”
but “designated space” might be defined differently by different facilities. However, the
interactions are really about the contact with the patient and environment. As written, “upon
entry” sets people up to just crossing the threshold requiring the use of gowns and gloves,
which is not necessary. In addition, crossing the threshold does not necessarily mean the
HCP would have contact with the patient or the environment:

— Dr. Lin noted that previously this was worded as “entry into a patient’s room.” The
rewording into “designated space” allows for healthcare facilities to designate
something different than the room. Of course, there are other situations in which a
room does not apply such as post-operative units. The way this is intended is to
allow for some designation if healthcare facilities to choose to say that there is a
space within the room that is not considered “designated space.”

— Perhaps it would be better to state “when contact with the patient or environment is
anticipated.” Otherwise, it seems to read that the gown and gloves should be put on
when entering a location.

— The table in the narrative also has “any entry into designated patient space.” Some
read “room or designated space” initially as space in places where there are bays,
such as a post-anesthesia care unit (PACU) or emergency department (ED) space. It
does not read as if a space could be designated within a room. There seems to be
some opportunity to clarify the intent of the language in the recommendation or
narrative.

In 1.d regarding patient care supplies, the last sentence that states “supplies should be
stored in covered or closed clean storage areas,” it would be helpful to add “and hand
hygiene performed before accessing them.” A problem that is seen routinely is that clean
supplies are accessed with contaminated hands or gloves. Therefore, they are no longer
clean and present a risk to patients.

There is nothing in this section about restriction of residents to rooms, although this is
included in Enhanced Barrier Precautions states in 2.d that “Residents are not restricted to
their rooms or limited from participation in group activities. Because Enhanced Barrier
Precautions do not impose the same activity and room placement restrictions as Contact
Precautions . . .” It is not clear whether the concept is that Contact Precautions patients are
restricted to their rooms. This needs to be clarified in Contact Precautions:

— Dr. Lin indicated that perhaps the issue of patients leaving rooms could be
addressed for Contact Precautions to make sure it is covered, but noted that this
guideline is not intended to change current practice. There is discussion about
patient transport in hospital and general settings. In the Transport of Patients
recommendations, item 1 under Patient Considerations states, that “Patients under
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Transmission-Based Precautions (with the exception of Enhanced Barrier
Precautions alone) should leave their room only when medically necessary for their
evaluation or care (Standard Practice).” This potentially could address the issue of
Contact Precautions.

Enhanced Barrier Precautions

e 2b states that Enhanced Barrier Precautions “may be considered for residents at high risk
for MDRO colonization, regardless of known MDRO status,” but it seems that this should
read, “with no known MDRO status.”

o For Enhanced Barrier Precautions in nursing homes, when residents are out of their rooms
in common areas where they are congregating with others (e.g., lunch, dinner, activities),
some have much more activity than others. Exposure varies depending upon the mobility of
residents and their activities. There is no discussion about how much activity residents can
engage in outside of their rooms and the risk of contamination of those surroundings.
Perhaps this should be considered as part of an assessment before moving to Enhanced
Barrier Precautions:

— Dr. Lin pointed out that this depends on the context of the particular MDRO in a
Skilled Nursing Facility (SNF) and the phase in which infection control is being
applied to control that MDRO. The guidance is clear that Contact Precautions would
apply in an outbreak or epidemic setting when trying to control a targeted MDRO.
Built into the Enhanced Barrier Precautions is the understanding that a facility may
not be at the same level of epidemic control, but are in more of a maintenance
phase. This tries to balance autonomy with residents and their common activities
with the need for infection control. The types of activities available to residents are
not called out, with an intent to be silent about that.

¢ An inquiry was posed about whether the WG discussed containment strategies to try to
prevent the spread of MDRO among catheterized patients or patients who are incontinent or
coverage of wounds per Enhanced Barrier Precautions.

— In terms of Item b and “residents with wounds and/or indwelling medical devices,” Dr.
Lin indicated that the WG and HICPAC (in June and August) discussed this
indication. As shown with the evidence review, there was not enough information or
evidence from the HICPAC WG perspective or from HICPAC to recommend the
indication of residents with wounds and/or indwelling medical devices as a strong
recommendation. The wording was to broaden the indication to use the word
“consider” instead of something more directive like “should.” The table in the
narrative was broadened to state, “Consider for residents at high risk for MDRO
colonization, regardless of known MDRO status (e.g., residents with wounds or
indwelling medical devices)” because there might be other factors epidemiologically
for example that might trigger this.

Narrative
e The third bullet uses the term “healthcare facilities” but previously, the term “healthcare
settings” has been used.

e Single occupancy is listed in the table as “Preferred; if not available, then cohort.” Perhaps
more specificity could be added to cohorting. For instance, there could be co-circulating
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RSV, influenza, and COVID during respiratory season. Putting 2 people in the same room
would not be prudent because 1 might have COVID and the other might have RSV and dual
infections would be possible. Similarly with diarrheal disease, 1 could have Norovirus and
another could have something else. If both patients had RSV, this might be acceptable.
However, there could be sub-species and variants:

— Dr. Lin agreed that this was a good point and noted that the section on patient
placement that discusses cohorting would be the place to address this.

Use of Transmission-Based Precautions to Prevent Transmission through the Air

Recommendations

e Under Special Air Precautions, 2.b states “private room indicated.” There are many
instances in which there are not enough private rooms, yet there would be cohorting. It is
not clear why cohorting is not mentioned, given that cohorting would be practical and would
make sense if patients have the same organism.

o For Extended Air Precautions, 3.c states that an AlIR is required. This puts facilities in a bind
that may not have an AlIR readily available, so some flexibility is needed here. It would
make sense to say “required when available” and then “make every effort to identify and
AlIR.”

o Extended Air Precautions 3.e describes limiting travel outside the room, which is
understandable. However, this is applied broadly in the Transport section to anyone on
Transmission-Based Precautions. It is not clear why this is highlighted specifically there.

e For source control masking in 1d, 2d, and 3d, perhaps there would be value in clarifying
what type of mask is indicated for patients who leave their room. While this is assumed to
mean a surgical mask, it might be helpful to clarify this for the frontline and to avoid
confusion:

— Dr. Lin noted that there is a section in Patient Transport that discusses what patients
wear.

Narrative
e The third bullet in the narrative uses the term “more than mild illness,” but if this is intended
to convey that it causes “severe illness” it should be stated as such.

¢ Interms of the phrase in the third bullet in the narrative that states “and where immunity (or
vaccine) and effective treatment are not available,” there may be a period during which there
are excellent vaccines or immunity. Perhaps this should be reworded to state “or effective
treatments are not available.”

e The reference in the fifth bullet to the voluntary use of an N95 does not seem to belong
here. If other federal regulations are going to be referenced, this should not appear here
because this is about what is necessary and recommended for these precautions:

— From a patient perspective, “voluntary” is consistent or inconsistent with the call for
following federal regulations. This places the burden on the patient to correct the
HCP in instances where they are hospitalized and under these different situations, so
there was sentiment that the word “voluntary” should be removed.
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Dr. Wright noted that this particular bullet is pointing to the OSHA RPP, which states
that any HCP can choose to wear an N95 in places where an N95 is not required
without fit testing.

This seems out of place here in that this is a section in which the guideline is telling
people what should be done. Therefore, it is confusing to have this piece included
here. Certainly, the OSHA regulations are very important, but are not relevant here in
terms of explaining what is required for Transmission-Based Precautions. People
who use these guidelines go to the narrative immediately. After just saying what is
required, this introduces another concept that is confusing.

Perhaps this could be pulled out of Transmission-Based Precautions and a separate
paragraph or two could be created about the voluntary use of an N95.

Many HCP have reported that if the voluntary use of PPE is limited, there are
instances in which some facilities will not allow them to use certain PPE.

When people are voluntarily using N95s when only isolation masks are
recommended, it is not for source control as much as it is for their own protection
and when they do not feel that an isolation mask is sufficient.

The guideline should be stating what HICPAC thinks is required. Including “per
OSHA requirements” makes it sound like there is an OSHA requirement to wear a
higher level of protection, but that HICPAC is recommending something less.
However, OSHA just requires that people are allowed to wear a higher level of
protection than what is recommended. It may be better to remove this. There is an
OSHA requirement that this must be allowed, so hospitals have to allow for this and
have the capacity and supplies for people to make this choice as part of the OSHA
requirement.

If language about voluntary use and a link to the OSHA requirement is going to be
included, more context is needed to clarify that it is just a link to an existing guidance
and why the link is referenced.

¢ Interms of Table 3, it is not clear why eye protection is listed as “yes” for Special Air
Precautions but as “Per Standard Precautions” for Routine and Extended Air Precautions:

Dr. Wright indicated that the WG felt that because Special Air Precautions are often
applied to pathogens that are either emerging or for which transmission has not been
fully elucidated, it would be better to include eye protection in the precautions as
being required. The use of eye protection in Routine Air Precautions pertain to when
one is at risk for a splash or a spray.

The wording about eye protection is not only on Table 3, but also is in the
recommendation.

There could be a situation in which there is an emerging infection for which the
transmission route is not yet clear. Once the route of transmission is identified, it is
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not clear whether people should be held to continue to use eye protection once it has
been determined that a transition should be made to Standard Precautions.

Special Situations
Narrative
¢ No additional comments.

Source Control
Recommendations
e ltis not clear why 1.b is identified as Standard Practice or where the evidence is for that:

— Dr. Lin clarified that this particular recommendation is in the Core Practices, which
is why 1.a was considered Expert Opinion and 1.b was considered Standard
Practice.

— If this is intended for all healthcare settings, it would be helpful to clarify “all
individuals, including patients” which would presumably include residents in a facility
or clinical area and whether it would apply to the residents who are in their rooms,
which are generally considered their homes. If residents are added, clarify whether
it is in their own room or out in the shared areas.

—  This also could apply to persons in an inpatient setting in their room with a
roommate in terms of whether they are expected to be masked the whole time.
Perhaps a clause could be added that states, “in direct interactions with HCP,
visitors, et cetera.”

e In 2, itis not clear what is meant by “higher risk areas” since this is about source control. It
seems like 2 risks are being described here, but the intent is not clear:

— This is about preventing asymptomatically-infected people from transmitting. The
specific locations that are called out are places where vulnerable patients might
frequent (e.g., EDs, urgent care, bone marrow transplant units, or units
experiencing an outbreak). Units experiencing an outbreak would pertain to person-
to-person transmission as well. The intent was people who are susceptible or
people who are vulnerable.

—  For units experiencing an outbreak, this is about recognizing the potential increased
risk of asymptomatic staff in that space because they may have been infected or
exposed during that outbreak, so it is still a source control-focused recommendation
and not necessarily a protection recommendation.

Narrative

o Masks and respirators are listed interchangeably as source control. Given that source
control is being applied here across various populations, perhaps it would be better to say
“source control” versus "mask” or “respirator.” It is known that effectiveness will be driven by
compliance and feasibility. Therefore, the use of these words interchangeably is not correct.
It is not clear how to interpret this:

— Dr. Wright said she did not think the WG was commenting on selecting one or the
other. This is just saying regardless of whether one is using a mask or a respirator,

HICPAC Meeting Minutes November 2-3, 2023 Page 38



each can reduce the amount of secretions that get into the environment. The intent
was to be consistent with the prior wording, although that probably needs to be
discussed further.

Regarding asymptomatic transmission, the word “proportion” is used. It is a “portion” and
perhaps is not as high as has been thought previously, so it could be a “small portion” may
be infectious during an asymptomatic period. The evidence is evolving, at least related to

COVID:

Dr. Wright clarified that this is meant to be pathogen-agnostic and is not meant to
have a specific proportion, because it probably would depend on the pathogen
itself.

Patient Placement

Recommendations

In the table, for Enhanced Barrier Precautions, single occupancy is not required. Perhaps it
would make sense to mention also that cohorting might still be a consideration, especially
for residents with known MDRO infection or colonization:

Dr. Lin thought this might be addressed in patient placement more globally. This is a
challenge in nursing home settings where, depending upon the pathogen of interest,
even if focused on a particular class of pathogens, there may be differences in what
is known about the genetics and epidemiology of what a particular resident is
carrying.

While not every setting can be called out, perhaps it would be beneficial to call out dialysis
facilities specifically because of the lack of single patient rooms in many facilities.

Perhaps types of pathogens need to be more nuanced either in the recommendation and/or
the narrative. For instance, there are multiple types of influenza and they co-circulate. This is
so nuanced, it is not likely to fit well in a single sentence and may need to go into the
background or narrative in some way:

Dr. Lin suggested that perhaps Recommendation 4 could state “same pathogen
variant or resistance mechanism” instead of “same pathogen infection” in order to
quality “pathogen” in order to get at that nuance.

Dr. Wright added that since this will involve a variety of settings, not every setting is
going to be able to determine down to the specific type of pathogen, so they should
not be overly prescriptive.

Each setting is going to have its own unique situations that will lead to a risk
assessment. For instance, in a small SNF without a lot of rooms but a lot of variety
of colonization, cohorting may be based on cohorting a colonized patient with a
patient who has no devices and is not at high risk themselves. Perhaps to address
this, something could be added about risk assessment and how to consider risk.

Maybe Recommendation 4 should be about “pathogen susceptibility and, if known, the
mechanisms of resistance.”
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For Recommendation 5, patients sharing a room also may be sharing a restroom, dining
halls, and other places, which should be factored in. There needs to be an emphasis on not
only the placement of hand hygiene, but also cleanliness and disinfection.

Recommendation 5 states “practices need to be in place” but ought to be changed to
“practices should be in place” to be consistent with the wording in Recommendations 1-4.

All items listed in Recommendation 5 are Standard Precautions and should be implemented
anyway.

Transport of Patients
Recommendations

Patient Considerations

For Recommendation 2, the statement “unless a mask is medically contraindicated or the
individual is not capable of wearing a mask safely” is very appropriate and perhaps should
be in Source Control because it is about source control regardless of transport or other
scenarios.

Recommendation 4.a could be collapsed into 4 so that it is all one statement, which is what
seems to be intended.

Transporter Considerations

Remove “for pathogens” from Recommendation 1.

For Recommendation 2, if a patient has source control and is merely being transported, it is
not clear why anyone transporting them also needs to wear a mask or respiratory protection.
For instance, if someone with tuberculosis is being transported, they are wearing a mask.
Right now, the person transporting them who is not engaged in direct care would not use an
N95 respirator, but this makes it sounds like they should have that with them.

For Recommendation 2.b, individuals engaging in direct care absolutely should be wearing
PPE appropriate for care for that patient. However, then there is no one with clean non-
gloved hands to touch all of the things in the hospital to escort them. Perhaps a statement
could be included stating something to the effect of, “If PPE is worn during transport, there
must be a member of the healthcare team with clean, non-gloved, not wearing PPE to push
all of the buttons and guide the patient through transport.” The transporter would not be the
one delivering care.

— Dr. Lin indicated that the intent here, especially in situations where patient care has
to be delivered, the rationale for having the transporter carry a mask/respirator is for
situations such as suctioning or potentially other situations where there is a closed
space and there is a medical emergency. The transporter would not necessarily wear
the mask/respiratory all the way through transport.

— Sometimes the nurse is the transporter or may have to perform patient care with the
transporter standing next to the patient, or the transporter and others may get stuck
on an elevator with a patient for several floors. If source control cannot be
maintained, the transporter still may need that coverage.
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e For Recommendation 4, it may be beneficial to clarify certain situations such as Emergency
Medical Staff (EMS) who are in the process of resuscitation and also transporting who have
been yelled at for wearing PPE inappropriately when actually engaging with the patient.
Consider adding a sentence stating, “This does not apply to someone who is engaging in a
clinical process.” Perhaps this could go in the narrative.

Use of PPE by Visitors

Narrative

e Often visitors are not aware of the nuances with pathogens and are conscious about the
presence of COVID still. The reluctance to mention N95 masks is confusing. CDC’s website
says that someone who was recently exposed should wear an N95 mask anytime going
outside or visiting a public place, which would include visiting someone at the hospital.
There is a contradiction here. While this is not pathogen-specific, with this and the last
discussion, it is alarming that a healthcare worker may not be carrying an N95 mask for
circumstances that may arise unexpectedly. All of these things can be confusing to
laypersons, may be confusing to healthcare workers, and does not seem to make a lot of
sense not to just recommend an N95 mask:

— Dr. Lin clarified that the intent of this section was to describe a situation in which
there is a sick patient in a healthcare setting and trying to protect the well visitor
coming to see them from potentially acquiring something from the sick patient. This
is where having the pathogen-specific guidance makes more sense. The point is
well-taken about someone who is sick and visiting, which is under the isolation
guidance in terms of preventing a sick person from further transmitting their
pathogen.

— Dr. Wright added that an N95 is just one of the options in terms of the guidance for
people who go out into the community. This is not COVID-specific by any means.
The WG can revisit the language because the last thing they want is for the
language to be confusing to readers whether they are HCP or members of the
public.

e |tis great that so much flexibility is provided, acknowledging that there are many different
settings. Practically, in a pediatric hospital, parents are living in the room. It does not make
as much sense for them to wear PPE if they are going to sleep in the bed with the patient,
which is not advocated but happens. Since contact with other patients and the environment
and the potential for transmission are called out, perhaps consideration could be given to
talking about the importance of hand hygiene when entering and leaving the room and
including a statement that if a visitor is caring for/staying in the room with a patient who is on
TBP, they are restricted from spending time in communal areas within the hospital or
suggesting some other approaches. It is not pediatric-specific, so it might be good to call out
hand hygiene and other measures.

e The language states that “In these situations, visitors may have contact with other patients
or the environment . . .” but visitors are not generally thought of as going from bed-to-bed to
other patients. Generally, that has been a rationale in Contact Precautions for having visitors
wear gowns and gloves. The intent here is that in very specific situations, the visitor is
actually providing care and would wear the gown and gloves to limit their contamination.
Even so, they are not going to be interacting with other patients.
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— Dr. Lin said he thought this was meant to be somewhat broader in that visitors also
are in common areas where patients are transiting potentially. It is a small risk, but
the WG can review the language. Perhaps “patients” could be removed. Ultimately,
the goal is to prevent patient-to-patient spread via visitors as potential vectors.
Transmission by touch might not be as much of a risk, but transmission by air
potentially could be an issue that does not necessarily require contact in patient
rooms.

— There are instances in which people do go room-to-room, such as people doing
balloons around Christmas, basketball teams visiting, et cetera. While they may be
screened, this is not an infrequent occurrence, particularly in long-stay units like
burn, bone marrow, trauma, et cetera. It is important to make a statement about
PPE and hand washing.

o Use of PPE by Visitors and Visitors as Sources of Infection seem to be overlapping.

Visitors as Sources of Infection

Narrative

e |t would make sense under this category to reiterate or highlight the importance of hand
hygiene education to the visitor before they enter the room to protect the patient and when
they leave the room in case their hands were contaminated.

o A comment should be made in this category as well about the visitor entering only the room
of a patient on TBP and not entering shared spaces such as playrooms, kitchens, family
rooms, et cetera.

¢ In the first bullet, consider saying “symptom and exposure” for screening:

— Another question that arises frequently and possibly should be part of screening is
the vaccination status of visitors. This is particularly important for units in which
recent receipt of live vaccines in asymptomatic visitors could pose risk, especially to
the most vulnerable patients:

— Dr. Lin pointed out that this could be tough to ask visitors at the time of entry. It
seems like the best time to manage that is at the time of vaccines being given in
terms of letting recipients know that because they received a live vaccine, they need
to be careful about X, Y, and Z. It is not clear how to hardwire that in since it is about
safety in the healthcare setting and potentially elsewhere.

— Practically speaking, particular units impose restrictions. How those are actually
implemented is not addressed in this section.

— Dr. Bell suggested that perhaps one way to do this would be to include a precise call
out for specific vaccines. Recent vaccination ideally would cover a lot of people,
could be confusing, and may even send a mixed message about risk related to
vaccines, which is not the intent.

— That is done practically. An example would be live-attenuated influenza vaccine
(LAIV) in the prior 7 days. The addition of “visitor symptom and exposure screening”
might capture the other research. For immunocompromised patients typically
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includes exposure to measles without evidence of immunity in some prior period.
Perhaps this could point to ACIP, which would keep it up to date.

— ltis important to recognize that these are primarily in the narrative and the “consider”
category and should not give facilities the impression that every visitor should be
stopped on the way in to be asked about each specific vaccine that may apply only in
certain settings. It would make sense to include all of these as considerations for
designing visitor programs.

— Consider changing the second line from “Visitor symptom screening can reduce risk
...” to “Visitor screening can reduce risk of HAl and may be especially important ...”
A line could be added after that with potential suggestions, such as “This potentially
could include screening of symptoms, recent exposures, or recent receipt of live
virus vaccines.

— Guidance of how this could be done and not placing it on a single individual could
help to avoid the creation of a hostile situation between the visitor, the family
member, the nursing staff, and the facility. This is important to do, but so is how it is
said could be difficult to define in a document like this.

In the second bullet, consider revising the last sentence in the parentheses to state, “with
subsequent review by facility staff and consultation with infection prevention to determine
whether the visitor can proceed with visitation and development of an evaluation of the sick
family member before returning” because they represent a hazard to the patient, staff, and
community. This would be for certain diseases like TB, pertussis, and other respiratory
viruses:

— Most of the time, evaluations can be protocolized so that IPs do not have to be
called every time.

Perhaps a bullet needs to be added about educating visitors. For example, parents who
have other children at home and have a respiratory infection should not be visiting a
newborn in the NICU.

It is important to recognize how important visitors are to patients and their healing. This
should not be perceived as imposing barriers to what is essential access of visitors to
patients.

Another important aspect of this is that patients may be in the hospital for several days
before anyone knows what pathogen is causing their iliness. The fact is that there is a slow
response to testing patients in that there is not a system that provides rapid testing. Visitors
are coming in and out who are being exposed, and the patient is exposing HCP and others
without knowing what pathogen they have. This happens every day in every hospital and
there are plenty of anecdotal stories about it. Quicker diagnoses of pathogens that are
causing illness must be discussed among professionals:

— Dr. Lin acknowledged the importance of this comment and pointed out that there is
a section on syndromic application of TBP that is applicable to many situations in
which patients are presenting with symptoms, but even the best tests available have
some delay. Therefore, emphasis on the use of empiric TBP based on syndromes
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such as respiratory viral illnesses could mitigate some of the risk. Better testing in
general would help to apply the appropriate precautions.

While better testing is needed, parents visit the NICU daily. This could become very
challenging because testing cannot be done daily. This was seen with COVID.
Someone could be asymptomatic one day and symptomatic the next. Language that
gives more leverage to facilities may allow them to implement more effectively.

Discontinuation of Transmission-Based Precautions

Narrative

e Regarding the first bullet:

Perhaps the last line stating “Colonization with MDROs can persist for months to
years” could be revised to state “Colonization with some MDROs can persist for
months to years” so that it does not imply that for every single MDRO, someone is
going to be in isolation for months to years.

e For the second bullet:

For “In acute care hospitals, Contact Precautions are often left in place throughout
the entire admission” it is not clear whether this is all facilities. Someone under
Contact Precautions in nursing homes should similarly be reassessed to determine
whether they still need Contact Precautions.

Consider changing “set duration based on repeat testing or symptom resolution” to
“set duration based on repeat testing time, symptom resolution, or some
combination” because often a series of parameters will be used when determining
the duration of isolation required. Perhaps a point could be included about the
importance of reassessing the continued need for each of the TBP to decrease the
burden on HCP and the patient to emphasize this point.

¢ Interms of an inquiry about whether the reference in the fourth bullet to Appendix A (2007)
is where the pathogen-specific recommendations are and that it means they are not being
updated:

Dr. Lin clarified that the intent is for Part 2 of the 2024 guideline to include pathogen-
and disease-specific recommendations. That is future work by HICPAC. Until that is
completed, Appendix A (2007) is the current source for the pathogen- and disease-
specific recommendations. The timeline for this is projected to be the next 1 to 2
years.

Dr. Wright added that as was done in the HCP Guideline, pieces will come through
and be updated as soon as possible after completing the review and approval
process. The plan is to have language at the top of Appendix A (2007) that refers
back to the hopefully growing Part 2 and eventually Appendix A (2007) will be
archived.

Part 2: Review of Recommendations After Incorporation of Comments
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During the second day of the meeting, Dr. Lin explained that the context for this discussion was
to go through the recommendations, with a goal to discuss the recommendations with the
HICPAC membership in the larger meeting for the eventual planned vote at the end of this
session. The edits and changes shown were presented during this session to reflect the
discussion that occurred the previous day and the changes the WG made to be responsive to
the membership recommendations.

As a reminder about recommendation formulation, the authors conducted a thorough review of
the recommendations contained in the 2007 Guideline. This review identified recommendations
from the 2007 guideline that remained relevant in 2023. These recommendations were carried
forward as Standard Practice and are noted as such in the 2024 Guideline. For the update, the
authors additionally identified gaps in the 2007 Guideline that required development of new
recommendations.

New recommendations also were categorized as Standard Practice if they met any of the
following criteria:

e Consistent with recommendations and the current CDC guidelines or guidance (e.g., the
Core Infection Prevention and Control Practices for Safe Healthcare Delivery in All Settings).

e Are consistent with current federal regulations.
Are consistent with manufacturer instructions for use (e.g., recommendations to follow
instructions for proper use or reprocessing).

¢ New recommendations not categorized as Standard Practice were categorized as Expert
Opinion, with supporting peer-reviewed literature where available.

The proposed recommendations with the incorporation of the comments made the previous day
were reviewed as follows, with revisions highlighted in yellow or strikethroughs and additional
HICPAC discussion points shown after each section:

Section B: Personal Protective Equipment (PPE) for Healthcare Personnel (HCP)

PPE for HCP
General Considerations Recommendations

1. Healthcare personnel (HCP) must be trained and demonstrate competency in the selecting,
putting on, using, removing, and disposing of PPE in a manner to prevent exposures and
self-contamination. (Standard Practice)

2. Employers in healthcare settings are required to provide readily available PPE to HCP,
ideally at or near likely points of use. (Standard Practice)

3. Sizing and models should be chosen to accommodate the needs of the local workforce.
(Standard Practice)

Additional HICPAC Discussion Points
o First use of acronyms should be defined once, with use of the acronym thereafter.

PPE for HCP
Glove Recommendations

Indications
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1. Use non-sterile gloves are-indicated in any of the following situations: (1) any anticipated
contact with bedy-fluids blood or other potentially infectious material, (2) touching mucous
membranes or non-intact skin, (3) handling soiled items such as used wound dressings, and
(4) as indicated by Transmission-Based Precautions. Activities that do not meet these
criteria do not require gloves. (Standard Practice)

Use

2. HCP should perform hand hygiene prior to reaching into a box of non-sterile exam gloves
and putting on gloves, to reduce the risk of contaminating both the remaining gloves in the
box and the gloves being put on. (Expert Opinion)

3. During care of a single patient, gloves should be changed after a task or procedure if
contact occurs with potentially infectious material (e.g., if moving from a dirty task to a clean
task). (Standard Practice)

4. Remove gloves if torn or soiled, and before caring for another patient. (Standard Practice)

5. Hand hygiene should be performed immediately after removing gloves, because pathogens
on used gloves can contaminate hands during glove removal. (Standard Practice)

6. HCP should not practice extended glove use in place of hand hygiene. (Standard Practice)

Selection

7. Non-sterile gloves should be available in a range of sizes so that all users will be able to
select a glove that fits comfortably without excess material that could impair function.
(Standard Practice)

Additional HICPAC Discussion Points

o Under Indications, perhaps it would make more sense to say, “in the following situations”
and remove “any” because it is just these situations.

e For Use, the word “exam” should be removed from bullet 2. HCP may be reaching into a box
of gloves to clean something in the environment that is contaminated versus for exam use.

PPE for HCP
Gown Recommendations

Indications

1. Use non-sterile gowns are-indicated in any-of the following situations: (1) when an activity is
anticipated to contaminate HCP clothing through direct touch or splash, and (2) as indicated
by Transmission-Based Precautions. (Standard Practice)

Use

2. Gowns should be worn to protect skin and prevent soiling of cever-the-individuals clothing,
with all fasteners secured. (Standard Practice)

3. Remove gowns if damaged or soiled, and before caring for another patient. (Standard
Practice)

Additional HICPAC Discussion Points

o Perhaps bullet 2 under Use should be “protect skin and prevent contamination of clothing”
as it is not always just soilage, but also may be contamination with bacteria. In addition,
‘contaminant” was used in the Indications, so it would be more aligned.

o While the same suggestion was made about bullet 3 under Use, it was noted that this is a
different situation in that if soiled, a gown would need to be changed before a procedure in a
patient’s room.
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o Bullet 2 under Use will state “to protect skin and prevent soiling of clothing.” Perhaps “skin”
needs to be added to bullet 1 under Indications as well:

— This is taught as contamination to clothing and not so much as a barrier precaution
otherwise. With intact skin, this generally would not be considered an exposure.

— The OSHA Bloodborne Pathogens Standard mentions protection of skin under PPE.

— This is somewhat challenging because there is discussion about gloves for skin
protection, but the gown is clothing protection. The previous day there was
discussion about short-sleeved gowns, but it seems that the concept is really more
focused on clothing. If the recommendation says, “gowns anytime contamination of
skin is anticipated,” people might be putting on a gown when all they need is gloves.
Perhaps it should stay the way it is, or “skin” should be removed from bullet 2 rather
than adding “skin” to bullet 1 to be more consistent.

— Perhaps bullet 1 could read, “Gowns should be worn correctly with all fasteners
secured.”

PPE for HCP
Mask Recommendations

Indications

1. Use masks are-indicated in any-of the following situations: (1) when an activity is anticipated
to create splashes or spray to the face, (2) as source control, and (3) as indicated by
Transmission-Based Precautions. (Standard Practice)

Use
2. Masks should not be reused as they can serve as a reservoir of infectious material if they
become soiled during use. (Standard Practice)
3. Masks should be changed if they become soiled, damaged, or harder to breathe through.
(Standard Practice)
4. Extended use is should not be practiced with masks except when used for source control.
When practicing extended use for source control, masks should be disposed of:
a) anytime they are removed (Standard Practice), and
b) if they are used during the care of a patient for whom a mask is indicated as part of
Transmission-Based Precautions. (Standard Practice)

Selection
5. A fluid-resistant mask should be used in situations when splashes and sprays are
anticipated. (Standard Practice)

Additional HICPAC Discussion Points

e There is a (Standard Practice) missing in bullet 4 before the yellow highlighted “When
practicing.”

e In bullet 2, perhaps “soiled” should be replaced with “contaminated” to be consistent with
other recommendations:

— As a statement of why they should not be reused, this seems correct. The mask
should be removed if it becomes soiled and discarded. However, they should not be
reused because they may become contaminated during use. This is a statement
about not reusing masks. It would be a reservoir because it became contaminated,
or because it is grossly soiled.

— In some cases, an explanation is provided for the “why” and sometimes not. In this
case, the “why” for not reusing is contamination.
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PPE for HCP
Respirator Recommendations

Indications
1. Used respirators as indicated by Transmission-Based Precautions. (Standard Practice)

Use

2. A seal check should be performed each time an HCP puts on a fit-tested respirator to
ensure that the respirator is properly seated on the face. (Standard Practice)

3. Single use disposable respirators should not be reused as they can serve as a reservoir of
infectious material if they become soiled during use. (Standard Practice)

4. Reusable respirators should must be cleaned, disinfected, and dried between uses
accordlng to the manufacturer s mstructlons for use. (Standard Practice)

Resplrators should be changed when
if they become soiled, damaged or harder to breathe through. (Standard Practice)

Selection
6. A fluid-resistant respirator should be used in situations when splashes and sprays are
anticipated. (Standard Practice)

Additional HICPAC Discussion Points
e No additional comments.

PPE for HCP
Eye and Face Protection Recommendations

Indications

1. Protect the eyes and face protection-is-indicated in either-of the following situations: (1)
when an activity is anticipated to create splashes or spray of potentially infectious material to
the eyes or face, and (2) as indicated by Transmission-Based Precautions. (Standard
Practice)

Use

2. Ifreusable devices are used for eye and face protection, protocols must be in place for
cleaning, disinfection, and drying between uses, per manufacturers’ instructions for use.
(Standard Practice)

Selection
3. The selection of eye and face protective equipment should consider the nature of the activity
for which it will be used. (Standard Practice)

Additional HICPAC Discussion Points

e This may be implied by bullet 3, but it is not clear whether the intent is to choose whether
one needs eye protection or eye and face protection based on the situation. A lot of the eye
protection is really eye protection, and then there are full-face masks that provide a different
kind of protection. The recommendations should not imply inadvertently that full face shields
are needed for eye protection:
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— There is more in the narrative about the factors that should be considered in
selection among the available devices, but more could be added about the
indications.

Section C: Standard & Transmission-Based Precautions

Standard Precautions
Recommendation

1. Standard Precautions apply to the care of all patients, regardless of suspected or confirmed
infection status, in any setting in which healthcare is delivered, and at all times. (Standard
Practice)

2. HCP should be trained on how and when to apply Standard Precautions, including how to
put on, correctly use, remove, and dispose of PPE. (Standard Practice)

Additional HICPAC Discussion Points
¢ Regarding bullet 1, consider changing “all patients” to “every patient” because this would
more strongly suggest that there should be a risk assessment for every single patient
interaction. This may need to be changed in the Core Practices as well:
— Dr. Lin confirmed that Core Practices does say “all patients.”
— There was HICPAC support for this edit as long as it is consistent throughout so that
there is no confusion.
e The way this is written, with the inclusion of bullet 2, does address a comment from the
previous day regarding placing more emphasis on what is expected in terms of training of
HCP to understand and be able to implement Standard Precautions.

Transmission-Based Precautions
Recommendation

1. HCP should be trained on how and when to apply Transmission-Based Precautions,
including how to put on, correctly use, remove, and dispose of PPE. (Standard Practice)

Additional HICPAC Discussion Points
e Perhaps this could indicate that HCP should be trained on how to choose the correct PPE.
For instance, “HCP should be trained on how and when to apply Transmission-Based
Precautions, including how to choose, put on, correctly use, remove, and dispose of PPE”
unless that is a recommendation elsewhere:
— HCP probably would not choose for a TBP but is captured in Standard Precautions.
— HICPAC agreed to leave this statement “as is.”

Syndromic and Empiric Applications of Transmission-Based Precautions
Recommendation

1. Use appropriate Transmission-Based Precautions at the time a patient develops symptoms
or signs consistent with a transmissible infection, to reduce transmission risk. (Standard
Practice)

Additional HICPAC Discussion Points
e Dr. Lin reminded everyone that the previous day, there was a question about whether
“empiric” was the right word, given that the main thrust of this recommendation as written is
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for patients who are symptomatic. While typically that is not thought of as syndromic, in a
larger sense, there are empiric applications of TBPs for some patients who are not
symptomatic. An example would be somebody with an epidemiologic exposure, such as a
patient with a ventilator coming from a SNF that had a known high incidence or prevalence
of a target MDRO.

The emphasis is on someone without a diagnosed infection who has symptoms and the
expectation of HCP to recognize those symptoms and implement TBPs in the absence of a
diagnosis. The “and” is not needed because this is an empiric application of TBPs based on
a syndrome. Highlighting that and not getting into asymptomatic TBPs is a good idea
because here, the emphasis truly is on how important it is to recognize the symptoms up
front. The proposal would be for the title to be “Empiric Syndromic ...” or “Empiric” could be
removed and the title could be “Syndromic Applications of Transmission-Based
Precautions.”

— The way empirical application of isolation often is taught is based on the syndrome
with which the patient presents. This is being applied empirically, not syndromically.

— “Empiric” could be removed because the actual recommendation is to apply this
when a patient develops signs and symptoms. Having “Empiric” in the title might be
confusing to people.

— Perhaps something about epidemiologic risk factors and empiric application could be
added in the narrative so that the idea is not lost, but it does not reach the level of a
recommendation. While HICPAC would be voting to approve the recommendations,
the WG could consider the title later as long as the recommendation does not
change.

— Perhaps the recommendation should state, “Use Transmission-Based Precautions at
the time that a transmissible infection is suspected.” Then “signs and symptoms”
would not be required, and the patient would be suspected to have a transmissible
infection based on anything (e.g., symptoms, exposure history, epidemiological risk
factors, et cetera) and that could be spelled out in the narrative. It is concerning to
tying empiric application directly to signs and symptoms when sometimes it may be
based on a history or some other factor.

— The 2007 Guideline described it as “Syndromic and Empiric Applications of
Transmission-Based Precautions” and instead of saying “signs and symptoms” it
describes implementing Transmission-Based Precautions on clinical presentation
and likely pathogen. Clinical presentation includes history in addition to signs and
symptoms.

— The intent is to emphasize the teaching of signs and symptoms as a trigger for TBP.

— There was some sentiment that leaving the recommendation “as is” and describing it
further in the narrative misses the boat because this is about situations when there
are not signs and symptoms, but patients still would be empirically placed on TPB
because of a history. There are 2 situations in which this recommendation is
applicable: 1) when there are signs and symptoms; and 2) when a patient is
empirically placed on TBP simply because of exposure history, travel from an
endemic area, and numerous other possibilities.

— Dr. Lin pointed out that there was a proposal to comment on the second point in the
narrative, so the WG will make sure that it is at least clear in the narrative.

Section C: Transmission-Based Precautions (TBP) to Prevent Transmission via Touch
Recommendations

Contact Precautions (applies to all healthcare settings facilities)
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. Patientsare Care for patients in a dedicated space, preferably a single patient room if

available. See Patient Placement and Patient Transport sections below for more details.
(Standard Practice)

Use a gown and gloves are-used for all interactions that may involve contact with the
patlent or the patlent s enV|ronment Gown and gloves should be pu%enepenempfmte
properly
removed and dlsposed of before exmng the patlent S room (or deS|gnated space).
(Standard Practice)

Ideally, patient-care equipment (e.g., blood pressure cuffs, stethoscopes) should be is
ideally dedicated to the patient and the patient’s designated space. Disposable
equipment may be used to minimize cross-transmission. If shared patient-care items are
used, they should be cleaned and disinfected prior to use with other patients in
accordance with the manufacturer’s instructions for use. (Standard Practice)

In general, clean, unopened patient care supplies should not be stored in the room but
should be available near the room to allow easy access while ensuring that large
amounts of supplies do not become contaminated. (Standard Practice)

a. Any disposable supplies that are brought into the room should not be returned to
the general supply; they may be sent home with the patient upon discharge if
needed (e.g., for dressing changes) or discarded. (Standard Practice)

b. For clinical areas where supplies are stored routinely within rooms (e.g.,
outpatient clinic rooms), supplies should be stored in covered or closed clean
storage areas. (Standard Practice)

Frequently cleaning and disinfecting room surfaces (e.g., at least daily or prior to use by
another patient in ambulatory settings) is-used to reduce environmental reservoirs of
infectious material, focusing on frequently touched surfaces and areas in the immediate
vicinity of the patient. See Environmental Infection Control Guidelines for additional
details. (Standard Practice)

Additional HICPAC Discussion Points

Some facilities have changed “before” to “upon” exiting a space because some rooms are
so tight for space, the trash can is placed just outside of the room at the doorway. Saying
“before” existing could create problems in small spaces.

The intent regards whatever contamination is on gowns and gloves and should be removed
when HCP are leaving. Sometimes that happens right outside of the door, but they should
not be going through corridors with that PPE, so “upon” would offer flexibility depending on
the facility’s size, set up, et cetera.

It was noted that because there was much more nuance to the donning of PPE based on
everyone’s comments from the previous day, the WG will include this in the narrative with
more detail. It is not being removed completely. It just will not be in the recommendation
itself.

2. Enhanced Barrier Precautions (applies to Skilled Nursing Facilities):

a. Use Enhanced Barrier Precautions are-indicated when Contact Precautions do not

otherwise apply, for rursing-home residents infected or colonized with multidrug-
resistant organisms (MDRO). (Expert Opinion)

Enhanced Barrier Precautions may be considered for residents at high risk for MDRO
colonization (e.g., residents with wounds and/or indwelling medical devices), regardless
ofknrown even if not known to be infected or colonized with an MDRO. (Expert Opinion)
Use a gown and gloves for high-contact resident care activities including dressing,
bathing/showering, transferring, providing hygiene, changing linens, changing briefs or
assisting with toileting, device care or use (e.g., central venous catheter, urinary
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catheter, feeding tube, tracheostomy/ventilator management), and wound care. In
general, gown and gloves would not be required for resident care activities other than
those listed above, unless indicated per Standard Precautions. (Expert Opinion)

d. Residents should are not be restricted to their rooms or limited from participation in
group activities. (Expert Opinion)

e. Enhanced Barrier Precautions é&neumpeseﬂqesameuaemﬂ%y—amtreem—plaeemem

should remain in place for

the duration of a resident’s stay in the facility or until the indication for Enhanced Barrier
Precaution is resolved (e.g., resolution of wound or discontinuation of the indwelling
medical device). (Expert Opinion)

Additional HICPAC Discussion Points
e For clarity for SNF, perhaps this should say “patients and residents” since SNFs provided
both post-acute short-term and long-term care:
— Dr. Lin noted that this was an open question about wording in terms of harmonizing
with CDC’s website, given that it states “patients” and not “residents.”
— The long-term care guidance refers to persons as “residents” but there are “patients”
in SNF as well, so this would make it incongruent.
— The CMS guidance uses the terms “resident” and “Nursing Facility” in terms of
payment mechanisms.
— The proposal would be to replace “residents” with “patients and residents” in EBP
and to use the term “Nursing Homes” versus “Skilled Nursing Facilities.” That also
would be consistent with CDC language on EBP on its website.

Section C: TBP Transmission via the Air Recommendations

1. Routine Air Precautions

a. A-maskis-worn-by HCP should use a mask on room entry, and use eye protection is
used based on Standard Precautions. (Standard Practice)

b. Privaterooms-arepreferred Place patient in a private room; if not available, then cohort.
(Standard Practice)

c. Rooms should be appropriately ventilated, but an AlIR is not routinely needed. (Standard
Practice)

d. Source control masking should be used by the patient when they leave their room (e.qg.,
for transport to a procedure). (Standard Practice)

2. Special Air Precautions

a. HCP should use a NIOSH-approved® fit-tested N95 (or higher-level) respirator and eye
protection are-wern-by-HGP on room entry. (Expert Opinion)

b. Place patient in a private room is-indicated; if not available, then cohort. (Expert Opinion)

c. Rooms should be appropriately ventilated, but an AlIR is not routinely needed. (Expert
Opinion)

d. Source control masking should be used by the patient when they leave their room (e.g.,
for transport to a procedure). (Expert Opinion)

3. Extended Air Precautions
a. HCP should use a NIOSH-approved® fit-tested N95 (or higher-level) respirator is-worn-by
HCP on room entry, and eye protection is used based on Standard Precautions.
(Standard Practice)
b. Place patient in a private patient room is-indicated. (Standard Practice)
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c. An AllIR is required. If an AlIR is not available, the patient should wear source control
and be isolated in a standard private patient room with the door closed. The patient
should be transferred to an AlIR as soon as possible. (Standard Practice)

d. Source control maskirg should be used for the patient when they leave their room (e.g.,

for transport to a procedure). (Standard Practice)

Additional HICPAC Discussion Points

To be consistent, harmonize to include “See Patient Placement.”
In terms of source control, make sure that (e.g., for transport to a procedure) is consistent.
All of the Air recommendations mention that if a private room is not available, cohorting
should be used and Patient Placement is referred to. However, Contact Precautions by
Touch bullet 1.a just say, “if available.” These should be harmonized:
— It would not be possible to cohort in a dialysis facility. Other strategies probably
would have to be implemented.
— To address the concerns raised, the WG plans to add information with the nuances
of cohorting and all of the ways that could be defined.
— In terms of air, private rooms are preferred.

Section C: Source Control and Patient Placement Recommendations

Approaches to Source Control in Healthcare Settings
Recommendations

1.

During periods of higher levels of community respiratory virus transmission, facilities should
consider implementing one of the following approaches tiers-ef to source control:
a. Having HCP mask use source control when interacting with patients (e.g., on entry to the
patient’s room or bedspace). (Expert Opinion)
b. Having All individuals (e.g., patients, visitors, and HCP) mask use source control, i
tolerated, upon entry to the facility or a clinical area. (Standard Practice)
a. In most circumstances, it is not necessary for patients to use source control when
in their room; it could be considered when care is being provided. (Expert
Opinion)

At any level of community respiratory virus transmission, consider implementing source

control measures ean-be-implemented-facility-wide-or targeted toward higher risk areas

(e.g., emergency departments, urgent care) or units (e.g., bone marrow transplant units, er

uhnits-experiencing-an-outbreak based on a facility risk assessment. (Standard Practice)

Additional HICPAC Discussion Points

Perhaps 1.b should be changed from “patients” to “patients and residents” to make this
clearly applicable to nursing homes:
— This is going to be a struggle throughout the entire document because many
components talk about patients that could apply to the nursing home setting. The
WG has taken the stance that “patients” in general could apply to residents, but it is
setting-dependent. This might have to be changed throughout the document in many
cases, so the WG proposed to leave it this way.
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— One approach would be in the beginning to state something to the effect of
“Throughout the document, we refer to “patients.” This implies to individuals who
may be residents in facilities.

— The WG also can make sure that it is better defined in the narrative.

Patient Placement

Recommendations

1. Use single patient rooms are-the-preferred-option for patients requiring Transmission-Based
Precautions, whether to prevent transmission by touch or through the air. (Standard
Practice)

2. Inlong-term and other residential settings, room placement decisions should balance risks
to the infectious individual and to other patients. (Standard Practice) Residents in Enhanced
Barrier Precautions do not require placement in a single person room. (Expert Opinion)

3. In ambulatory settings, patients requiring Transmission-Based Precautions should be placed
in an exam room or designated space orcubicle as soon as possible rather than waiting in
common areas. (Standard Practice)

4. If single patient rooms are not available, patients housed (cohorted) in the same room
should have the same pathogen infection-orcolonization-status to the greatest extent
possible. (Standard Practice)

5. Any time room sharing occurs, practices should need-te be in place to limit potential for
cross-contamination, including ready access to hand hygiene supplies, changing PPE
between roommates, and dedicating patient care items or cleaning and disinfecting shared
equipment after each use. (Standard Practice)

Additional HICPAC Discussion Points
e The specific TBP section says to put patients in a private room, but that they could be
cohorted if a private room is not available and it is mentioned in bullet 4 for these
recommendations, but perhaps that needs to be added to bullet 1 as well:
— Given that cohorting has come up many times, the WG will make modifications and
will clarify in the narrative.
— Perhaps bullet 4 could be moved below bullet 1 because they go together. The
others could be rearranged and renumbered.
— Dr. Lin pointed out that the intent of the WG was that bullets 1, 2, 3 identify different
healthcare settings and bullet 4 is globally applied to 1, 2, and 3.
— Perhaps bullet 4 needs to state “a single patient room or dedicated space.”
¢ In bullet 3, emergency departments and emergency care clinics should be included in
addition to ambulatory settings rather than seating people in waiting rooms to be placed into
a private room unless these fall under “ambulatory care.”
— Generally, EDs and urgent care are classified under “ambulatory care.”

Section C: Patient Transport Recommendations

Transport of Patients
Recommendations

Patient Considerations
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1. Patients under Transmission-Based Precautions (with the exception of Enhanced Barrier
Precautions alone) should leave their room only when medically necessary for their
evaluation or care. (Standard Practice)

2. If the patient is being isolated for a pathogen transmitted through the air, they should use
source control, (i.e., wear a mask), any time they are outside of their room, unless a mask is
medically contraindicated or the individual is not capable of wearing a mask safely.
(Standard Practice)

3. If the patient is cared for using Contact Precautions for a pathogen transmitted by touch,
appropriate barriers (e.g., clean patient gown, wrapping sheet, or impervious dressing)
should be used to cover affected areas of the patient’s body during transport when
infectious skin lesions or drainage are present. (Standard Practice)

4. Before intra-facility or between-facility transport, direct communication with the HGP.
receiving department or facility the-patient is required to ensure notification regarding the
nature of the infection, the type of Transmission-Based Precautions required, and when the
patient will arrive. (Standard Practice)

a Communicationa me-o 3

Transporter Considerations
1. HCP transporting patients should follow Standard Precautions to avoid spreading infectious
material during transport. (Standard Practice)

a. This includes performing hand hygiene before beginning transport, ensuring that
wheelchairs and gurneys used for transport have been cleaned and disinfected prior to
use, putting on all appropriate PPE prior to contact with the patient when assisting with
patient movement at the destination location, and removing and discarding soiled PPE.
(Standard Practice)

2. PPE is not routinely worn by HCP transporting patients, except in the following situations
when all recommended PPE should be worn:

a. When transporting a patient with a pathogen that presents a high risk for morbidity and
mortality for HCP (e.g., Ebola virus), al-pathegenrecommended-PPE-should-be-used.
(Expert opinion)

b. When providing care to the patient during transport. (Expert Opinion)

a. An ungloved individual should be present to assist with opening doors and
operating elevators. (Expert Opinion)

3. HCP transporting patients should carry and use PPE under the following circumstances:

a. When transporting a patient with a pathogen transmitted through the air, the transporter
should have a mask or respirator available to them based on the recommended
Transmission-Based Precaution category. If the patient is unable to use source control
or if the patient will require medical care during transport (e.g., suctioning), the
transporter should put on a mask or respirator prior to assisting the patient. (Expert
opinion)

b. When transporting a patient with a pathogen transmitted by touch, the transporter should
carry gloves with them. might-be-used If the patient requires hands on assistance during
transport, the transporter should put on gloves prior to touching the patient, and when
finished, discard the gloves and perform hand hygiene. (Expert Opinion)
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4.

If a patient on Special Air Precautions is unable to wear source control, or if a patient is on
Extended Air Precautions for a highly contagious infection (e.g., varicella or measles), the
transport route and process should include a selection of the time and route of travel within
a facility to minimize exposure of others during transport (Expert Opinion), and use of
appropriate PPE by staff during transport and at the destination location. (Standard Practice)

Additional HICPAC Discussion Points

For Transporter Considerations bullet 2, the first line is agreeable. However, the language
needs to be crisper about situations in which all recommended PPE should be worn. Ebola
should be put second because the more common scenario is a transporter having direct
interaction with a patient on Transmission-Based Precautions during transport in which
case, a member of the team needs to be not in any PPE with clean non-glove hands to
interact with the environment. They are the ones doing the escorting, pushing the buttons,
getting the team through the hallways. Maybe it should not say “providing care” because a
transporter might not be providing care but they are having interactions. If they are having
direct interactions, they would be in PPE. Suggested language for 2 “When transporting a
patient with a pathogen” and then “When PPE is worn by the transport team, there must be
a member of the team who is not wearing gown, gloves, and who has clean non-gloved
hands to interact with the environment.”

— Keep it simple and make 2.c “An ungloved individual should be present to assist with
opening doors and operating elevators.” Then it does not matter what isolation a
patient is in, there will be someone with clean ungloved hands.

— It might not be clear to the reader what “interact” means.

— Perhaps saying “direct contact” would be enough.

— For transmission by air, there might not be touch contact but there might be proximity
contact. “Direct contact” could be viewed a number of ways. Generally, that means
something that is active and different from transporting. There is bagging a patient, et
cetera.

— Atransporter who is not a clinician but who is having direct contact with the patient or
who is somehow assisting the team and helping with the patient should have PPE.

— “Direct contact” interaction could just be talking, such as the transporter saying,
“Hello, | hope you're feeling well” as an interaction with the patient.

— Suggested language, “PPE is not routinely worn by HCP transporting patients except
in the following situations when all recommended PPE should be worn: a) when
having direct contact with a patient on Transmission-Based Precautions during
transport (Expert Opinion); sub-bullet a) when PPE is worn by the transport team,
there must be a team member who is not wearing a gown or gloves to interact with
the environment; b) when transporting a patient with a pathogen that presents a high
risk for morbidity and mortality for HCP (e.g., Ebola) (Expert Opinion).

— If someone is wearing PPE, it is because of a pathogen of concern, but someone
who is not wearing PPE is needed just the same.

— “Have a clean team member” applies to either a high-consequence or regular
Transmission-Based Precautions.

— Make that 2.c.

For bullet 3, when talking about a pathogen transmitted by touch, it is in a patient who is on
Transmission-Based Precautions because there are many pathogens transmitted by touch
for which one would not glove to have direct contact with a patient:
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— Perhaps revise 3 to say, “HCP transporting patients on Transmission-Based
Precautions should carry and use PPE under the following circumstances” because it
applies to both 3.a and 3.b.

— Itis not clear that the word “carry” is needed. Some using PPE will mean that PPE is
available to transporters where they are going. It seems fairly impractical that people
would be carrying the PPE around with them every time they transport someone on
Transmission-Based Precautions.

— This was an intent by the WG to remind HCP that they should bring PPE with them in
case it is not available, such as in an elevator.

— Dr. Bell's recollection was that they were trying to avoid people in full PPE or even
relatively close to full PPE, wandering through facilities and then possibly touching
things with soiled gloves. It is mostly gloves. It could be conditional. It already has
been said that they should not be wearing PPE as they move through the facility if
they are not touching the patient. Perhaps “should use PPE and carry it with them if
necessary” would address this.

— “Should have gloves available to them” might be better.

— Some facilities give their transporters fanny packs at the beginning of their shift that
can be cleaned and disinfected with gloves and hand sanitizer, so they can do what
they need to as they move throughout the facility and always have it available.

— The proposed change for 3.a and 3.b was instead of “carry a mask or respirator” the
language should read, “A transporter should have a mask or respirator available to
them . . .” Similarly, “A transporter should have gloves available to them.”

— To be clear, the new version would say, “HCP transporting patients on Transmission-
Based Precautions should have PPE available to them and use PPE in the following
circumstances: a) When transporting a patient with a pathogen transmitted through
the air, the transporter should have a mask or respirator available to them based on
the recommended Transmission-Based Precaution category. If the patient is unable
to use source control or if the patient will require medical care during transport (e.g.,
suctioning), the transporter should put on a mask or respirator prior to assisting the
patient. (Expert opinion); b) When transporting a patient with a pathogen transmitted
by touch, the transporter should have gloves available to them. If the patient requires
hands on assistance during transport, the transporter should put on gloves prior to
touching the patient, and when finished, discard the gloves and perform hand
hygiene. (Expert opinion)’

¢ No additional comments were provided for bullet 4.
Part 3: Vote
Vote

The votes were taken following the Public Comment sessions but have been included with their
respective session for ease of reading.

Vote #1 Section B: Personal Protective Equipment (PPE) for Healthcare Personnel for
(HCP) Recommendations

PPE for HCP
General Considerations Recommendations
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1. Healthcare personnel (HCP) must be trained and demonstrate competency in the selecting,
putting on, using, removing, and disposing of PPE in a manner to prevent exposures and
self-contamination. (Standard Practice)

2. Employers in healthcare settings are required to provide readily available PPE to HCP,
ideally at or near likely points of use. (Standard Practice)

3. Sizing and models should be chosen to accommodate the needs of the local workforce.
(Standard Practice)

PPE for HCP
Glove Recommendations

Indications

1. Use non-sterile gloves in the following situations: (1) any anticipated contact with blood or
other potentially infectious material, (2) touching mucous membranes or non-intact skin, (3)
handling soiled items such as used wound dressings, and (4) as indicated by Transmission-
Based Precautions. Activities that do not meet these criteria do not require gloves.
(Standard Practice)

Use

2. HCP should perform hand hygiene prior to reaching into a box of non-sterile gloves and
putting on gloves, to reduce the risk of contaminating both the remaining gloves in the box
and the gloves being put on. (Expert Opinion)

3. During care of a single patient, gloves should be changed after a task or procedure if
contact occurs with potentially infectious material (e.g., if moving from a dirty task to a clean
task). (Standard Practice)

4. Remove gloves if torn or soiled, and before caring for another patient. (Standard Practice)

5. Hand hygiene should be performed immediately after removing gloves, because pathogens
on used gloves can contaminate hands during glove removal. (Standard Practice)

6. HCP should not practice extended glove use in place of hand hygiene. (Standard Practice)

Selection

7. Non-sterile gloves should be available in a range of sizes so that all users will be able to
select a glove that fits comfortably without excess material that could impair function.
(Standard Practice)

PPE for HCP
Gown Recommendations

Indications

1. Use non-sterile gowns in the following situations: (1) when an activity is anticipated to
contaminate HCP clothing through direct touch or splash, and (2) as indicated by
Transmission-Based Precautions. (Standard Practice)

Use

2. Gowns should be worn correctly, with all fasteners secured. (Standard Practice)

3. Remove gowns if damaged or soiled, and before caring for another patient. (Standard
Practice)

PPE for HCP
Mask Recommendations
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Indications

1. Use masks in the following situations: (1) when an activity is anticipated to create splashes
or spray to the face, (2) as source control, and (3) as indicated by Transmission-Based
Precautions. (Standard Practice)

Use

2. Masks should not be reused as they can serve as a reservoir of infectious material if they
become contaminated during use. (Standard Practice)

3. Masks should be changed if they become soiled, damaged, or harder to breathe through.
(Standard Practice)

4. Extended use should not be practiced with masks except when used for source control.
(Standard Practice) When practicing extended use for source control, masks should be
disposed of:

a) anytime they are removed (Standard Practice), and
b) if they are used during the care of a patient for whom a mask is indicated as part of
Transmission-Based Precautions. (Standard Practice)

Selection
5. A fluid-resistant mask should be used in situations when splashes and sprays are
anticipated. (Standard Practice)

PPE for HCP
Respirator Recommendations

Indications
1. Use respirators as indicated by Transmission-Based Precautions. (Standard Practice)

Use

2. A seal check should be performed each time an HCP puts on a fit-tested respirator to
ensure that the respirator is properly seated on the face. (Standard Practice)

3. Single use disposable respirators should not be reused as they can serve as reservoir of
infectious material if they become soiled during use. (Standard Practice)

4. Reusable respirators should be cleaned, disinfected, and dried between uses according to
the manufacturer’s instructions for use. (Standard Practice)

5. Respirators should be changed if they become soiled, damaged, or harder to breathe
through. (Standard Practice)

Selection
6. A fluid-resistant respirator should be used in situations when splashes and sprays are
anticipated. (Standard Practice)

PPE for HCP
Eye and Face Protection Recommendations

Indications

1. Protect the eyes and face in the following situations: (1) when an activity is anticipated to
create splashes or spray of potentially infectious material to the eyes or face, and (2) as
indicated by Transmission-Based Precautions. (Standard Practice)

Use
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2. If reusable devices are used for eye and face protection, protocols must be in place for
cleaning, disinfection, and drying between uses, per manufacturers’ instructions for use.
(Standard Practice)

Selection
3. The selection of eye and face protective equipment should consider the nature of the activity
for which it will be used. (Standard Practice)

HICPAC voted unanimously to approve the language as proposed above for Section B
PPE for HCP. Disposition of the vote was as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
o 0 Abstained

Vote #2 Section C: Standard & Transmission-Based Precautions

Standard Precautions
Recommendation

1. Standard Precautions apply to the care of every patient, regardless of suspected or
confirmed infection status, in any setting in which healthcare is delivered, and at all times.
(Standard Practice)

2. HCP should be trained on how and when to apply Standard Precautions, including how to
put on, correctly use, remove, and dispose of PPE. (Standard Practice)

Transmission-Based Precautions
Recommendation

1. HCP should be trained on how and when to apply Transmission-Based Precautions,
including how to put on, correctly use, remove, and dispose of PPE. (Standard Practice)

Syndromic and Empiric Applications of Transmission-Based Precautions
Recommendation

1. Use appropriate Transmission-Based Precautions at the time a patient develops symptoms
or signs consistent with a transmissible infection, to reduce transmission risk. (Standard
Practice)

HICPAC voted unanimously to approve the language as proposed above for Section C
Recommendations for Standard Precautions, Transmission-Based Precautions, and
Syndromic and Empiric Applications of Transmission-Based Precautions. Disposition of
the vote was as follows:

o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,

Weber, Wright
e 0 Opposed
e 0 Abstained

Vote #3: Section C - Transmission-Based Precautions (TBP) to Prevent Transmission via
Touch Recommendations
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1. Contact Precautions (applies to all healthcare settings)

a.

Care for patients in a dedicated space, preferably a single patient room if available; if not
available, then cohort. See Patient Placement section for more details. (Standard
Practice)

Use a gown and gloves for all interactions that may involve contact with the patient or
the patient’s environment. Gown and gloves should be properly removed and disposed
upon exiting the patient’s room (or designated space). (Standard Practice)

Ideally, patient-care equipment (e.g., blood pressure cuffs, stethoscopes) should be
dedicated to the patient and the patient’s designated space. Disposable equipment may
be used to minimize cross-transmission. If shared patient-care items are used, they
should be cleaned and disinfected prior to use with other patients in accordance with the
manufacturer’s instructions for use. (Standard Practice)

In general, clean, unopened patient care supplies should not be stored in the room but
should be available near the room to allow easy access while ensuring that large
amounts of supplies do not become contaminated. (Standard Practice)

i.  Any disposable supplies that are brought into the room should not be returned to
the general supply; they may be sent home with the patient upon discharge if
needed (e.g., for dressing changes) or discarded. (Standard Practice)

ii.  For clinical areas where supplies are stored routinely within rooms (e.g.,
outpatient clinic rooms), supplies should be stored in covered or closed clean
storage areas. (Standard Practice)

Frequently clean and disinfect room surfaces (e.g., at least daily or prior to use by
another patient in ambulatory settings) to reduce environmental reservoirs of infectious
material, focusing on frequently touched surfaces and areas in the immediate vicinity of
the patient. See Environmental Infection Control Guidelines for additional details.
(Standard Practice)

Enhanced Barrier Precautions (applies to Nursing Homes):
a.

Use Enhanced Barrier Precautions, when Contact Precautions do not otherwise apply,
for patients and residents infected or colonized with multidrug-resistant organisms
(MDRO). (Expert Opinion)

Enhanced Barrier Precautions may be considered for patients and residents at high risk
for MDRO colonization (e.g., patients and residents with wounds and/or indwelling
medical devices), even if not known to be infected or colonized with an MDRO. (Expert
Opinion)

Use a gown and gloves for high-contact patient and resident care activities including
dressing, bathing/showering, transferring, providing hygiene, changing linens, changing
briefs or assisting with toileting, device care or use (e.g., central venous catheter, urinary
catheter, feeding tube, tracheostomy/ventilator management), and wound care. In
general, gown and gloves would not be required for patient and resident care activities
other than those listed above, unless indicated per Standard Precautions. (Expert
Opinion)

Patients and residents should not be restricted to their rooms or limited from participation
in group activities. (Expert Opinion)

Enhanced Barrier Precautions should remain in place for the duration of a patient or
resident’s stay in the facility or until the indication for Enhanced Barrier Precaution is
resolved (e.g., resolution of wound or discontinuation of the indwelling medical device).
(Expert Opinion)
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HICPAC voted unanimously to approve the language as proposed above for Section C
Recommendations for TBP to Prevent Transmission via Touch. Disposition of the vote
was as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Vote #4: Section C - TBP Transmission via the Air Recommendations
1. Routine Air Precautions
a. HCP should use a mask on room entry and use eye protection based on Standard
Precautions. (Standard Practice)
b. Place patient in a single patient room; if not available, then cohort. See Patient
Placement section for more details. (Standard Practice)
c. Rooms should be appropriately ventilated, but an AlIR is not routinely needed. (Standard
Practice)
d. Source control should be used by the patient when they leave their room (e.g., for
transport to a procedure). (Standard Practice)

2. Special Air Precautions

a. HCP should use a NIOSH-approved® fit-tested N95 (or higher-level) respirator and eye
protection on room entry. (Expert Opinion)

b. Place patient in a single patient room; if not available, then cohort. See Patient
Placement section for more details (Expert Opinion)

c. Rooms should be appropriately ventilated, but an AlIR is not routinely needed. (Expert
Opinion)

d. Source control should be used by the patient when they leave their room (e.g., for
transport to a procedure). (Expert Opinion)

3. Extended Air Precautions

a. HCP should use a NIOSH-approved® fit-tested N95 (or higher-level) respirator on room
entry, and eye protection is used based on Standard Precautions. (Standard Practice)

b. Place patient in a single patient room. (Standard Practice)

c. An AlIR is required. If an AlIR is not available, the patient should wear source control
and be isolated in a standard single patient room with the door closed. The patient
should be transferred to an AlIR as soon as possible. (Standard Practice)

d. Source control should be used for the patient when they leave their room (e.g., for
transport to a procedure). (Standard Practice)

HICPAC voted unanimously to approve the language as proposed above for Section C
Recommendations for TBP to Prevent Transmission via Air. Disposition of the vote was
as follows:
e 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Vote #5: Section C - Source Control and Patient Placement Recommendations

Approaches to Source Control in Healthcare Settings
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Recommendations

1. During periods of higher levels of community respiratory virus transmission, facilities should
consider implementing one of the following approaches to source control:
a. HCP use source control when interacting with patients (e.g., on entry to the patient’s
room or bedspace). (Expert Opinion)
b. Allindividuals (e.g., patients, visitors, and HCP) use source control upon entry to the
facility or a clinical area. (Standard Practice)
a. In most circumstances, it is not necessary for patients to use source control
when in their room; it could be considered when care is being provided.
(Expert Opinion)

2. At any level of community respiratory virus transmission, consider implementing source
control measures targeted toward higher risk areas (e.g., emergency departments, urgent
care) or units (e.g., bone marrow transplant units) based on a facility risk assessment.
(Standard Practice)

Patient Placement
Recommendations

1. Use single patient rooms for patients requiring Transmission-Based Precautions, whether to
prevent transmission by touch or through the air. (Standard Practice)

2. Inlong-term and other residential settings, room placement decisions should balance risks
to the infectious individual and to other patients. (Standard Practice) Residents in Enhanced
Barrier Precautions do not require placement in a single person room. (Expert Opinion)

3. In ambulatory settings, patients requiring Transmission-Based Precautions should be placed
in an exam room or designated space as soon as possible rather than waiting in common
areas. (Standard Practice)

4. If single patient rooms are not available, patients housed (cohorted) in the same room
should have the same pathogen to the greatest extent possible. (Standard Practice)

5. Any time room sharing occurs, practices should be in place to limit potential for cross-
contamination, including ready access to hand hygiene supplies, changing PPE between
roommates, and dedicating patient care items or cleaning and disinfecting shared
equipment after each use. (Standard Practice)

HICPAC voted unanimously to approve the language as proposed above for Section C
Recommendations for Source Control and Patient Placement. Disposition of the vote was
as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Vote #6: Section C - Patient Transport Recommendations

Transport of Patients
Recommendations
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Patient Considerations

1.

Patients under Transmission-Based Precautions (with the exception of Enhanced Barrier
Precautions alone) should leave their room only when medically necessary for their
evaluation or care. (Standard Practice)

If the patient is being isolated for a pathogen transmitted through the air, they should use
source control, any time they are outside of their room, unless source control is medically
contraindicated or the individual is not capable of using source control safely. (Standard
Practice)

If the patient is cared for using Contact Precautions for a pathogen transmitted by touch,
appropriate barriers (e.g., clean patient gown, wrapping sheet, or impervious dressing)
should be used to cover affected areas of the patient’s body during transport when
infectious skin lesions or drainage are present. (Standard Practice)

Before intra-facility or between-facility transport, direct communication with the receiving
department or facility is required to ensure notification regarding the nature of the infection,
the type of Transmission-Based Precautions required, and when the patient will arrive.
(Standard Practice)

Transporter Considerations

1.

HCP transporting patients should follow Standard Precautions to avoid spreading infectious

material during transport. (Standard Practice)

a. This includes performing hand hygiene before beginning transport, ensuring that
wheelchairs and gurneys used for transport have been cleaned and disinfected prior to
use, putting on all appropriate PPE prior to contact with the patient when assisting with
patient movement at the destination location, and removing and discarding soiled PPE.
(Standard Practice)

PPE is not routinely worn by HCP transporting patients, except in the following situations

when all recommended PPE should be worn:

a. When having direct contact with a patient on Transmission-Based Precautions during
transport. (Expert Opinion)

b. When transporting a patient with a pathogen that presents a high risk for morbidity and
mortality for HCP (e.g., Ebola virus). (Expert opinion)

c. When PPE is worn by a transport team, there must be a team member not wearing
gowns or gloves to interact with the environment. (Expert Opinion)

HCP transporting patients on Transmission-Based Precautions should have PPE available

to them and use PPE in the following circumstances:

a. When transporting a patient with a pathogen transmitted through the air, the transporter
should have a mask or respirator available to them based on the recommended
Transmission-Based Precaution category. If the patient is unable to use source control
or if the patient will require medical care during transport (e.g., suctioning), the
transporter should put on a mask or respirator prior to assisting the patient. (Expert
opinion)

b. When transporting a patient with a pathogen transmitted by touch, the transporter should
have gloves available to them. If the patient requires hands on assistance during
transport, the transporter should put on gloves prior to touching the patient, and when
finished, discard the gloves and perform hand hygiene. (Expert opinion)
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4. If a patient on Special Air Precautions is unable to wear source control, or if a patient is on
Extended Air Precautions for a highly contagious infection (e.g., varicella or measles), the
transport route and process should include a selection of the time and route of travel within
a facility to minimize exposure of others during transport (Expert Opinion), and use of
appropriate PPE by staff during transport and at the destination location. (Standard Practice)

HICPAC voted unanimously to approve the language as proposed above for Section C
Recommendations for Patient Transport. Disposition of the vote was as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Proposed Update of Patient Placement and PPE Recommendations for Andes and
Nipah Viruses (Appendix A)

Aaron Kofman, MD

Medical Epidemiologist

Division of Healthcare Quality Promotion
Centers for Disease Control and Prevention

Dr. Kofman presented the proposed updates to the PPE recommendations for Andes and Nipah
viruses in terms of Appendix A of the 2007 Isolation Precautions Guideline. Regarding the
rationale, a number of recent examples of risk for non-Ebola viral hemorrhagic fever (VHF)
pathogen importation to the US have arisen. Earlier in 2023, there were 2 Marburg outbreaks in
Equatorial Guinea and Tanzania. Over the years, Lassa and Crimean Congo Hemorrhagic
Fever often have been possible diagnoses for ill returning travelers from endemic regions. In
2023, there have been 2 US patients with Nipah on the differential diagnosis. In 2018 in the US,
there was a single imported Andes virus case, which is a person-to-person transmissible
hantavirus.

During the June 2023 HICPAC meeting, proposed updates to PPE and patient placement
recommendations for Lassa, Crimean Congo Hemorrhagic Fever (CCHF), Marburg, and South
American Hemorrhagic Fever (SAHF) viruses were approved (e.g., same as PPE and patient
placement recommendations for Ebola). However, HICPAC requested additional clarification
with regard to the Andes and Nipah recommendations. Given this request, a small ad hoc WG
was formed to clarify the issues and bring the proposed recommendations back to the full
HICPAC. While these updates were presented during the August 2023 HICPAC meeting,
HICPAC was unable to vote on the recommendations because quorum was not achieved for
that meeting. Given that there was not a voting quorum, the vote on the clarified
recommendations was tabled until this HICPAC meeting.

As a reminder, Andes Virus is a person-to-person transmitted hantavirus spread by rodents that
is endemic to South America, particularly Argentina and Chile. The clinical illness is an
influenza-like initial presentation with fever, chills, headaches, cough, and shortness of breath. It
can progress rapidly to respiratory failure, coagulopathy, and multi-organ dysfunction. The
mortality rate is roughly 30% and there is no available vaccine or treatment. The modes of
person-to-person transmission are thought to occur during close and prolonged proximity to
case-patients by droplet or aerosolized inhalation or contact. The virus has been detected in a
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number of body fluids, including blood, serum, peripheral blood mononuclear cells (PBMCs),
urine, respiratory samples, and breastmilk. There have been documented episodes of
occupationally-acquired transmission in healthcare, typically occurring in the setting of no,
minimal, or incomplete PPE. The WG’s recommendations are for patient placement in an
airborne infection isolation room (AlIR) and for PPE to include gown, gloves, eye protection, and
an N95 respirator or higher.

Nipah Virus is transmitted with a reservoir in bats in Southeast Asia, particularly Bangladesh,
Malaysia, and India. Clinical illness includes a prodromal phase with fever, headache, myalgia,
dizziness, respiratory symptoms, and vomiting. It can progress to neurological symptoms within
1 week involving coma, hyporeflexia, and seizures. Survivors also may have relapse or late-
onset encephalitis. The mortality rate is between 40% to 75%. As with Andes Virus, there is no
vaccine or treatment. Modes of person-to-person transmission are primarily through contact with
body fluids, especially respiratory secretions and in the setting of prolonged exposure to case-
patients, particularly patients with respiratory symptoms and who are of older age. During a
2018 outbreak in India, there was a case-patient sitting in a hallway awaiting imaging for several
hours. During that time, various HCP passed in and out of that hallway. Some of them got Nipah
and died, but had no actual contact with the patient that they passed by in the hall or with other
known case-patients. Detection in body fluids has been from respiratory samples and urine. In
addition to the example from 2018, there have been documented episodes of occupationally-
acquired transmission in healthcare in endemic settings. Again, these typically have been in the
setting of either no or minimal PPE. The WG’s recommendations for Nipah Virus patient
placement would be an AlIR and for PPE as follows:

O If suspect Nipah case and clinically stable: gown, gloves, eye protection, N95 respirator or
higher

Q |If suspect Nipah case and clinically unstable (e.g., hemodynamic instability, vomiting) OR
confirmed Nipah case regardless of clinical stability: use PPE according to clinically unstable
VHF guidance.

Discussion Points
¢ No additional questions or comments.

Vote

The votes were taken following the Public Comment sessions but have been included with their
respective session for ease of reading.

Andes Virus Patient Placement and PPE
¢ Patient Placement: AlIR
e PPE: gown, gloves, eye protection, N95 respirator or higher

Nipah Virus Patient Placement and PPE
o Patient Placement: AlIR
e PPE:
— If suspect Nipah case and clinically stable: gown, gloves, eye protection, N95 respirator
or higher
— If suspect Nipah case and clinically unstable (e.q., hemodynamic instability, vomiting)
OR confirmed Nipah case regardless of clinical stability: use PPE according to clinically
unstable VHF guidance
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HICPAC voted unanimously to approve the language as proposed above for Andes and
Nipah viruses. Disposition of the vote was as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Healthcare Personnel Guideline Workgroup

Colleen Kraft, MD, MS
Chair, HCP Workgroup

Dr. Kraft provided an update on the Guideline for Infection Control in Healthcare Personnel,
1998. She noted that the findings and conclusions being presented during this session were
draft, had not been formally disseminated by CDC, and should not be construed to represent
any agency determination or policy. As a reminder, the original guideline was published in 1998.
The HCP WG'’s charge was to focus on pathogen-specific issues for Infection Control in HCP.
Where information is out of date, the WG will make updates using evidence-based methods
where evidence is available.

Regarding the status report, Section 1: Infrastructure and Routine Practices for
Occupational Infection Prevention and Control Services was published in October 2019."
The WG is now working its way through the pathogen sections to try to get them reviewed,
approved, and posted. In terms of Section 2: Epidemiology and Control of Selected
Infections Transmitted Among HCP and Patients, Diphtheria, Group A Streptococcus,
Meningococcal Disease, and Pertussis were published in November 2021 and Rabies was
published in November 2022.2

Regarding the current status report, the Measles, Mumps, Rubella, Varicella, and Pregnant
HCP sections completed the 60-day public comment period, so a final vote was to be held
during this meeting. The Cytomegalovirus (CMV) and Parvovirus B19 sections completed initial
CDC clearance and soon would be posted to the Federal Register for a 60-day public comment
period. A source control definition that will be added to the terminology appendix of this
guideline has completed clearance and will be included in the CMV and Parvovirus B19
package for public comment. The Conjunctivitis section soon will enter initial clearance. S.
aureus is a large topic for which an extensive literature review is underway. The WG has begun
section scope determination for the Gastroenteritis and Viral Respiratory Infections sections.
“On Deck” are Scabies/ Pediculosis, Hepatitis A, Bloodborne Pathogens (Hepatitis B, Hepatitis
C, HIV), Herpes, and Tuberculosis (TB).

The Pregnant Healthcare Personnel section completed CDC clearance. This section also
completed the 60-day public comment period on Regulations.gov, during which 1 comment was
received from the Association for Professionals in Infection Control and Epidemiology (APIC)
that already was reviewed during the August HICPAC meeting. As a reminder, that comment
was as follows:

L https://www.cdc.gov/infectioncontrol/guidelines/healthcare-personnel/infrastructure.html
2 https://www.cdc.gov/infectioncontrol/guidelines/healthcare-personnel/selected-infections/index.html
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“The Association for Professionals in Infection Control and Epidemiology (APIC) wishes to thank
the Centers for Disease Control and Prevention (CDC) for the opportunity to provide input to the
CDC Draft Guidance: Infection Control in Healthcare Personnel: Epidemiology and Control of
Selected Infections Transmitted Among Healthcare Personnel and Patients: Pregnant
Healthcare Personnel. APIC is a nonprofit, multidisciplinary organization representing 15,000
infection preventionists whose mission is to advance the science and practice of infection
prevention and control. We thank the CDC and Healthcare Infection Control Practices Advisory
Committee (HICPAC) for your work on this document and you have our full support for the
document as written. We look forward to continuing to work with CDC to prevent HAls in
healthcare facilities.”

No changes have been proposed or made since HICPAC last voted on this draft guideline. If
approved during the voting session, the section will be submitted for final CDC clearance and
subsequent posting to the CDC Infection Control guideline website. The proposed
recommendation is as follows:

Pregnant Healthcare Personnel
DRAFT Recommendation

1. Do not routinely exclude healthcare personnel only on the basis of their pregnancy or intent to
be pregnant from the care of patients with infections that have potential to harm the fetus (e.g.,
CMV, HIV, viral hepatitis, herpes simplex, parvovirus, rubella, varicella).

HICPAC voted during the November 2022 public meeting to approve Measles, Mumps, Rubella,
and Varicella for submission to CDC clearance. Initial CDC clearance was completed in April
2023. The 60-day public comment period was completed on Regulations.gov. A total of 5
comments were received, 4 of which were not relevant to this guideline. Clarifying edits have
been proposed or made since the Committee last voted on this draft guideline, which Dr. Kraft
reviewed during this session. If approved during the final voting period in this session, the
sections will be submitted for final CDC clearance and subsequent posting to the CDC Infection
Control guideline website. Relevant public comments were as follows:

From DuPage County Health Department (lllinois):

¢ Comment on measles, mumps, rubella: Suggest adding the following statement at the end
of this paragraph in the narrative: "To prevent disease and transmission in health-care
settings, health-care institutions should ensure that all persons who work in health-care
facilities have documentation of adequate vaccination against measles, rubella, and mumps
or other acceptable evidence of immunity to these diseases (Table 3)." Suggest hyperlinking
"Table 3" to: https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6204a1.htm#Tab3”

— This link to these recommendations is already provided in the section, so no
edits were made to the narrative.

¢ Comment on varicella: Suggest adding the following statements at the end of this paragraph
in the narrative: "Health-care institutions should ensure that all HCP have evidence of
immunity to varicella. This information should be documented and readily available at the
work location.*

— This information is already provided in the section and in Part | of this
guideline, so no edits were made to the narrative.
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As a reminder, the 1998 Varicella Recommendations were as follows:

1998 Varicella Recommendations

Administer varicella vaccine to susceptible personnel, especially those that will have contact
with patients at high risk for serious complications. Category 1A

Do not perform serologic screening of persons with negative or uncertain history of varicella
before administering varicella vaccine to personnel, unless the institution considers it cost-
effective. Category 1B

Do not routinely perform postvaccination testing of personnel for antibodies to varicella.
Category 1B

NO RECOMMENDATION for administering postexposure varicella vaccination for the
protection of exposed, susceptible personnel. UNRESOLVED ISSUE

Develop guidelines for managing health care personnel who receive varicella vaccine; for
example, consider precautions for personnel who acquire a rash after receipt of varicella
vaccine and for other health care personnel who receive varicella vaccine and will have
contact with susceptible persons at high risk for serious complications from varicella.
Category 1B

Develop written guidelines for postexposure management of vaccinated or susceptible
personnel who are exposed to wild-type varicella. Category IB

Exclude personnel from work who have onset of varicella until all lesions have dried and
crusted. Category IB

Exclude from duty after exposure to varicella personnel who are not known to be immune to
varicella (by history or serology), beginning on the tenth day after the first exposure until the
21st day after the last exposure (28th day if VZIG was given). Category IB

Restrict immunocompetent personnel with localized zoster from the care of high-risk patients
until lesions are crusted; allow them to care for other patients with lesions covered. Category
B

Restrict immunocompromised personnel with zoster from contact with patients until their
lesions are crusted. Category IB

Restrict susceptible personnel exposed to zoster from patient contact from the tenth day
after the first exposure through the 21st day after the last exposure (28th day if VZIG was
given). Category IB

Perform serologic screening for immunity to varicella on exposed personnel who have not
had varicella or are unvaccinated against varicella. Category 1B

Consider performing serologic screening for immunity to varicella on exposed, vaccinated
personnel whose antibody status is not known. If the initial test result is negative, retest 5 to
6 days after exposure to determine whether an immune response occurred. Category IB
Consider excluding vaccinated personnel from work beginning on the 10th day after the first
exposure through the 21st day after the last exposure if they do not have detectable
antibodies to varicella, or screen daily for symptoms of varicella. Category IB

Do not routinely give VZIG to exposed susceptible personnel, unless immunosuppressed,
HIV infected, or pregnant. If VZIG is given, exclude personnel from duty from the 10th day
after the first exposure through the 28th day after the last exposure. Category IB

Another thing that was updated between the Guideline for Infection Control in Healthcare
Personnel, 1998 and now was the 2011 Immunization of Healthcare Personnel: Advisory
Committee on Immunization Practices (ACIP) Recommendations, which are shown in the
following tables for varicella and herpes-zoster:
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TABLE 5. Advisory Committee on Immunization Practices work restrictions for health-care personnel” (HCP) exposed to or infected with certain
vaccine-preventable diseases and conditions

Disease/Condition Work restriction Duration
Varicella
Active Exclude from duty Until all lesions dry and crust. If only lesions that do not crust

e, macules and papules), until no new lesions appear within a
24-hour period
Postexposure (HCP without evidence of varicella Exclude from duty unless receipt of

Bth day after 13t exposune through 2131 day (28th day if varicella
immunity)

the second dose within 3-5 days after zoster immune globulin administered) after the last exposure; if

exposure varicella occurs, until all lestons dry and crust or, if only lesions that
do not crust (e, macules and papules), until no new lesions appear
within a 24-hour period

TABLE 5. Advisory Committee on |mmunization Practices work restrictions for health-care personnel® (HCP) exposed to or infected with certain
vaccine-preventable diseases and conditions

Disease/Condition Work restriction Duration
Herpes zoster
Localized in immunocompetent person Cover lesions; restrict from care of Until all lesions dry and crust

high-risk patients?

Disseminated or localized in immunocompromised  Exclude from duty

Undtil all lesions dry and crust
person until disseminated infection is ruled out

Postexposure [HCP without evidence of varicella

immunity)
Disseminated roster or localized zoster with Exclude from duty unless recsipt of Bth day after 13t exposure through 215t day (2Bth day if varicella
uncontained/uncovered lesions the second dose of varicella vaccine  zoster immune globulin administered) after the last exposure; if
within 3-5 days after exposure varicella occurs, until all lesions dry and crust or, if only lesions that
do not crust (Le., macules and papules), until no new lesions appear
within a 24-hour period
Localized zoster with contained/covered lesions For HCP with at least 1dose of

Bth day after 15t exposure through 215t day (28th day if varicella
varicella vaccine, no work restrictions.  zoster immune globulin administered) after the last exposure; if
For HCP with no doses of vanicella varicella occurs, until all lesions dry and crust or, if only lesions that
vaccine, restrict from patient contact  do not crust (e, macules and papules), until no new lesions appear
within a 24-hour period

As a reminder, the Varicella-Zoster Virus DRAFT Recommendations that initially were approved
in November 2022 were as follows:

1. For healthcare personnel with evidence of immunity to varicella who have an exposure to
varicella or disseminated or localized herpes zoster:
a. Postexposure prophylaxis is not necessary.
b. Work restrictions are not necessary.
c. Implement daily monitoring for signs and symptoms of varicella infection from the 8t
day after the first exposure through the 21st day after the last exposure.

2. For healthcare personnel without evidence of immunity to varicella who have an exposure
to varicella (chickenpox) or disseminated or localized herpes zoster:
a. Administer postexposure prophylaxis in accordance with CDC and ACIP
recommendations (https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-
specific/varicella.html).

b. Exclude from work from the 8th day after the first exposure through the 21st day
after the last exposure.

1. Work restrictions are not necessary for healthcare personnel who
previously received one dose of the varicella vaccine and received the
second dose of vaccine within 5 days after exposure.

2. If varicella-zoster immune globulin is administered as postexposure
prophylaxis, exclude from work from the 8™ day after the first exposure
through the 28" day after the last exposure.
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3. For healthcare personnel with varicella (chickenpox), exclude from work until all lesions
have dried and crusted; or, for those who only have non-vesicular lesions that do not crust,
exclude from work until no new lesions appear within a 24-hour period.

4. For healthcare personnel with disseminated herpes zoster or for immunocompromised
healthcare personnel with localized herpes zoster until disseminated disease has been ruled
out, exclude from work until all lesions have dried and crusted.

5. For immunocompetent healthcare personnel who have localized herpes zoster, including
vaccine-strain herpes zoster, and for immunocompromised healthcare personnel who have
localized herpes zoster and have had disseminated disease ruled out:

a. Cover all lesions and exclude from direct care of patients at increased risk for
complications from varicella disease until all lesions are dried and crusted.

b. If lesions cannot be covered (e.g., on the hands or face), exclude from work until all
lesions have dried and crusted

For recommendations about healthcare personnel who are pregnant or intending to become
pregnant, please see the Pregnant HCP section.

The Varicella-Zoster Virus DRAFT Recommendations that completed clearance and public
comment are as follows, with changes from the November 2022 version highlighted in yellow:

1. For asymptomatic healthcare personnel with evidence of immunity to varicella
(https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5604a1.htm#box) who have an exposure
to varicella (chickenpox) or disseminated or localized herpes zoster (shingles):

o Postexposure prophylaxis is not necessary.

e Work restrictions are not necessary.

e Implement daily monitoring for signs and symptoms of varicella infection from the 8"
day after the first exposure through the 21t day after the last exposure.

2. For asymptomatic healthcare personnel without evidence of immunity to varicella who have
an exposure to varicella (chickenpox) or disseminated or localized herpes zoster:

o Administer postexposure prophylaxis in accordance with CDC and ACIP
recommendations (https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6228a4.htm;
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5604a1.htm).

e Exclude from work from the 8™ day after the first exposure through the 21st day after
the last exposure.

— Work restrictions are not necessary for healthcare personnel who
previously received one dose of the varicella vaccine and received the
second dose of vaccine within 5 days after exposure.

— If varicella-zoster immune globulin is administered as postexposure
prophylaxis, exclude from work from the 8™ day after the first exposure
through the 28" day after the last exposure.

3. For healthcare personnel with varicella (chickenpox), exclude from work until all lesions
have dried and crusted; or, for those who only have non-vesicular lesions that do not crust,
exclude from work until no new lesions appear within a 24-hour period.
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4. For healthcare personnel with disseminated herpes zoster or for immunocompromised
healthcare personnel with localized herpes zoster until disseminated disease has been ruled
out, exclude from work until all lesions have dried and crusted.

5. For immunocompetent healthcare personnel who have localized herpes zoster, including
vaccine-strain herpes zoster, and for immunocompromised healthcare personnel who have
localized herpes zoster and have had disseminated disease ruled out:

o Cover all lesions and exclude from direct care of patients at increased risk for
complications from varicella disease until all lesions are dried and crusted.

¢ If lesions cannot be covered (e.g., on the hands or face), exclude from work until all
lesions have dried and crusted

For recommendations about healthcare personnel who are pregnant or intending to become
pregnant, please see the Pregnant HCP section.

As a reminder, the 1998 Measles Recommendations were as follows:

1998 Measles Recommendations
o Ensure that all personnel have documented immunity to measles.
o Administer measles vaccine to persons born in 1957 or later, unless they have
evidence of measles immunity. Category IA
o Administer measles vaccine to personnel born before 1957 if they do not have
evidence of measles immunity and are at risk for occupational exposure to measles.
Category 1A
o Do not routinely perform serologic screening for measles before administering
measles vaccine to personnel, unless the health care employer considers screening
cost-effective or the potential vaccinee requests it. Category IA
o Administer postexposure measles vaccine to measles-susceptible personnel who
have contact with persons with measles within 72 hours after the exposure. Category
IA

o Exclude exposed personnel who do not have documented immunity to measles from duty
from the fifth day after the first exposure until the 215t day after the last exposure to measles,
regardless of whether they receive postexposure vaccine. Category IB

o Exclude personnel who acquire measles from duty for 7 days after rash develops or for the
duration of their acute iliness, whichever is longer. Category IB

Between the Guideline for Infection Control in Healthcare Personnel,1998 and now, the 2011
Immunization of Healthcare Personnel: Advisory Committee on Immunization Practices (ACIP)
Recommendations were published, which are shown in the following table for measles:

TABLE 5. Advisory Committee on Immunization Practices work restrictions for health-care personnel® (HCP) exposed to or infected with certain
vaccine-preventable diseases and conditions

Disease/Condition Work restriction Duration

Measles

Active Exclude from duty 4 days after rash appears

Postexposure (HCP without presumptive Exchide fr ut 5 days after first exposure through 21 days after last exposure and/or
evidence of measles immunity) 4 days after the rash appears
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As a reminder, the Measles DRAFT Recommendations initially approved in November 2022
were as follows:

1.

For healthcare personnel with presumptive evidence of immunity to measles who have an
exposure to measles:
a. Postexposure prophylaxis is not necessary.
b. Work restrictions are not necessary.
c. Implement daily monitoring for signs and symptoms of measles infection for 21 days
after their last exposure.

For healthcare personnel without presumptive evidence of immunity to measles who have
an exposure to measles:

a. Administer postexposure prophylaxis in accordance with CDC and ACIP
recommendations (https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-
specific/mmr.html).

b. Exclude from work from the 5" day after their first exposure until the 21st day after
their last exposure, regardless of receipt of postexposure prophylaxis.

c. HCP who received the first dose of MMR vaccine prior to exposure may remain at
work, but should receive their second dose (at least 28 days after their first dose),
and be monitored for signs and symptoms of measles infection for 21 days after their
last exposure.

For healthcare personnel with known or suspected measles, exclude from work for 4 days
after the rash appears.

For immunosuppressed healthcare personnel with known or suspected measles, exclude
from work for the duration of their iliness.

During a measles outbreak, administer measles vaccine to healthcare personnel in
accordance with CDC and ACIP recommendations.

The Measles DRAFT Recommendations after completing clearance and public comment are as
follows, with changes highlighted in yellow:

1.

For asymptomatic healthcare personnel with presumptive evidence of immunity to measles
(https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6204a1.htm#Tab3) who have an exposure
to measles:
o Postexposure prophylaxis is not necessary.
o Work restrictions are not necessary.
¢ Implement daily monitoring for signs and symptoms of measles infection for 21 days
after their last exposure.

For asymptomatic healthcare personnel without presumptive evidence of immunity to
measles who have an exposure to measles:

o Administer postexposure prophylaxis in accordance with CDC and ACIP
recommendations (https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-
specific/mmr.html).

e Exclude from work from the 5™ day after their first exposure until the 215t day after
their last exposure, regardless of receipt of postexposure prophylaxis.
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e HCP who received the first dose of MMR vaccine prior to exposure may remain at
work, but should receive their second dose (at least 28 days after their first dose),
and be monitored for signs and symptoms of measles infection for 21 days after their
last exposure.

3. For healthcare personnel with known or suspected measles, exclude from work for 4 days
after the rash appears.

4. For immunosuppressed healthcare personnel with known or suspected measles, exclude
from work for the duration of their iliness.

5. During a measles outbreak, administer measles vaccine to healthcare personnel in
accordance with CDC and ACIP recommendations (https://www.cdc.gov/vaccines/hcp/acip-
recs/vacc-specific/mmr.html).

As a reminder, the 1998 Mumps Recommendations were as follows:

1998 Mumps Recommendations
¢ Administer mumps vaccine to all personnel without documented evidence of mumps
immunity, unless otherwise contraindicated. Category IA

o Before vaccinating personnel with mumps vaccine, do not routinely perform serologic
screening for mumps, unless the health care employer considers screening cost-effective or
it is requested by the potential vaccinee. Category IB

e Exclude susceptible personnel who are exposed to mumps from duty from the 12th day after
the first exposure through the 26th day after the last exposure or, if symptoms develop, until
9 days after the onset of parotitis. Category 1B

Between the Guideline for Infection Control in Healthcare Personnel, 1998 and now, the 2011
Immunization of Healthcare Personnel: Advisory Committee on Immunization Practices (ACIP)
Recommendations were published, which are shown in the following table for mumps:

TABLE 5. Advisory Committee on Immunization Practices work restrictions for health-care personnel® (HCP) exposed to or infected with certain
vaccine-preventable diseases and conditions

Disease/Condition Work restriction Duration

Mumps

Active Exclude from duty 5 days after onse

Postexposure (HOP without presumptive Exclude from duty 12 days after first
evidence of mumps immunity days after onset

through 25 days after last exposune or 5

As a reminder, the Mumps DRAFT Recommendations initially approved in November 2022
were as follows:

1. For asymptomatic healthcare personnel with presumptive evidence of immunity to mumps
who have an exposure to mumps,
a. Work restrictions are not necessary.
b. Implement daily monitoring for signs and symptoms of mumps for 25 days after their
last exposure.
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2. For healthcare personnel without presumptive evidence of immunity to mumps who have
an exposure to mumps, exclude from work from the 10t day after their first exposure
through the 25" day after their last exposure.

a. Healthcare personnel who received the first dose of MMR vaccine prior to exposure
may remain at work, but should receive their second dose (at least 28 days after
their first dose), and be monitored for signs and symptoms of mumps infection for 25
days after their last exposure.

3. For healthcare personnel with known or suspected mumps, exclude from work for 5 days
after the onset of parotitis.

4. For healthcare personnel with known or suspected mumps, but without parotitis, exclude
from work for 5 days after onset of their first symptom.

5. During a mumps outbreak, administer mumps vaccine to healthcare personnel in
accordance with CDC and ACIP recommendations.

Mumps DRAFT Recommendations after completion of clearance and public comment are as
follows, with changes highlighted in yellow:

1. For asymptomatic healthcare personnel with presumptive evidence of immunity to mumps
(https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6204a1.htm#Tab3) who have an exposure
to mumps,

o Work restrictions are not necessary.
e Implement daily monitoring for signs and symptoms of mumps for 25 days after their
last exposure

2. For asymptomatic healthcare personnel without presumptive evidence of immunity to
mumps who have an exposure to mumps, exclude from work from the 10t day after their
first exposure through the 25" day after their last exposure.

a. Healthcare personnel who received the first dose of MMR vaccine prior to exposure
may remain at work, but should receive their second dose (at least 28 days after
their first dose), and be monitored for signs and symptoms of mumps infection for 25
days after their last exposure.

3. For healthcare personnel with known or suspected mumps, exclude from work for 5 days
after the onset of parotitis.

4. For healthcare personnel with known or suspected mumps, but without parotitis, exclude
from work for 5 days after onset of their first symptom.

5. During a mumps outbreak, administer mumps vaccine to healthcare personnel in
accordance with CDC and ACIP recommendations (https://www.cdc.gov/vaccines/hcp/acip-
recs/vacc-specific/mmr.html).

As a reminder, the 1998 Rubella recommendations were as follows:

1998 Rubella Recommendations
e Vaccinate all personnel without documented immunity to rubella with rubella vaccine.
Category 1A
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e Consult local and state health departments regarding regulations for rubella immunity in
health care personnel. Category IA

¢ Do not perform serologic screening for rubella before vaccinating personnel with rubella
vaccine, unless the health care employer considers it cost-effective or the potential vaccinee
requests it. Category IB

e Do not administer rubella vaccine to susceptible personnel who are pregnant or might
become pregnant within 3 months of vaccination. Category IA

e Administer rubella vaccine in the postpartum period to female personnel not known to be
immune. Category IA

e Exclude susceptible personnel who are exposed to rubella from duty from the seventh day
after the first exposure through the 21st day after the last exposure. Category 1B

o Exclude personnel who acquire rubella from duty until 7 days after the beginning of the rash.
Category 1B

Between the Guideline for Infection Control in Healthcare Personnel, 1998 and now, the 2011
Immunization of Healthcare Personnel: Advisory Committee on Immunization Practices (ACIP)
Recommendations were published, which are shown in the following table for rubella:

TABLE 5. Advisory Committee on |mmunization Practices work restrictions for health-care personnel® (HCP) exposed to or infected with certain
vaccine-preventable diseases and conditions

Disease/Condition Work restriction Duration
Rubella
Active Exclude from duty 7 days after the rash appears
Postexposure (personnel without evidence of Exclude from duty 7 days after first exposure through 23 days after last exposure
rubella immunity) and/or 7 days after rash appears

As a reminder, the Rubella DRAFT Recommendations initially approved in November 2022
were as follows:

1. For asymptomatic healthcare personnel with presumptive evidence of immunity to rubella
who have an exposure to rubella,
a. Work restrictions are not necessary.
b. Implement daily monitoring for signs and symptoms of rubella infection for 23 days
after their last exposure.

2. For healthcare personnel without presumptive evidence of immunity to rubella who have an
exposure to rubella, exclude from work from the 7th day after their first exposure through the
23rd day after their last exposure.

3. For healthcare personnel with known or suspected rubella, exclude from work for 7 days
after the rash appears.

For recommendations about healthcare personnel who are pregnant or intending to become
pregnant, please see the Pregnant HCP section.

The Rubella DRAFT Recommendations after completion of clearance and public comment, with
changes highlighted in yellow:

1. For asymptomatic healthcare personnel with presumptive evidence of immunity to rubella
(https://www.cdc.gov/immwr/preview/mmwrhtml/rr6204a1.htm#Tab3) who have an exposure
to rubella,
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e Work restrictions are not necessary.
¢ Implement daily monitoring for signs and symptoms of rubella infection for 23 days
after their last exposure.

2. For asymptomatic healthcare personnel without presumptive evidence of immunity to
rubella who have an exposure to rubella, exclude from work from the 7th day after their first
exposure through the 23rd day after their last exposure.

3. For healthcare personnel with known or suspected rubella, exclude from work for 7 days
after the rash appears.

For recommendations about healthcare personnel who are pregnant or intending to become
pregnant, please see the Pregnant HCP section.

Discussion Points

¢ “Immunocompromised” HCP are described throughout varicella and measles, but later the
term “immunosuppressed” is used. It is not clear whether there is a reference to define what
that means or whether the same term should be used throughout:

— Dr. Kraft indicated that “immunocompromised” and “immunosuppressed” should be
standardized throughout.

— Dr. Kuhar added that it should be acceptable to make that change for the vote. He
confirmed that the guideline includes a standard definition for
“immunocompromised.”

o Regarding covering lesions in varicella, there is a statement about when lesions cannot be
covered, such as on the face. An inquiry was posed as to whether a mask may be used for
lesions that are restricted to areas that can be covered with a mask:

— Dr. Kraft confirmed that a mask is acceptable for lesions that could be covered with a
mask.

Vote

The votes were taken following the Public Comment session but have been included with their
respective session for ease of reading.

Vote #1: Pregnant Healthcare Personnel DRAFT Recommendation

1. Do not routinely exclude healthcare personnel only on the basis of their pregnancy or intent
to be pregnant from the care of patients with infections that have potential to harm the fetus
(e.g., CMV, HIV, viral hepatitis, herpes simplex, parvovirus, rubella, varicella)

HICPAC voted unanimously to approve the language as proposed above for pregnant
healthcare personnel. Disposition of the vote was as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
o 0 Abstained

Vote #2: Varicella-Zoster Virus DRAFT Recommendations

HICPAC Meeting Minutes November 2-3, 2023 Page 77



1. For asymptomatic healthcare personnel with evidence of immunity to varicella
(https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5604a1.htm#box) who have an exposure
to varicella (chickenpox) or disseminated or localized herpes zoster (shingles):

o Postexposure prophylaxis is not necessary.

e Work restrictions are not necessary.

e Implement daily monitoring for signs and symptoms of varicella from the 8" day after the
first exposure through the 21st day after the last exposure.
2. For asymptomatic healthcare personnel without evidence of immunity to varicella who have
an exposure to varicella (chickenpox) or disseminated or localized herpes zoster (shingles):
e Administer postexposure prophylaxis in accordance with CDC and ACIP
recommendations (https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6228a4.htm;
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5604a1.htm).

e Exclude from work from the 8™ day after the first exposure through the 21st day after the
last exposure.

— Work restrictions are not necessary for healthcare personnel who previously
received one dose of the varicella vaccine and received the second dose of
vaccine within 5 days after exposure.

— If varicella-zoster immune globulin is administered as postexposure prophylaxis,
exclude from work from the 8™ day after the first exposure through the 28™ day
after the last exposure.

3. For healthcare personnel with varicella (chickenpox), exclude from work until all lesions
have dried and crusted; or, for those who only have non-vesicular lesions that do not crust,
exclude from work until no new lesions appear within a 24-hour period.

4. For healthcare personnel with disseminated herpes zoster (shingles) or for
immunocompromised healthcare personnel with localized herpes zoster until disseminated
disease has been ruled out, exclude from work until all lesions have dried and crusted.

5. For immunocompetent healthcare personnel who have localized herpes zoster (shingles),
including vaccine-strain herpes zoster, and for immunocompromised healthcare personnel
who have localized herpes zoster and have had disseminated disease ruled out:

e Cover all lesions and, when feasible, exclude from direct care of patients at high risk for
severe varicella (e.g., in protective environments) until all lesions are dried and crusted.

¢ If lesions cannot be covered (e.g., on the hands or face), exclude from work until all
lesions have dried and crusted.

For recommendations about healthcare personnel who are pregnant or intending to become
pregnant, please see the Pregnant HCP section.

HICPAC voted unanimously to approve the language as proposed above for varicella-
zoster virus. Disposition of the vote was as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Vote #3: Measles DRAFT Recommendations

1. For asymptomatic healthcare personnel with presumptive evidence of immunity to measles
(https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6204a1.htm#Tab3) who have an exposure
to measles:

o Postexposure prophylaxis is not necessary.
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e Work restrictions are not necessary.

¢ Implement daily monitoring for signs and symptoms of measles infection for 21 days
after their last exposure.

2. For asymptomatic healthcare personnel without presumptive evidence of immunity to
measles who have an exposure to measles:

e Administer postexposure prophylaxis in accordance with CDC and ACIP
recommendations (https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/mmr.html).

e Exclude from work from the 5™ day after their first exposure until the 21t day after their
last exposure, regardless of receipt of postexposure prophylaxis.

e Healthcare personnel who received the first dose of MMR vaccine prior to exposure may
remain at work but should receive their second dose (at least 28 days after their first
dose) and be monitored for signs and symptoms of measles infection for 21 days after
their last exposure.

3. For healthcare personnel with known or suspected measles, exclude from work for 4 days
after the rash appears.

4. For immunocompromised healthcare personnel with known or suspected measles, exclude
from work for the duration of their iliness.

5. During a measles outbreak, administer measles vaccine to healthcare personnel in
accordance with CDC and ACIP recommendations (https://www.cdc.gov/vaccines/hcp/acip-
recs/vacc-specific/mmr.html).

HICPAC voted unanimously to approve the language as proposed above for measles.
Disposition of the vote was as follows:
¢ 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Vote #4: Mumps DRAFT Recommendations

1. For asymptomatic healthcare personnel with presumptive evidence of immunity to mumps
(https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6204a1.htm#Tab3) who have an exposure
to mumps:

o Work restrictions are not necessary.

¢ Implement daily monitoring for signs and symptoms of mumps for 25 days after their last
exposure.

2. For asymptomatic healthcare personnel without presumptive evidence of immunity to
mumps who have an exposure to mumps, exclude from work from the 10" day after their
first exposure through the 25" day after their last exposure.

o Healthcare personnel who received the first dose of MMR vaccine prior to exposure may
remain at work but should receive their second dose (at least 28 days after their first
dose) and be monitored for signs and symptoms of mumps infection for 25 days after
their last exposure.

3. For healthcare personnel with known or suspected mumps, exclude from work for 5 days
after the onset of parotitis.

4. For healthcare personnel with known or suspected mumps, but without parotitis, exclude
from work for 5 days after onset of their first symptom.

5. During a mumps outbreak, administer mumps vaccine to healthcare personnel in
accordance with CDC and ACIP recommendations (https://www.cdc.gov/vaccines/hcp/acip-
recs/vacc-specific/mmr.html).
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HICPAC voted unanimously to approve the language as proposed above for mumps.
Disposition of the vote was as follows:
o 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Vote #5: Rubella DRAFT Recommendations

1. For asymptomatic healthcare personnel with presumptive evidence of immunity to rubella
(https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6204a1.htm#Tab3) who have an exposure
to rubella:

o Work restrictions are not necessary.
¢ Implement daily monitoring for signs and symptoms of rubella infection for 23 days after
their last exposure.

2. For asymptomatic healthcare personnel without presumptive evidence of immunity to rubella
who have an exposure to rubella, exclude from work from the 7t day after their first
exposure through the 23 day after their last exposure.

3. For healthcare personnel with known or suspected rubella, exclude from work for 7 days
after the rash appears.

For recommendations about healthcare personnel who are pregnant or intending to become
pregnant, please see the Pregnant HCP section.

HICPAC voted unanimously to approve the language as proposed above for rubella.
Disposition of the vote was as follows:
e 9 Approved: Dekker, Fakih, Guzman-Cottrill, Kraft, Kwon, Reifsnyder, Shenoy,
Weber, Wright
e 0 Opposed
e 0 Abstained

Public Comment

Overview

Sharon Wright, MD, MPH
Acting HICPAC Chair

Dr. Wright welcomed and thanked the public comment speakers for addressing the committee
during the first day of the November 2023 HICPAC meeting. She explained that all of the
speakers submitted a request in advance of the meeting and that the final list of public
commenters was determined via lottery. Given the limited public comment period, speakers
were requested to limit their remarks to 3 minutes. A timer was displayed on the screen so that
speakers could monitor their time. As a gentle reminder, Dr. Wright emphasized that the
committee appreciates diverse viewpoints that are respectful in nature and focused on the
issues being discussed during the 2-day meeting. She called upon Sydnee Byrd and Angela
Driver to facilitate the session.
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Mary Jirmanus Saba
Political Economist
Member, The People’s CDC

Good afternoon. My name is Mary Jirmanus Saba. I'm a Political Economist and a member of
The People’s CDC. HICPAC received 600 pages of written comment on proposed changes to
the Infection Control Guidance before today’s meeting. The drafts you will vote on do not reflect
any of that feedback and thus you must postpone tomorrow’s vote. Much of the public comment
describes jarring and unsafe experiences of healthcare workers and patients and actual harm to
patients who sought healing and healthcare appointments but instead contracted COVID—
patients whose healthcare providers denied reasonable accommodations requests and refused
to mask. The People’s CDC, a volunteer-run CDC watchdog and public health advocacy group,
has received dozens of such complaints. Some said their healthcare employers even refused to
allow them to wear N95 masks to protect themselves. Many complaints came from patients and
workers at Massachusetts General Hospital, Dr. Shenoy’s employer—people stating that their
federally guaranteed right to safe medical care is being violated. The situation stands to get
drastically worse if you continue with these weakened recommendations. The American
Hospital Association reported hospitals are experiencing crushing financial challenges. In a
brief, Sourav Bose and Serena Dasani from Penn’s Leonard Davis Institute of Health
Economics demonstrated that hospitals lost a lot of money due to postponed elective
procedures for COVID-positive patients, while hospitals were still required to test patients upon
admission. The April 51" Boston Globe reported Massachusetts Hospital administrators lobbied
the DPH to get rid of masks, so before the CDC changed guidance on masking in healthcare
last year, did hospital administrators email Rochelle Walensky just like the CEO of Delta and
say, “Hospitals are losing money. Please loosen the rules on preventing COVID and other
aerosol transmitted viruses in healthcare?” In making these new recommendations, are
HICPAC and CDC prioritizing hospital profits over our safety? Whatever is happening, the
consequences of continuing down this path are dire. They empower anti-public health forces.
Just this past week, the US Senate passed a resolution to ban mask mandates on public
transportation. Several Democrats even supported it. If it becomes law and we get another
novel deadly virus transmitted by aerosol, states cannot mandate masks. Are they going to ban
healthcare masking next? You can still do the right thing. Delay the vote, incorporate our
comments, and base your recommendations on peer-reviewed evidence rather than vague and
undefined expert opinion, which conveniently overlaps with healthcare management priorities.
Recognize aerosol transmission and recommend N95 respirators or better for healthcare
workers accordingly. Recommend upgraded standard ventilation and core control isolation
protocols. Make universal masing the new standard of care year-round. Include occupational
safety, healthcare unions, and patient safety groups as voting members of HICPAC. You can
still do the right thing and do no harm. You can and must control and prevent disease. It's
literally the CDC’s mandate. Thank you.

Dr. Wright reminded everyone that the committee very much appreciates diverse viewpoints
that are respectful in nature and are not personally directed at individuals or that make
individuals feel at risk for their public service.

Roselie Bright, ScD
Retired Federal Epidemiologist

Good afternoon. I'm Dr. Rosalie A. Bright, a retired federal Epidemiologist with a Doctor of
Science Degree in Epidemiology. | submitted a comment for the August meeting that | still stand
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by. At the time, | did not have access to the materials from the June meeting. For today, | did
not have access to today’s meeting materials before the meeting.

1) The interpretation of policy related to using respirators versus surgical masks has been
problematic:

a. COVID-19 has high transmissibility, serious and often permanent consequences,
and no cure. The worst side effects of respirators versus surgical masks are minor.
These 2 factors qualify respirator use as a standard precaution by your definition.

b. The whole idea of precaution is to take preventive action all the time, not just when
one perceives present danger, and in the case of equipoise, to make policies based
on erring on the side of protecting patients.

2) The Standard Precautions need to be upgraded to include universal airborne transmission
precautions, including universal (that is, patients, healthcare workers, and visitors) at least
respirator quality masks, air ventilation, and air cleaners, such as filters and upper room
UVC. Engineering is essential for infection control. Simultaneous use of all practices is
necessary.

3) Everyone must be presumed COVID-19 infectious because:

a. ltis highly transmissible, including when people are asymptomatic or pre-
symptomatic.

b. Even if one tests COVID-19 negative at the beginning of the workday, one can start
emitting infectious levels of the virus by the end of the workday.

c. Rapid tests have been negative—even when the tested person is currently
infectious.

d. Thus, everyone who seems healthy as well as anyone who has symptoms must be
presumed to be infectious. This is why the HICPAC vote to recommend precautions
only in the case of suspected or confirmed infection in the patient is inadequate.

4) Workers, patients, and visitors should always be supported to upgrade from mask
precautions to respirators.

5) 1 object to allowing healthcare workers to forego precautions because of the mental health
impact concerns. Your main concern should be infections.

6) The response to the current lack of COVID-19 disease surveillance should be to assume it
is always present rather than to assume it has disappeared. HICPAC should recommend
frequent and comprehensive monitoring for COVID-19 infection among workers, patients,
and visitors so that providers can learn lessons to stop spread.

7) Healthcare workers who test positive should stay isolated at home on paid sick leave.
Routine staffing levels need to be designed to accommodate realistic levels of staff sickness
to reflect the realities of the pandemic. Presenteeism needs to be discouraged.

8) You haven't incorporated evidence-based comments in your draft guidance. Please
reexamine your resistance to the overwhelming majority of public comments such as mine.
Thank you.

Maria Giffen-Castro
Commenter
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Thank you. | wish that you could see my face. | am one of the many people who is avoiding
getting necessary medical care because of the risk of catching COVID. In fact, I've been
avoiding going to the doctor for an ongoing issue I've been having for months now because |
don’t feel | can afford to risk catching COVID. How is this good for our healthcare system if
patients like me are avoiding getting needed medical care? Even if you put aside the burden on
the healthcare system, how is this good financially? Why should | have to risk catching a
preventable disease if | have to go to the doctor or hospital? Why should my husband, who is
still in his 40s, has diabetes, and kidney disease, have to risk his health to go to the doctor for
these very serious issues? HICPAC and the CDC are supposed to be serving the public.
HICPAC and the CDC need to start serving the public. Instead of looking to weaken protections,
you need to start shouting loudly and frequently about the dangers of long-COVID, encouraging
our country to clean indoor air, and encouraging the use of high-quality masks. It is my
understanding that studies were “cherry-picked” that said masks don’t work. | would think it's
easy to come by those studies now, given that people aren’t really masking at all out there. How
would that not skew the results? Also, if you look, there are numerous studies saying masks do
work, including at least 2 meta-analyses | found. How are we ever supposed to resolve a
problem if we’re not dealing with it head on and honestly. How do we expect transmission of
COVID to decrease or even possibly become a non-issue one day if people are not getting the
information and tools they need to stop the spread? | can’t tell you how many people I've talked
to who think they are not at risk for developing long-COVID. | also cannot tell you how many
healthcare systems I've contacted about wearing masks only to hear they’re only following the
CDC'’s guidance. HICPAC and the CDC have a responsibility to make sure the public is
educated about dangers of long-COVID, the post-cardiac risk that can happen after acute
COVID infection, and that people know the proper way to protect themselves. As we have seen,
vaccination is not stopping the spread. Please start taking this seriously. Please start dealing
with this problem honestly and head-on. Also, one last comment, the federal government is
encouraging everyone to get vaccinated, but there are literally no places | can find that are
requiring masking for vaccination appointments. How on Earth is this promoting public health?
Thank you.

Zenei Triunfo-Cortez, RN
President, National Nurses United

My name is Zenei Triunfo-Cortez. I'm a Registered Nurse and President for National Nurses
United, the largest labor union and professional association for Registered Nurses in the US. |
urge you to delay your vote on the updated guidance. While we appreciate the changes that you
have made to make the work of HICPAC more publicly accessible, including posting meeting
recordings and presentations and making the August meeting minutes available more quickly
than past meetings, the reality is that you have not given the public an opportunity to review the
draft updates that you plan to vote on today. The CDC did not publicly post the draft before the
meeting and that means you are still missing essential perspectives. HICPAC members and
liaisons are dominated by healthcare executives, industry representatives, and infection
prevention program managers. But, HICPAC is missing the perspective of frontline nurses,
other health care workers, and our unions. As nurses, we carry out many essential pieces of
infection prevention. We have insights and expertise that are essential to crafting protective
guidance. HICPAC is missing the perspectives of patients, including those who are
immunocompromised and at higher risk of severe impacts of infections. HICPAC is also missing
the perspectives of experts outside of infection prevention, such as industrial hygienists, experts
in respiratory protection and ventilation, and other public health experts. During the COVID
pandemic, nurses saw too many patients and colleagues become infected, get sick, and even
die because of inadequate infection prevention. Too many continue to experience the impacts of
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long-COVID and now extensive research has documented what nurses have advocated for
since the beginning of the COVID pandemic. We need a multiple measures approach that
combines ventilation; PPE, including respiratory protection anytime we are exposed to an
aerosol transmissible disease like COVID; screening and isolation; exposure notification; and
other measures. | urge you to delay the vote until you have incorporated input from nurses,
other healthcare workers, patients, and other public health experts. CDC should host public
meetings to engage input from all stakeholders like they did in 1992 when developing infection
prevention guidance for multiple drug-resistance tuberculosis in healthcare settings. Thank you
for the opportunity to comment.

Eric Berg, MPH
Deputy Chief of Health
Cal/OSHA

My name is Eric Berg. I'm the Deputy Chief of Health for Cal/OSHA, the California OSHA
program. On February 3, 2020, about one month after the first reports of an outbreak,
Cal/OSHA issued written guidance for COVID-19. Cal/lOSHA stated that under existing law,
workers must be protected from novel viruses such as COVID-19, unknown pathogens, and
other listed viruses and pathogens through use of airborne infection isolation, NIOSH-approved
respirators, source control, specific training, and several other protective measures necessary
for airborne infectious diseases. These protections were and continue to be mandatory for
California workers exposed to COVID-19, other novel pathogens, unknown pathogens, and
many more listed airborne infectious pathogens in healthcare, correctional facilities, and certain
other types of facilities, these worker protections are the law in California due to the Aerosol
Transmissible Disease Standard Title 8 Section 5199 in the California Code of Regulations,
which was established in 2009. In California, the Aerosol Transmissible Disease Standard is the
law and prevails over CDC or any other less protective recommendations. However, CDC and
other recommendations are often used as de facto law and regulation by healthcare facilities.
This creates both confusion and perceived authority by healthcare facilities to use less
protective measures. Going back to COVID, CDC unfortunately did not recognize COVID-19 as
airborne in 2020 and issued guidance that was less protective than the law in California. The
contradiction created confusion that resulted in some workplaces not complying with the ATD or
Aerosol Transmissible Disease Standard and then suffering from COVID-19 outbreaks.
Similarly, updates to the 2000 Guideline for Isolation Precautions that are less protective than
the law in California will also create confusion and result in workers not being adequately
protected. Back in 2020, disposable and single-use respirator shortages occurred. Cal/OSHA
urged employers to use elastomeric respirators specifically designed to be reusable, which were
not in shortage. Unfortunately, other entities put into practice the reuse of disposable and single-
use respirators that were never designed or made to be reused that often resulted in inadequate
protection for workers and new hazards for workers. Moving forward, we know that extensive
studies from NIOSH and many others that only respirators can protect against fine and ultrafine
particles that can carry certain airborne infectious pathogens.

Don Ford (Reg Mills)
OBT

This is Don Ford from OBT. Thank you to the committee for taking up the role of adding SARS-
CoV-2 guidance. We all understand that the science moves faster than these committees, but
the committee has made some simple oversights in addition to not keeping up with the science.
I'm reminded of an internet meme that uses order of operations by challenging people to answer
a math question using parenthesis, but it's a trick. In both science and math, we remove
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redundant aspects, but they are understood as being there regardless. In this case, the use of
order operations dictates everything touching parentheses to be equated first. We remove the
second set of parentheses of this question for speed because it is understood. The same is true
in how we speak of respiratory viruses. When we refer to the nature of infectious pathogens, it
refers to the vector by which they transmit, not the organs they are affecting. We have sexually
transmitted disease, water transmitted, and so on, including respiratory transmitted disease,
which means it's spread from breathing it in. While we have removed the word for speed, the
purpose is to establish risk based on transmission type. Then we even group them based on
that. | believe we call it “Appendix A.” Because of this simple oversight, all methods of air and
transmission are not being properly considered. We just had a 60-minute presentation that
demonstrated the co-spreads of micro aerosol, which is smallest known form of airborne
transmission. We need to establish our quality of care around this well-understood concept.
Since this was overlooked, here's other more complicated aspects that have also been
overlooked. The respirator study being cited demonstrates that respirators are effective at the
workplace, but wearing them at work doesn't prevent transmission at home, so the study would
be more likely to confirm the effectiveness of respirator use in healthcare settings if the data
were interpreted by a neutral party. SARS 2 is recently confirmed to fuse brain cells via syncytial
formation and other than Novavax, our current run of vaccines do not offer any protection for the
upper respiratory tract, leaving the brains of not only patients but the professionals that are
expected to provide care vulnerable to long-term damage. For many, respirators are the only
brain protection we have. SARS 2 is a syncytial airborne virus that should be classified on risk
levels with other similar viruses that have equal micro aerosol protections. Its defining trait for
severity is its ability to create syncytia in our lungs, but it's doing it in our brains too. Recently, a
study showed the more fit a variant the more likely to hospitalize you. That might seem obvious
at first, but simple extrapolations can be made because of the common nature of SARS 2.
SARS 2 can create new variants via co-infection. That's two infections of two different variants
and it's very common. If you don't apply the proper micro aerosol protections, then we risk co-
infections in hospitals where we gather the most virulent and fit variants. We have to slow the
mutations of SARS 2 or else corporate manufacturers will not see the financial outcomes they
want to produce the treatments that we will all need. An infection-based immunity is not effective
as it takes two infections to shift your memory response, so you'll need never have protection to
the new variant from your previous infection, and even most variants exist to gain immune
evasion, so that allows them to infect people again and continue this process. These decisions
will immediately impact vulnerable populations and it's only a matter of time till
immunocompetent folks like yourself are caught in this net. This is not a theory. Recombinant
variants already triggered waves while rendering our treatments ineffective faster than we can
manufacture them. This is our COVID reality. This will leave everyone at constant high risk for
severe outcomes. We need a proper classification of SARS 2 as an airborne syncytial virus that
requires micro aerosol protections. You do not build long-term immunity allowing for co-
infections. Thank you.

Chloe Humbert
Commenter

My name is Chloe Humbert. Why is it that | have to continuously ask about safety precautions
when | need healthcare? I’'m continuously hit with the canned answer from healthcare providers
saying that, oh, they follow recommendations and guidelines, and then basically say they don’t
have to prevent infection or protect me, but “Hey, you can mask if you want to.” | wrote to the
CEO of Geisinger requesting ADA accommodation and in his response, he seemed more
concerned with “patient experience” than he was about infection control. The response from the
patient liaison also just repeated that they follow federal law and guidelines and that people who
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are actively sick have to mask. The message I'm getting is that they’re not going to do anything
to stop transmission unless forced. The whole point of healthcare is to stop disease. | don’'t want
to get COVID from going to the doctors, so is it about the money and the healthcare
corporations wanting to just half-ass it on the cheap? Because | can’t help but notice that the
HICPAC committee has fancy people from highfalutin corporate executive positions, and no
patient advocates. It's been suggested this isn’t legal and might even render the committee’s
recommendations null and void. | can’t believe in 2023 we’re being forced into infection because
the CDC has decided to adopt Brownstone Institute dark money connected people putting out
PR publications that they call a “meta-study”—a study that’s been widely debunked and
lambasted. And this seems in order to not protect workers or patients. Rightwing anti-mask
COVID contrarian think tanks shouldn’t be dictating my healthcare and the working conditions of
healthcare workers. The American people voted out the MAGA Scott Atlas Great Barrington
Declaration herd immunity garbage. | expected better from the Biden Administration. This whole
process needs revamping because the so-called experts involved are bizarrely disconnected
from reality and | am not alone in these frustrations. Today, | went to an impromptu online
demonstration announced just last night about COVID transmission in healthcare. This event
attracted a couple hundred people at noon on Thursday, and several people who spoke at this
event repeated the same experiences and concerns that I'm running up against and that you've
heard in previous comments to this committee—healthcare providers putting them in danger
and giving them COVID. It's unacceptable. We are not alone. Read the room. People want
masks in healthcare settings. Thank you.

Naomi Bar-Yam
World Health Network

My name is Naomi Bar-Yam. I'm with the World Health Network. The world is a very different
place than it was in 2007, the last time these guidelines were updated. Today, we know much
more about air transmission and scientific information is more accessible to researchers,
policymakers, and the public. In 2007, the last pandemic had been in the rearview mirror for
almost 4 decades. Today, we are still in a pandemic and more will come. You must weigh
multiple seemingly mutually exclusive factors. It's a heavy responsibility and while CDC is not a
regulatory body, your guidelines have immense influence around the US and across the world.
A few examples of the delicate balancing act you face: 1) As you have pointed out, it's important
for your guidelines to be flexible [and] applicable in many settings and situations. At the same
time, it is crucial that they be clear and unambiguous regarding patient and provider safety; 2)
You consider budgets, many important measures, and programs compete for institutional
resources. Perceived institutional budgetary pressures cannot prevent you from making safety
guidelines reflecting well-documented science; and 3) CDC is under enormous fiscal, economic,
political, and social pressure for the pandemic and pandemics to be over. They are not.
Practitioners, institutions, and citizens rely on CDC for timely, science-based information to set
their policies. You face a complex task. Fortunately, HICPAC members have enough
experience to know that you do not have all the information and knowledge needed to make the
best guidelines you can. Shirley Chisholm once said, “If they don't give you a seat at the table,
bring a folding chair.” Hundreds of people have brought folding chairs to this table—people who
understand parts of the proverbial elephant, the whole of which HICPAC’s 9 members cannot
possibly see fully. What other voices do you need to fulfill your responsibility to the medical
community and the American people? Infectious disease and epidemiology are well-
represented on HICPAC. Sound guidelines require expertise in other areas: occupational
health, aerosol transmission, and practitioners and patients who are the most directly affected.
From the question of whether a reliably well-fitting surgical mask exists to individual versus
facility risk assessments to where and when to use higher levels of airborne precautions—other
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experts bring invaluable knowledge. They are sitting in folding chairs all around you eager to
contribute to the guidelines that will protect healthcare workers, patients, and our communities.
We are all on the same side. Please, invite them in. Engage their knowledge, wisdom, and
expertise now. Effective guidelines require multidisciplinary understanding of the science and its
implication. Thank you.

Joaquin Beltran
Founder, Action / Care / Equity (ACE)

Thank you. I'm Joaquin Beltran, Founder of actioncareequity.org. Today, | am addressing the
injustice in our country of preventable hospital-acquired infections by calling on HICPAC to: 1)
require respirator masks in healthcare settings; 2) improve ventilation and air filtration; and 3)
bring back reporting of hospital-acquired infections. Lives should not be harmed in health
settings. Lives should be saved. By definition, every patient in a healthcare setting is vulnerable
and mask requirements should be the standard of care. Anything less is an exercise in
negligence since the CDC has finally admitted that SARS 2 is airborne. | have a personal friend,
Dr. Robby, whose mother died from a hospital-required infection of SARS 2—a tragic death that
could have been prevented with mask requirements. My own grandma, who has had vascular
issues after having COVID, when taking her to see a vascular specialist, the specialist told me,
“I don't like wearing masks” and cited the CDC’s guidelines as reasons for not wearing one—
even as the specialist admitted to knowing COVID was a vascular disease. Many of the
vulnerable have little to no protection, like the immunocompromised who do not even have
monoclonals available anymore and whose suppressed immune response diminishes the
effectiveness of vaccines. Children also remain vulnerable as a recent study showed a 3%
increase in the infant mortality rate last year, which means that all those kids never reached
their first birthday. Multiple studies have shown an increased risk of type 1 diabetes for all
children. While vaccines have saved lives, data presented at the CDC over the last couple of
years shows that the first generation of vaccines wane quickly and a recent study showed
Paxlovid does not reduce the risk of long-COVID. Pharmaceuticals alone are not enough.
Masks worked so well that in 2020, one flu strain may have been eradicated, causing the CDC
to remove that very strain from vaccines. HICPAC must recognize that SARS 2 is airborne and
that respirators and indoor air quality upgrades are necessary to prevent and reduce
transmission of all airborne viruses, including flu, RSV, and TB. Let's be clear, we have lost and
continue to lose, a tragic number of healthcare workers due to death and long-COVID from
hospital-acquired infections of SARS 2. Requiring respiratory masks, improving ventilation and
filtration, and reporting hospital-acquired infections will help patients and our hospital workers
stay safer and help address critical staffing shortages, which are reducing the overall standard
of care and leading to a healthcare collapse. I'll close with the following questions: You are the
CDC. If you or a loved one ends up in the hospital and gets COVID while seeking care, how will
you look back on this moment? What is preventing you from protecting patients and healthcare
workers in healthcare settings? What is preventing you from requiring masking, ventilation, and
filtration to save lives? What is preventing you from doing your job of controlling and preventing
disease? In the spirit of Dr. King’s legacy, “Injustice anywhere is a threat to justice everywhere.”
I join my brothers and sisters of every faith and nationality in calling for a cease fire in Gaza and
an end to the genocide of the Palestinian people. Thank you.

Megan Cunningham
Mother of Immunocompromised Child

Good afternoon. My name is Megan Cunningham. I'm a member of the public and the mother of
an immune compromised child. | want to take a moment to especially thank those in attendance
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today who are showing community care by wearing masks. It's much appreciated. We stand
today at an inflection point for the US medical system. Global experts in climate crises, virology,
and epidemiology have repeatedly warned that SARS-CoV-2 will not be the last pandemic and
projections are that the next zoonotic virus is only a handful of years in the future at most. The
infection control policies that this committee ultimately puts into place are what will scaffold the
US medical system’s responses to the next pandemic virus. It's not an if, it's a when. The CDC'’s
disease control and prevention mandate demands that it be aggressive and forward-looking. It
is critical to remember that proactive prevention of pathogen transmission is always far easier,
cheaper, and quicker than the development, distribution, or administration of any vaccine or
treatment. This meeting is understandably future-focused, and | just want to give some insight
into what is also going on in the present for members of the public. My family and our FFP3 N95
respirators is all seen for the last 2 years by maskless medical care providers, some of whom
refuse to mask despite written ADA requests. My family foregoes all but the most urgent
medical care because begging our care providers to avoid infecting us is traumatizing,
inhumane, cruel, and exacerbates the already existing power imbalance between patient and
medical care provider. Making respirators a standard blanket requirement for all medical
settings for patients, staff, visitors, and all indoor areas of medical facilities would go a long way
toward preventing nosocomial and community transmission of not only COVID, but future
pandemic pathogens. Having this proposed variety of Byzantine rules and flowcharts is only
going to confuse and delay action, ultimately leading to paralysis. Making the rules simple,
direct, and universal will prevent a lot of unnecessary and costly debate, impasse, and ultimate
inaction. Please do not weaken infection control measures. On the contrary, they should be
strengthened at baseline. While talk of hand hygiene is obviously foundational for public health,
it simply isn't enough in this era of transmissible and ever-evolving aerosolized viruses and
asymptomatic infection. While this committee is understandably focused on patient care, | also
need to highlight the cascading effects of downplaying and minimizing infectious disease, not
only in this era of ongoing SARS-CoV-2, but also in the future. Whether this committee realizes
it or not, the decisions you make here will impact the trajectory not only of the medical
establishment, but our society as a whole. If public health and medical officials are not taking
care to avoid infection, why should other employers? Why should schools? Why should the
legal system? Why should charity organizations? Why should any lay member of the
community? The lessening of infection control protocols ensures wider community transmission,
consequently straining and breaking our already fragile healthcare systems. Please, do no
harm. Thank you.

Jay Herzmark, RN
Certified Industrial Hygienist
Safe Work Washington Volunteer

This is Jay Herzmark. I'm a Registered Nurse and a Certified Industrial Hygienist. | have a
Master's Degree in Occupational Health Nursing. | am retired. | ran a consulting company called
Safe Work Washington. Our goal was to protect workers from occupational hazards. | continue
to do that type of work, but now as a volunteer. | have worked for many years with infection
control practitioners associated with hospitals in the Seattle area who were consistently very
smart and knowledgeable. One thing | did notice about some of them was a frequent inability/
unwillingness to consider knowledge from outside their own profession. There is a huge quantity
of knowledge about exposures to asbestos, lead, silica, and other particulate health hazards.
The use of certified respirators and ventilation for exposure control is very well-studied for all
these hazards. Unfortunately, many infection control practitioners hear those words and can
only picture factories and construction sites, but the laws of physics are the same in healthcare.
Viruses and bacteria are both particulates. They float through the air, too. They penetrate leaks,
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can be flushed out with dilutional ventilation, and can be sucked out with local exhaust
ventilation. As an Industrial Hygienist, | attempted to provide information to infection control
practitioners about respiratory protection and ventilation as it related to tuberculosis, SARS,
swine flu, and COVID. It was as if | was talking to a television. | could hear them, but they didn't
hear me. But let me try again. The laws of physics apply in healthcare viruses and bacteria are
particulate. They float through the air. They penetrate leaks in surgical masks. They can be
flushed out of a room with dilution ventilation. They can be sucked out of a space with local
exhaust ventilation. You don't have to believe me. Talk to other industrial hygienists, aerosol
scientists, or ventilation engineers. They all work on air contaminant controls, but you must talk
to them. While they work on stuff that is different from handwashing, antivirals, and case
surveillance, what they do can control infection too. Don't just listen to your own echoes. Don't
let your science be inbred. Converse with folks who know solid science beyond traditional
hospital infection control. Your job here is to protect both patients and healthcare workers. No
one said your job was to protect your employer's bottom line. That is not your job here.
Protecting people is your job here. You are here to consider science, all the science, and make
recommendations to protect these people based only on science. Your employers may have
many opportunities to have their say. They will try to weaken the projections.

Shimi Sharief, MD, MPH
Public Health Physician and Nephrologist

My name is Shimi Sharief. I'm a Public Health Physician and Nephologist. | have no conflicts to
disclose today. I'm speaking today in partnership with National Nurses United regarding the
need for infection prevention of SARS-CoV-2 and other infectious agents with known aerosol
transmission in healthcare settings to keep patients and healthcare providers safe from
infection. As someone who left clinical practice in California in early 2020 due to the
unavailability and inconsistency of PPE recommendations. | was able to return for a year in
2021 to 2022 here in practice in Oregon due to the added safety of cohorting and respirator
availability at that time. There's continuing sound scientific evidence for the airborne nature of
SARS-CoV-2 infection and the transmission of this agent, even in asymptomatic individuals, last
reported up to 10% to 25% of the time. None of the presentations today acknowledged the very
real escalating threat of post-COVID conditions colloquially known as “long-COVID” arising in
individuals, especially healthcare personnel, from repeated SARS-CoV-2 infections. There are
already workers claims in several states and increasing evidence of the dangers of repeat
infections to healthcare providers from less protective PPE, including surgical masks, which
have been shown to be as little as 8% protective against infection due to their loose fit. To lump
SARS-CoV-2 into a disease state that is considered as causing “mild disease” only without
acknowledging the post-acute state of iliness is not only inaccurate, but also dangerous to the
future health of our workforce. SARS-CoV-2 is extremely transmissible and still circulating in
high numbers in many populations for whom effective therapeutics and vaccines do not exist
and for whom current therapeutics will likely become even more inaccessible given the recent
commercialization of the one effective antiviral that exists in current state. Vaccines also do not
produce durable immunity against infection even in immunocompetent people. The draft
evidence review simultaneously points out issues with studies comparing surgical masks and
respirators yet produces guidelines recommending a loose surgical mask as standard
precautions again respiratory pathogens. Even without fit testing, a filtering face piece respirator
with ear loops is much more effective at containing and protecting against pathogens that
spread by air. With the COVID-19 pandemic, many effective non-NIOSH approved filtering face
piece respirators, even manufactured in the United States, are available in clinical staffing units.
| would know since my last clinic stocked multiple N95s for provider and staff use at no cost.
Until 2022, they were even the recommended choice of PPE for all patient encounters
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regardless of patient symptomatology in addition to N95 respirators. This keeps providers and
their patients safer from these pathogens. Surgical masks are best reserved for instances where
they truly are effective, which is to prevent spray of bodily fluids such as saliva. | urge the
committee to delay the vote until the public has had a chance to review and thoughtfully
comment, as the draft materials were not available until this morning. We are still in a pandemic
and our healthcare crisis is going to be another pandemic if we don't act now. Thanks so much.

Lisa Foreman
Nurse Practitioner

My name is Lisa Foreman. I'm a Nurse Practitioner with over 20 years of clinical experience. I'm
here to address the need to require masking in all healthcare settings. All of you at CDC, the
HICPAC committee, and those giving public comments all know that COVID and other
respiratory illnesses are airborne. We have seen the long worshiped “Droplet Theory”
completely disproven and now, even business magazines and mainstream media confirm that
respiratory pathogens can spread like smoke for hours and travel much further than 6 feet. We
know that breathing and speaking are [breaking up] procedures. Over half of healthcare workers
now go to work with symptomatic COVID infections and over half of COVID-19 infections are
asymptomatic. This underscores the urgent need for source control via N95 or elastomeric
respirators. RCTs are appropriate for interventions such as pharmaceuticals, but they are the
wrong metric and totally unnecessary here. Respirators take advantage of the principles of
physics which were established decades ago [breaking up] are not appropriate personal
protective equipment for prevention of airborne pathogen transmission engineers, aerosol
scientists, and organizations like NIOSH should be allowed to inform us on our personal
protective needs. Many people have put off dental work, surgeries, and procedures for years
now due to the inability to mask. I've heard many stories from those who went for these
procedures only to leave infected. My biggest fear these days is that | will one day be unable to
avoid a doctor or dentist. Patients depend on us to protect them, and we are morally obligated
to do so. It is wholly unethical to ask them to assume a 10% mortality risk from a healthcare-
acquired COVID infection. They depend on us to protect them, and we are morally obligated to
do so. We should not be giving patients one disease while treating them for another. We can't
ignore this because it's uncomfortable, or expensive, or a reminder that we're still in a
pandemic. We all know what needs to be done here. Please, give us overarching guidelines for
standard precautions that address mode-congruent prevention of all airborne respiratory
pathogen transmission. Let's be the adults in the room and do it. Thank you.

Danielle Peck
Patient from Michigan

My name is Danielle Peck. I'm a patient from Michigan. | appreciate you taking my comment
today. Despite my efforts to mask and protect myself, | contracted COVID-19 at a doctor's office
while seeking postpartum care. | often wonder how many other pregnant patients and their
unborn babies, who are at significantly higher risk of severe outcomes from COVID, were also
infected that day. Of course, the number of patients who should have been infected that day is
zero. If standard care would have included the use of respirators by staff and patients, along
with adequate ventilation, these infections would have been entirely preventable. We're in the
middle of a pandemic that is still killing and disabling far too many Americans. HICPAC should
be strengthening infection control measures to save lives and livelihoods of the patients that
come to be healed at healthcare facilities. Instead, the changes of the proposed guidelines are
shameful in that they will only weaken infection controls, causing more death and disability. |
urge the HICPAC to: 1) Seek input on proposed changes during the development of the draft
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guidelines using the Federal Register public notice process and Town Hall meetings with virtual
options. The public, including patients and healthcare workers—the people who keep your
hospitals running—demand a voice in this process. A few minutes of public comment at the end
of a meeting is not adequate; 2) Make the process for updating the guidelines fully open and
transparent; 3) Ensure the CDC’s and HICPAC's understanding and assessment of key
scientific evidence is up to date with the most current knowledge by seeking input by multi-
disciplinary scientific researchers and key stakeholders; and 4) Create clear and concise control
guidelines that recognize aerosol transmission of SARS-CoV-2. This includes requiring
respirators for routine air precautions for workers, patients, and visitors and implementing
minimum indoor air quality standards that have been set by ASHRAE 241. Earlier in the
meeting, it was suggested that the draft language around ventilation is too soft and someone
else answered that ventilation is out of the scope of the documents. | agree with the concern
raised and ask you where is IAQ in scope if not in this document? |IAQ should absolutely be an
important part of these guidelines. Lastly, | just want to draw public attention to the fact that the
minutes of the August HICPAC meeting included 602 pages of public comments calling for
increased infection control and transparency. Though you are only allowing a few of us to
speak, thousands of us are here. We are watching, we are listening, and we are fighting for
health, for care, and for our lives, and we are fighting for your lives too HICPAC. We object to
the guidelines as they stand. Postpone tomorrow's vote. Prioritize safety and public health. Put
the lives of patients and healthcare workers first. Thank you.

Christine Braile
Parent of a Son with Primary Immune Deficiency

Thank you. My name is Christine Braile. | am here for my son. My son is 16 and like
approximately 500,000 people in the United States, has a primary immune deficiency. He also
has long-COVID, which he caught 2 years ago after being infected by his home infusion nurse
who refused to wear a mask properly. COVID has wrecked his life, causing him to suffer liver
damage, chronic severe abdominal pain, chronic severe head pain, impaired circulation in his
toes, thyroid disease, and iron deficiency. He’s had 8 iron infusions on top of his IVIG and a
plethora of scans, procedures, blood tests, and doctor visits, all while constantly exhausted and
in pain and all while fighting to keep from reinfection, despite the best efforts of unmasked
healthcare providers. Even back when there was sometimes good masking compliance, the
vast majority of staff only wore loose surgical masks, defeating the purpose of protecting those
who cannot mask. Because COVID is airborne, definitively and without question, loose surgical
masks are not sufficient to keep anyone safe. N95s are greater, as source control reduces viral
load by 95% or more if worn. Once mask mandates in healthcare were lifted, we got to see the
disease-transmitting smiles of the doctors and nurses who were supposed to keep my son safe.
Loosening the patient protections for respiratory diseases, especially COVID, will only hurt
patients and further decimate staffing levels. Respirators, ventilation, air filtration, and UV are all
needed to safeguard at-risk patients like my son. | know no one likes masks. I've seen up close
the resentment and resistance of most hospital staff toward wearing masks, but COVID doesn't
care and none of those people have ever lifted a finger to care for my son when he's crying in
pain, unable to eat normally, see his friends, or live a typical teenager’s life—none of them.
HIPCAC has a duty of care to already vulnerable patients to ensure that they do not get sicker
in the hospital. My son actually needs an elective surgery and we have had to postpone it as
hospitals are not safe for him. How can | send him unmasked into an OR? How can | ensure he
will not get COVID again from an unmasked nurse or family member in the open bay post-
anesthesia care unit? | wish you could look him in the eye and tell him that his safety doesn't
matter, that his life doesn't matter. Mistakes were made throughout healthcare when COVID
started by not acknowledging that it is airborne. It's time to face that and correct that continuing
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error by requiring well-fitting respirators, ventilation, and air filtration. My son will finally feel like
his life matters and that he is worth protecting. Thank you.

Andrew Wang, DrPH, MPH
The People’s CDC

Hi everyone. Thank you so much for having me today. My name is Andrew Wang. | have a
Doctorate in Public Health focused on health services research. | have a Master of Public
Health focused on health policy. I'm grateful for Dr. Lin and Dr. Wright for leading the HICPAC
group. | know it's a lot of work. I'm very appreciative of the dedication by all the voting and non-
voting members, as well as all the liaison representatives advocating for our patients and
healthcare workers. I'm truly aware that you all take this work very seriously and that is why
you're here today. You've dedicated your careers in healthcare and medicine, and | just want to
say thank you. | know it's a large challenge that you face in making these decisions today and
tomorrow regarding how to prevent healthcare-acquired COVID infections. | want to first
express that | have no financial conflicts of interest. | do want to disclose that | am part of The
People’s CDC and so with that, my comments today reflect upon both the presentations that
you have shared with us today, as well as comments that | had before the presentations.
COVID-19 infections injure, harm, and cause mortality among millions of Americans. Based on
both case counts and estimates, millions of Americans also are suffering from long-COVID. It is
important that everyone in healthcare settings are protected from these infections. SARS-CoV-2
is spread, as you know, via inhalation of aerosol particles, with a higher risk in indoor settings
compared to outdoor settings. Healthcare settings must employ layers of protection to ensure
the highest quality of care to prevent these healthcare-acquired conditions. Layers of protection,
as we discussed today and heard from many others as well, include high-quality respirators
such as N95s, ventilation, air filtration, and these all have been demonstrated to protect
individuals from a COVID-19 infection. The HICPAC Work Group has proposed a less cautious
approach based on the results that you've shared today. You've already shared 2 major areas
that are of great concern. One, you mentioned optional masking, especially when there are
settings when community transmission may be at high-risk or even at low-risk, and we must be
aware that the CDC is not able to log the amount of true COVID rates of transmission at this
time because you only are able to collect PCR-level data for COVID-19 infections. Second,
you've also discussed the situation with the pandemic being endemic. Unfortunately, whether
you believe that the pandemic is endemic or not, this disease is still spreading and it's very
harmful for all individuals. So with that, we must be more thoughtful, especially for the
audiences that are listening in today, and we must be aware and be thoughtful and
compassionate to the public. So with that, | ask you to reconsider the vote and if you cannot
reconsider, please consider voting to protect patients. Thank you very much.

Ex-Officio | Liaison Reports

Ex-Officio Reports

Agency for Healthcare Research and Quality
Leyi Lin, MD, FACP

Medical Officer

Division of Healthcare-Associated Infections

Center for Quality Improvement and Patient Safety
Agency for Healthcare Research and Quality
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Dr. Lin provided an update on the work of the Agency for Healthcare Research and Quality
(AHRQ) that is pertinent to this meeting. The AHRQ Safety Program for MRSA prevention is an
ongoing 18-month project across 3 cohorts designed to implement evidence-based infection
prevention strategies in conjunction with cultural and behavior improvement measures based on
the Comprehensive Unit-based Safety Program (CUSP), which is a collaboration between
AHRQ and Johns Hopkins Medicine’s Armstrong Institute for Patient Safety and Quality, and
NORC at the University of Chicago. The first non-ICU cohort focused on patient decolonization,
decontaminating the environment, prevention of person-based transmission, and reducing
procedure-related infections finished in September. Data collection activities are being
completed and a toolkit based on the cohort is being developed that is anticipated to be
completed by Fall 2024. The high-risk surgical services cohort focused on decolonization, pre-
operative skin antisepsis, antimicrobial prophylaxis, and perioperative methods to reduce
infection. In the long-term cohort, skin protection, high-touch surface cleaning, reducing MDRO
transmission, and using antibiotics appropriately are being emphasized. These 2 cohorts are
ongoing and educational toolkits will be developed in these settings as well. The AHRQ Safety
Program for Telemedicine Improving Antibiotic use began in June. This this project led by
NORC with partners at Johns Hopkins will use the CUSP framework to implement tools to
improve antibiotic use and assess the feasibility of the intervention in primary care practices that
use telemedicine. Preparations are underway to commence recruitment this winter. The project
aims to recruit 300 to 500 telemedicine practices for participation in the 18-month cohort. The
AHRQ Safety Program for Improving Surgical Care and Recovery was a collaborative program
to enhance recovery of surgical patients that was funded and lunched by AHRQ and was
conducted by Johns Hopkins in partnership with the American College of Surgeons (ACS) and
the University of California San Francisco (UCSF). This program aims to use an adaptation of
CUSP to improve patient outcomes by increasing the implementation of evidence-based
enhanced recovery after surgery practices in hospitals. The project was implemented in 342
hospitals nationwide. Hospitals using the tools were able to improve various surgical practices
and patient outcomes. Overall, the length of time surgery patients stayed in hospitals was
significantly reduced. The toolkit was released last Spring and additional Spanish language
patient education materials are currently being completed and posted to the AHRQ website. The
Project Protecting Nursing Homes from Infections and Hospitalization (PROTECT) Trial, an
AHRQ study led by Susan Huang, recently published the results in the New England Journal of
Medicine (NEJM). The investigators found that chlorhexidine bathing plus nasal decolonization
significantly reduced hospital transfers among nursing home residents. Data obtained over
28,000 residents during an 18-month treatment period showed the number needed to treat was
9.7 to prevent 1 infection-related hospitalization and 8.9 to prevent 1 hospitalization for any
reason.

Food and Drug Administration

LCDR Scott Steffen, PhD

Senior Program Management Officer
Center for Devices and Radiological Health
US Food and Drug Administration

LCDR Steffen reported that on July 24, 2023, the FDA recognized a new standard that the
International Standards Organization (ISO) published for the use of vaporized hydrogen
peroxide to sterilize medical devices. This is the first new standard of an alternative sterilization
modality for medical devices in many years as part of FDA’s actions to address the nation’s
reliance on ethylene oxide (EO). When the FDA recognizes standards, it means that FDA finds
them acceptable, and that the manufacturer can make a Declaration of Conformity to the
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standards to meet the pre-market submission of other equipment thereby reducing regulatory
burden. On September 1, 2023, the FDA granted de novo marketing application on the ZENEX®
LightStrike™. This is the first marketing application for a whole room microbiological reduction
device using UV. Based on earlier conversations of the Isolation Guidance, LCDR Steffen
reiterated from his June 2023 report to HICPAC that the FDA recently updated its PPE website
in March 2023 that describes N95 respirators, surgical masks, facemasks, and barrier face
coverings; compares surgical masks to surgical respirators; discusses general N95 precautions;
and discusses the use of N95s in various settings.

National Institutes of Health

David Henderson, MD

Senior Consultant to the CEO at the Clinical Care

Associate Director for Hospital Epidemiology and Quality Improvement
National Institutes of Health

Dr. Henderson reported that the NIH has continued to relax its mitigation efforts for COVID-19.
Masking on the Bethesda campus is now optional. In the hospital, both staff and patients remain
masked when feasible. Testing for COVID-19 continues for inpatient admissions. Because of
increased activity in the community, admissions also are being tested for RSV and influenza A
and B. Ongoing monthly surveillance continues of patients during ongoing hospitalization for
carbapenemase-producing organisms (CPOs). Because there has been an increase in
extended-spectrum beta-lactamase (ESBL)-producing gram negatives, there also is screening
for those. NIH Infection Preventionists presented 3 abstracts this year at IDWeek discussing
some of the surveillance activities for COVID, RSV, CPOs, and Candida auris (C. auris). Dr.
Henderson said he was especially pleased to announce that NIH’s former Hospital
Epidemiologist, Dr. Tara Palmore, had seen the error of her ways and is coming back to the
NIH. She will work with Dr. Clifford Lane in the National Institute of Allergy and Infectious
Diseases (NIAID) as the Assistant Director for Clinical Research.

Liaison Reports
American Association of Kidney Patients

Paul Conway
Chair, Policy and Global Affairs
American Association of Kidney Patients

Mr. Conway reported that the American Association of Kidney Patients (AAKP) has moved
forward with its collaborations with CDC on new kidney disease surveillance. Recently, AAKP
also presented with the American Society of Nephology and the full stakeholder community of
the kidney professional societies and patient groups before the Kidney Interagency Coordinating
Committee (KICC). One of the issues about which they made a very strong joint voice was the
concern about the upcoming decision by the United States Preventive Services Task Force
(USPSTF) that may not include screening for kidney disease. There is substantial
correspondence on that, which AAKP has joined, stating its concerns as that would be
inconsistent with national policy under the past 3 Presidential Administrations. In terms of
ongoing work on AAKP’s project on government determinants of health, on October 19, 2023,
AAKP met with over 130 Congressional offices to raise concerns about infection control issues.
In particular, one issue that they raised was catheter-related bloodstream infections and new
technologies that are coming into place on that which can reduce those. It is a shared concern
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with CMS, CDC, and many other agencies, including Congress and GAO. AAKP is very
concerned that new products will be misidentified and put into the dialysis bundle payment
system even though they are not dialysis services, so they raised that concern to Congress.
They do not want to end up with a patchwork system of proactive infection control and think that
new technologies can help many different types of patients, including kidney patients. AAKP
also shares the ongoing concerns that have been raised by folks in the HICPAC public
comment periods. One piece of advice AAKP would provide to CDC, if they start to reconsider
some of their processes for HICPAC, the World Health Organization this year put out a model
for substantive engagement of people with lived experiences—not that CDC has to turn to the
WHO. There are also federal agencies that do this quite well, such as the Department of
Defense (DoD), the Veterans Health Administration (VHA), and the FDA's Center for Devices
and Radiological Health (CDRH) which do substantial work in the field of patient engagement
and expert engagement in the pre-regulatory and regulatory space. AAKP encouraged CDC to
take a look at those, as well as CMS's technical evaluation panels for substantive and robust
engagement outside of the committee before the committee drafts materials and brings them to
informal votes and sends them forward for recommendations by the CDC. AAKP thinks its
broad-based, it works, it makes sense in 2023, and CDC must spread out the process and
include more voices.

American College of Occupational and Environmental Medicine

Mark Russi, MD, MPH
American College of Occupational and Environmental Medicine

Dr. Russi provided an update for the American College of Occupational and Environmental
Medicine (ACOEM). He reported that in 2 weeks there would be a 3-day virtual summit. A range
of topics will be covered, though the emphasis will be on workplace implications of artificial
intelligence (Al) and global warming. A program by ACOEM to issue regular communications to
members summarizing recently published literature of relevance has been well-received. Since
the last HICPAC meeting, a new guidance document regarding safety implications of increasing
cannabis use has been issued. ACOEM'’s spring annual meeting is scheduled for mid-May. A
number of presentations regarding the healthcare workplace will be included, as well as a
daylong pre-conference course regarding healthcare workers.

American Society of Nephrology & Nephrologists Transforming Dialysis Safety

Kristina Bryant, MD

Professor of Pediatrics

Division of Pediatric Infectious Diseases
University of Louisville School of Medicine

Dr. Bryant reported that the American Society of Nephrology (ASN) organization has been very
busy. She highlighted a few items that may be of interest to the infection prevention and
healthcare epidemiology community. There is a COVID-19 After Action virtual meeting planned
for November 13, 2023. This meeting was organized in collaboration with the CDC and will
include members of the nephology community, government officials, and national stakeholders
to discuss the impact of the COVID-19 pandemic on people living with chronic kidney disease
(CKD). A diverse group of stakeholders will review successes of response to the pandemic,
some remaining challenges, and preparation for future events. The ASN has had ongoing
engagement with state health departments to improve the care of patients with kidney disease,
In October, there was a well-attended webinar with the Florida Department of Health addressing
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management of sepsis and antimicrobial stewardship in dialysis patients. There are a number of
activities aimed at improving immunization. The last few months have seen the launch of the
ASN Adult Immunization Project (AIP) Learning and Action Network (LAN), which is a monthly
engagement opportunity via an “all-teach, all-learn environment” to drive improvements to
processes and delivery of vaccinations to kidney patients. ASN has also launched Home
Dialysis University (HDU), with 2 cohorts of infectious disease fellows. This is an intensive
training course that is followed by 11 months of virtual longitudinal case-based training. It has a
strong focus on infection prevention in home dialysis. In terms of guidelines and guidance
documents, Guidance for the Care of Patients Infected or Colonized with Sepsis and Outpatient
Dialysis Facilities soon will be released by ASN. ASN is also collaborating with CDC colleagues
on the development of Core Interventions for the Prevention of Infections in Peritoneal Dialysis.
These will be similar to what ASN has for hemodialysis. ASN has several projects promoting
vaccine confidence in adults and children, for which the web links will be included in the written
report. ASN is engaged in ongoing collaboration with CDC colleagues to develop materials to
promote the awareness, recognition, and management of sepsis in dialysis patients.

Association of periOperative Registered Nurses

Karen DeKay, MSN, RN, CNOR, CIC
Perioperative Practice Specialist
Association of periOperative Registered Nurses

Ms. DeKay reported that Association of periOperative Registered Nurses (AORN) registration
for in-person and virtual attendance is now open for the AORN annual conference March 9-12,
2024 in Nashville, Tennessee. Pre-sales have begun for the 2024 Guideline Book, which
includes 6 updates of guidelines, one of which is HIV. They have begun work on updating 5
more guidelines for 2025, one of which is sterile technique, and adding a new guideline on
ERAS, not the Taylor Swift kind, but enhanced recovery after surgery. She also announced that
California was the 15™ state to enact laws requiring surgical smoke evacuation for planned
surgical procedures.

Pediatric Infectious Disease Society

Karen Ravin, MD
Pediatric Infectious Diseases Society

Dr. Ravin reported that it has been a busy time for PIDS since the last HICPAC meeting. In
October 2023, PIDS welcomed a new President, Dr. Bill Steinbach, who took over for Dr. Buddy
Creech who completed his 2-year term. During the recent IDWeek and at the PIDS Foundation
dinner, Dr. Kris Bryant was honored with a much-deserved special award for her service as
outgoing PIDS Foundation Chair and for her numerous contributions to PIDS over the past
decade. In September, PIDS representatives joined colleagues from IDSA, the Cystic Fibrosis
Foundation, and other industry partners on Capitol Hill to advocate for the Pioneering
Antimicrobial Subscriptions to End Upsurging Resistance (PASTEUR) Act, which is a bill that
seeks to create a new model for development of antimicrobial and antifungal drugs, with a goal
to combat drug-resistance and improve appropriate use of antibiotics. Also on that theme, PIDS
is collaborating with Sharing Antimicrobial Reports for Pediatric Stewardship (SHARPS) to
continue to hold monthly webinars on antimicrobial stewardship topics. Some recent topics
included Discharge Antimicrobial Stewardship for Common Pediatric Infections and Improving
Short-Course Treatment of Pediatric Infections. PIDS will be partnering with the World Health
Organization (WHO) to provide a pediatric webinar during World AMR Awareness Week
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(WAAW) coming up later in November entitled “All Over the Map: Global AMR Surveillance and
Pediatric Considerations.” PIDS will be partnering with the Society for Healthcare Epidemiology
of America (SHEA) to sponsor a new educational initiative in infection prevention and control
and hospital epidemiology, which will include case-based presentations with interactive
discussions and is aimed at furthering education for fellows and junior faculty.

Society for Healthcare Epidemiology of America

Hilary Babcock, MD, MPH

Medical Director of Occupational Health (Infectious Diseases)
Barnes-Jewish and St. Louis Children’s Hospitals

Professor of Medicine, Infectious Disease Division

Dr. Babcock reported that SHEA recently completed its election of new SHEA 2024 Board of
Trustees and said she was happy to announce that Dr. Lisa Maragakis would be the new Vice
President and would become the President of SHEA over the next few years. SHEA recently
completed publication of all of the updated sections of its Compendium of Strategies to Prevent
HAIs. The sections published in the last few months include Strategies to Prevent MRSA
Transmission and Infection and Strategies to Prevent Infections in Catheter-Associated Urinary
Tract Infections (URIs) and Surgical Site Infections (SSls). These are all available through open
access online at Infection Control & Hospital Epidemiology. Links will be included in the written
report. SHEA is hosting a Strategic Communication for Healthcare Professionals Workshop in
January 2024 that is designed to provide training in media communication and better science
communication. SHEA also is accepting applications for the SHEA Spring Conference
Scholarship Program and its International Ambassador Program. More information will be
available in the written report. The SHEA Spring Conference is scheduled for April 16-19, 2024
in Houston, Texas. The theme of the conference this year is “The Future is Now: Implementing
Change through People, Policy and Technology.”

Surgical Infection Society

Robert Sawyer, MD

Professor of Surgery and Medical Engineering Chair
Department of Surgery

Western Michigan University

Homer Stryker MD School of Medicine

Dr. Sawyer reported that in addition to SSls, the Surgical Infection Society (SIS) has partnered
extensively with its colleagues in the Surgical Infection Society of Europe (SIS-E) and the World
Society of Emergency Surgery (WSES) to convene a series of webinars specifically devoted to
improving antimicrobial use by surgeons to prevent the breeding of antimicrobial resistance.
While they are surgeons, they are very interested in the nonsurgical and medical aspects of
surgical infections.

The Joint Commission
Tiffany Wiksten, BSN, APN, DNP

Associate Director, Standards Interpretation Group
The Joint Commission
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Dr. Wiksten announced that the CMS approved the New and Revised Infection Prevention and
Control Requirements for Hospital and Critical Access Hospital Accreditation Program. It is
anticipated that the publication of the New and Revised Infection Prevention and Control
Standards will occur in January 2024 and will go into effect in July 2024. Currently in
development are the New and Revised Infection Prevention and Control Requirements for Post-
Acute and Long-Term Care Nursing Centers, Assisted Living Care, Home Health Services,
Hospice, Home Infusion, Free Standing Ambulatory Infusion Centers, Long-Term Care, and
Specialty Pharmacies. Anticipated public comment periods run from January through March
2024 and an anticipated final standards release effective date of January 1, 2025. Currently
being researched are New and Revised Infection Prevention and Control Requirements for
Ambulatory Surgery Centers, Medical Dental Centers, Urgent Immediate Care Centers, Office-
Based Surgery, Behavioral Health Care, and Laboratory. Anticipated standards release and
effective date will be July 1, 2025. Additionally, The Joint Commission (TJC) has identified the
US CDC NHSN system as a data source to identify patient safety and quality performance by
TJC accredited hospitals who already participate in NHSN as required by the US CMS
programs. Acute care hospitals and critical access hospitals will be required to join TJC within
the NHSN application. There will be no patient identifiers shared with TJC and hospital data will
remain confidential and will not be shared with other TJC accredited hospitals. Beginning July 1,
2024, hospitals must allow TJC to access de-identified data on the following 5 CDC NHSN HAI
measures from the NHSN application, all of which are currently in the CMS Hospital Value-
Based Purchasing (VBP) Program and the Hospital-Acquired Condition (HAC) Reduction
Program: Catheter-Associated Urinary Tract Infection Outcome Measure, Facility-Wide Inpatient
Hospital Onset C. Difficile Infection Outcome Measure, Central Line-Associated Bloodstream
Infection Outcome Measure, Colon and Abdominal Hysterectomy Surgical Site Infection
Outcome Measure, and Facility-Wide Inpatient Hospital Onset Methicillin-resistant
Staphylococcus aureus (MRSA) Bacteremia Outcome Measure. Information about joining TJC;s
NHSN group will be distributed to organizations in late 2023 and early 2024. Data collection
continues through voluntary interviews with hospital outpatient ASP leaders for TJC research
department study supported by the Pew Charitable Trusts entitled Antimicrobial Stewardship in
Hospital Outpatient Clinics: A Qualitative Study of Alignment with Existing Guidance.

Adjournment

With no additional business raised or comments/questions posed, HICPAC stood in recess from
4:48 PM ET on November 2, 2023 until 9:05 AM ET November 3, 2023.
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Friday: November 3, 2023

Call to Order / Roll Call / Announcements

Sydnee Byrd, MPA, Program Analyst

Division of Healthcare Quality Promotion

National Center for Emerging and Zoonotic Infectious Diseases
Centers for Disease Control and Prevention

Ms. Byrd called to order the second day of the November 2-3, 2023 HICPAC meeting at 9:04
AM Eastern Time (ET), welcomed everyone, and called the roll. Meeting and voting quorum
were established and maintained throughout the day. HICPAC members disclosed no new
COls. Ms. Byrd indicated that once again, public comment was scheduled following the
presentations and before any votes. She explained public comments would be limited to 3
minutes each, and that commenters should state their names and organization for the record
before speaking. She reminded everyone that the public comment period is not a Q&A session.

Public Comment
Overview

Sharon Wright, MD, MPH
Acting HICPAC Chair

Dr. Wright welcomed and thanked the public comment speakers for addressing the committee
during the second day of the November 2023 HICPAC meeting. She explained that all of the
speakers submitted a request in advance of the meeting and that the final list of public
commenters was determined via lottery. Given the limited public comment period, speakers
were requested to limit their remarks to 3 minutes. A timer was displayed on the screen so that
speakers could monitor their time. As a gentle reminder, Dr. Wright emphasized that the
committee appreciates diverse viewpoints that are respectful in nature, focused on the issues
being discussed during the 2-day meeting, and not directed personally at individuals or that
make individuals feel at risk for their public service. She called upon Sydnee Byrd and Angela
Driver to facilitate the session.

Seifer Almasy
Member of the Public

My name is Seifer Almasy. | am a member of the public. | am avoiding healthcare settings as
much as possible because current infection control practices do not include effective
precautions against the airborne transmission of pathogens. | don't want to go into a space that
will expose me to COVID-19, an airborne virus that causes immense long-term damage to
anyone infected with it. The CDC says that nearly 1 in 5 American adults who have had COVID-
19 still have long COVID. That is a horrific statistic, compounded by the failure to use
precautions that would protect people from COVID-19. | am deeply afraid of being in a situation
where avoiding healthcare is not an option. | was recently in such a situation when | decided |
could not put off getting the Novavax and flu vaccines. After 34 phone calls and over 4 hours of
either waiting on hold or pleading with whoever answered my call, | finally found a provider who
wore an N95 respirator while giving me the vaccines. So far, | feel like | am unscathed, but that
is because of privilege and luck. Those factors should not determine whether a patient gets to
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safely access healthcare. The current power dynamics in healthcare drastically disadvantage
patients. | know people who got sick with COVID-19 because they had to access healthcare
settings that do not require precautions like universal masking with respirators. Patients as well
as healthcare workers fear for their safety because viruses can hang in the air like smoke for
hours. Many studies and experts confirm this fact. HICPAC must recommend clear, robust, and
authoritative precautions against the airborne transmission of pathogens. Anything less is
malpractice and will do harm. Education is needed to implement the precautions, so HICPAC
must work to accomplish the following: 1) develop training plans that can reach diverse
populations in many different healthcare settings; 2) cultivate safety leadership at the
management levels of the healthcare industry; 3) work with unions, professional societies,
communication specialists, healthcare workers, occupational safety experts, and patients to
inform precautions and training; and 4) launch extensive occupational safety campaigns and
public service announcements. All education must teach the following understanding that: A)
airborne transmission of pathogens is real; B) airborne transmission occurs year-round; it's not
merely seasonal; C) respirators, especially elastomeric respirators, protect everyone and must
be warn in all healthcare settings; and D) operational ventilation and reliable air cleaning
systems help protect us all, too. To close my comment, | urge the HICPAC members to
recognize your power to close information gaps and save lives with clear, robust, and
authoritative precautions against the airborne transmissions of pathogens. If you cannot do that
today, then delay your vote until you can prepare precautions that will protect everyone. Do
better. | yield my time.

Aysha Mirza

Stem Cell Biologist

COVID Compliance Expert
Public Health Advocate
SAG-AFTRA Member

World Health Network Member

I'm Aysha Mirza. | have a Masters in Biomedical Sciences. As a Stem Cell Biologist, I'm a
frontline healthcare worker, SAG-AFTRA member, and with the World Health Network. | have
been consulting and researching as a COVID Compliance Expert since the beginning of the
ongoing pandemic on the frontlines. | was witness to the devastation and trauma in 2020 at the
worst-hit hospital in the US, EImhurst Hospital. | ran a New York City Health and Hospitals
outdoor testing center and watched asymptomatic cases drive increased transmission. As a
model and SAG-AFTRA member, it is outrageous that our TV and film industry takes better
precautions than healthcare facilities to prevent airborne transmission of disease. We had PCR
testing before gathering, masking at all times when not filming, and massive air filters with
adequate ventilation for our locations. It is abysmal that our healthcare systems do not use
these multi-layered preventions. As a public health advocate, | call for the utilization of
respirators as opposed to surgical masks for healthcare; implementation and prioritization of
clean air, including ventilation and filtration in healthcare; the reinstitution of accurate COVID-19
testing and appropriate isolation procedures; and mitigations. The role of healthcare is to
provide healing. Safe care should always primarily be in the minds and goals of practitioners
and institutions alike. Many people are concerned about their safety. There is a need for the
CDC guidance to incorporate basic principles including, but not limited to, the need to follow
local or state laws or ordinances that supersede CDC guidance, the need to follow state and
federal OSHA workplace regulations, the legal requirements of the Americans with Disability Act
Patient Rights, informed consent and patient rights in general, practitioner obligations to do no
harm, healthcare institution obligations under do no harm and the Precautionary Principle so
that healthcare institutions must provide patients with conditions enabling safe care. Where
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choices are left to the practitioner or institution, these decisions must be made according to
these principles, The World Health Network advises that a new set of guidelines for the CDC
guidance must be developed by a fairly balanced HICPAC committee following a transparent
process, which acknowledges the overwhelming body of scientific evidence and expert opinion
that aerosols are a significant mode of transmission for the infectious agent COVID-19.
HICPAC's draft guidelines are destroying CDC’s name in prevention. Not everyone is able to
advocate for themselves. Much of the public is unaware of the many ways their healthcare team
should be protecting them. It is our job as healthcare providers to know better. The importance
of prevention of infection in healthcare for each patient should not be abandoned. Evidence-
driven practitioner and institution policies are imperative for patient health and safety. Delay the
vote. Thank you.

Rachel Nussbaum
MPH Student
Young University

Hi. My name is Rachel Nussbaum. I'm pursuing my MPH at Young University. Despite
vaccination and a booster, one infection with SARS-CoV-2 left me with postural orthostatic
tachycardia syndrome as well as chest pain that remains over a year later. I'm 30 years old and
every time | go to a doctor, | fear picking up a reinfection that can make my autonomic nervous
system further deteriorate. The EPA has confirmed that SARS-CoV-2 is airborne and travels like
smoke across indoor areas and is spread via inhalations and exhalations, as are tuberculosis,
influenza, and measles. We know the N95 respirators are made for airborne diseases while
surgical masks are best for droplet born ilinesses. We know that per the CDC, wearing an N95
mask makes people 82% less likely to contract COVID compared to 66% reduction from
surgical masks. We know that anywhere from 40% to 60% of infections are asymptomatic, yet it
still damages our endothelial linings and creates micro-clots, which is causing the spike, and
cardiac events and strokes. Among young people, it causes long-lasting inflammation and
increases the risk of diabetes. It can cause our neurons to fuse, leading to memory and
cognition problems. We know COVID gives between 10% and 20% of people long-lasting organ
damage and chronic conditions and vaccination only reduces the risk of long-COVID by 30%.
We also know that the CDC has referred to passive surveillance of COVID. PCR tests are
inaccessible for many. Many people don't test when they have symptoms and many don't report
their positive rapid tests, so community levels are often inaccurately estimated. Wastewater
levels are currently above where they were in 2020 and 2021. Failure to appropriately protect
people comes with enormous human and economic costs. In a recent study of 23,500
vaccinated healthcare providers with mild acute COVID in Quebec, 10% were experiencing
ongoing long-COVID symptoms, 71% of those affected said that their state of health now
interferes with their ability to work, and 16% said that they are now often unable to work. We
must fight this constantly evolving iteration of SARS with every tool: N95 respirators, HEPA
filters, UV sunlight, and recurrent vaccinations to compensate for waning immunity and viral
evolution. Universal masking with N95s needs to become standard practice just like
handwashing between patients. Anything less is a failure to do no harm and contributing to
death and mass disablement of the currently well and those already with compromised health.
HICPAC needs to do what's right. Pull our hospitals out of the 19" Century. Provide clean air
and restore the public's trust that seeking care won't sicken them. Think of a cancer patient
fighting for their life with chemotherapy; an immunocompromised child braving biological
infusions; a 70-year-old grandmother who falls, breaks her hip, and while recovering in the
hospital, contracts COVID and dies of the complications. All of them have been victims of
hospital-acquired infections, which could be prevented if the committee agrees that healthcare
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workers should do no harm and requires them to wear N95 respirators or elastomeric
respirators to prevent the spread of airborne disease.

Kathleen Turturice
Member, World Health Network

Hi. My name is Kathleen Turturice. I'm a member of the World Health Network. | can't do
whatever | like. | have to obey the law and so does this committee. That's what this country is all
about. No one, no person, and no government agency is above the law. On October 29t", the
World Health Network filed a former complaint with the HHS Office of Inspector General against
HICPAC because this committee stands in violation of the Federal Advisory Committee Act,
HIPCAC'’s own Charter, and its membership balance plan. If anyone wants to read that
complaint, go to whn.global and type “HICPAC” in the search bar that's whn.global and type
“‘HICPAC” in the search bar. HICPAC is not a legally constituted advisory committee. Its Charter
mandates 14 non-federal members, not 15 not 13, but specifically and only 14. The committee's
roster on the CDC website lists only 9 and has not listed 14 since 2017. This committee,
therefore, has no legal standing. In addition, both FACA and the committee's own membership
balance plan required that its membership be fairly balanced in its points of view. Whether or
not aerosols are the primary mode of transmission for COVID-19, it cannot be denied that
aerosols are a significant mode of transmission. Yet, there is not one voting member on the
committee who is an expert in aerosol science, ventilation engineering, industrial hygiene, UV
and HEPA filtration, respiratory protection, or occupational health and safety. In a second way,
therefore, this committee is not legally constituted because its membership fails to be fairly
balanced as is required by law. The draft guidelines it is considering thus have no place in the
CDC's process of updating its guidance. HICPAC has also failed to provide records to the public
in violation of FACA and its Charter and has obscured its process of making updates. These
violations of the law have not happened by chance. HICPAC could have known and should
have known about these violations but chose instead to ignore them. It has been what the law
calls “willfully blind” which means that in the eyes of the law, the committee has committed
these violations intentionally. This committee has no legal standing. Read it for yourself. Go to
whn.global and type “HICPAC” in the search bar. Then tell the Inspector General what you
think. Call 202-619-3148. Thank you.

Kevin Kavanagh, MD, MS
Board Chairman
Health Watch USAsS™

I'm Kevin Kavanaugh, Board Chairman of Health Watch USA®™. This week's CDC decision
regarding new infection control guidelines will be nothing short of lifechanging for those who
work or frequent a healthcare facility. Granted, the guidelines need to be published in the
Federal Register, but if the CDC does not change course after the deluge of common-sense
criticisms, it's doubtful that the CDC will after publication. The current CDC draft guidance
appears to be conflicting and in some places in error. The CDC is giving approval for the use of
surgical masks to prevent the spread of airborne pathogens, such as seasonal influenza and
coronaviruses. Surgical masks are not designed to stop airborne pathogens. The CDC is not
routinely recommending the use of negative pressure rooms for MERS, SARS-COV-1, or
SARS-CoV-2. In Enhanced Barrier Precautions, the CDC is allowing those with Candida auris to
wander around a facility and at the same time, the CDC is warning of dangerous outbreaks of
Candida auris. There is also a lack of provisions for air quality standards, such as ASHRAE
Standard 241 for control of infectious aerosols and a lack of provisions for screening of these
pathogens. The backpedaling of standards has often been justified by the imposed burden
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preventive strategies would place on facilities. However, the Office of the Assistant Secretary for
Planning and Evaluation, Department of Health and Human Services, considers an intervention
cost-effective if the cost is less than $9.6 million per life saved. The office does not measure
burden in relationship to CEO salaries or investor profits, nor should the CDC. The proposed
standards will place the safety of immunocompromised individuals in healthcare settings at
grave risk. This concern was further underscored by the findings of the recent INFORM and
EPOCH research initiatives. The EPOCH study concluded that immunocompromised
populations appear to be at substantial risk for severe COVID-19 outcomes and that effective
prophylactic options are still needed for these high-risk populations. For the
immunocompromised, the status quo is unacceptable and weakening current recommendations
will result in a direct threat to their safety and well-being. We would encourage the CDC to be
mindful of the provisions of the ADA and the impact these recommendations will have on
vulnerable individuals and healthcare workers, along with patients who are experiencing
reduced access to health care because of unsafe healthcare environments. Thank you.

Anne Miller
Executive Director
Project N95

Good morning. Thank you for the opportunity to speak today. | am Ann Miller, Executive
Director of the national nonprofit Project N95. | have no conflicts. | speak today on behalf of the
millions we have served over the last three and a half plus years, clinicians like yourselves,
healthcare workers, and other frontline workers, as well as the general public. | am also here for
the hundreds of others who have signed our petition urging HICPAC to do more, to do more, to
protect healthcare workers and patients seeking care. Every day at the project, we hear from
healthcare workers whose employers actually do not provide protection, from patients whose
healthcare provider won't take precautions when asked, and from immunocompromised and
medically vulnerable people or their caregivers who just want to live their lives safely. | know
that we all share a desire to protect healthcare workers and patients. | am here to urge the
following: First, | know you're doing hard work. Operate with more transparency to increase the
trust in your recommendations. Second, | urge you and CDC to include more stakeholders. |
know you have heard this before. Add voting members with aerosol and industrial hygiene and
scientific expertise, as well as healthcare worker representatives. Listen to Paul Conway. He's
already in the room. | know you've heard it before, and | get it. Involving more stakeholders is a
messy process. It's going to be slower, but the outcome will be better. Everyone benefits when
policy changes are made transparently and collaboratively. Third, you need to vastly simplify
precautions for air transmission. Flexibility is really nice to have, but flexibility drives complexity.
Keep it simple. These guidelines are for all care settings. Ones with it have far fewer staffing
and less expertise, not just for acute care hospitals. Codify the use. This is controversial codify
the use of any N95 respirators or the equivalent into the definition of standard precautions. By
specifying an N95 for use in all healthcare settings, we can stop worrying about mask leakage
and the issues of freestyle mask modification that might compromise performance. Believe it or
not, there are comfortable N95s with clear inserts, N95s with adjustable head straps, and even
N95s that don't have straps. Lastly, | urge you to delay any vote until you have broader
stakeholder involvement. Believe me, | get it. It's not easy to advocate for something that's
unpopular. I've been doing it for almost 4 years. But this should not be about popularity, about
politics, about personal preference, or profit margins. It's about patient and worker safety. The
adoption of seatbelts was contentious as was cessation of smoking, but we still did the right
thing. Enhance healthcare worker safety and patient precautions by advancing guidelines that
specify the use of N95s or equivalent as standard precautions. SARS is airborne. We don't
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know who is infectious and our air is shared. Life is short. Please don't make it shorter. Thank
you for your time.

Darius Sivin
Editor in Chief
New Solutions

Hi. My name is Darius Sivin. For identification purposes only, | am the Editor in Chief of New
Solutions, a journal of occupational and environmental health policy. My statement reflects
solely my own opinion. My comments concern the Isolation Precautions Guidance. The full text
of the guidance should be made publicly available with ample time for review before there is a
vote. Public meetings should be held allowing workers, patients, and relevant experts to
comment on the full text after reviewing it. The presentation on the guidance had some
encouraging elements, but | also have significant concerns. While HICPAC is to be commended
for moving beyond droplet and airborne categories for respiratory pathogens, it still needs to do
more to incorporate the understandings of modern aerosol science as applied to pathogens.
Experts in aerosol science, including industrial hygienists, should be included in developing the
guidance. The presentation included the statement that pathogens spread through the air
preferentially transmit over short distances due to greater concentrations. This statement was
made without regard to ventilation. Published analyses of COVID-19 transmission events
showed that in some cases, more distant people were infected if they were in a direct airstream,
while closer people were not infected if they were not. In addition, the presentation
acknowledged the hierarchy of controls and the importance of general and local exhaust
ventilation, as well as portable HEPA filters, yet the only ventilation required by the guidance is
the use of AlIRs for extended air precautions. This means the guidance relies largely on the
bottom of the hierarchy of controls and illustrates the importance of including ventilation experts
in development of the guidance. The presentation stated that pathogen-specific factors should
be used to determine the necessity for respiratory protection use. In the case of new or
emerging pathogens, these factors are largely unknown. The Precautionary Principle would
indicate that in the presence of unknown factors, a high level of respiratory protection, such as
N95 or better, should be used. For similar reasons, it is surprising that the presentation calls for
only special not extended air precautions for new or emerging pathogens “that are not observed
or anticipated to spread efficiently over long distances.” Extended air precautions have no
ventilation requirements. Given the massive loss of life that recently occurred due to the failure
to anticipate or observe that SARS-CoV-2 spread efficiently over long distances, the lesson
should be to treat newer emerging pathogens with greater caution. Finally, the
recommendations include a requirement for readily available PPE. “Readily available” seems
like a weasel word that allows employers to get out of providing necessary protections.

Lisa Brosseau, ScD, CIH

Industrial Hygienist

Center for Infectious Disease, Research, and Policy
University of Michigan

My name is Lisa Brosseau. I'm an Industrial Hygienist with expertise in respiratory protection
and aerosol exposures. Much of my academic career has been spent drawing attention to
aerosol transmissible infectious diseases in healthcare settings. | am appalled by the changes
HICPAC is proposing to the 2007 Guideline for Isolation Precautions. Transmission by air is
simply a recasting of the airborne droplet paradigm and fails to explicitly state that inhalation can
occur both near and far from an infectious person. The scientific literature from well before the
pandemic demonstrates there are many aerosol-transmissible infectious diseases in healthcare
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settings, including human influenza A, adenoviruses, RSV, rhinoviruses, pertussis, among
others in addition to TB, MERS, SARS, measles, chickenpox, and of course COVID-19.
HICPAC fails to recognize this. The WG’s evidence reviews of respirators versus surgical
masks and adverse impacts of PPE are flawed and biased. In work in an online workshop held
on October 13, 2023, we addressed the science demonstrating aerosol transmission of COVID-
19 and other diseases, recent developments and ventilation guidelines for infectious aerosols,
and well-known scientific evidence demonstrating the superiority of respirators as source control
and personal protection. Stakeholders representing healthcare personnel and patients
discussed their personal experiences with COVID-19. Drawing on participant input, the
workshop report includes numerous recommendations, many of which have been stated
multiple times in letters to CDC and HICPAC and during public comments at this and previous
HICPAC mesetings. It is egregious that HICPAC and CDC have refused all requests from
multiple parties over the past few months to diversify membership, listen to and include more
perspectives, expand scientific review beyond clinical RCTs, and open your minds to ideas the
challenge the status quo. | strongly urge HICPAC to postpone the vote today and reconsider
your process and recommendations. | implore you to listen to the patients, workers, and
communities whose health and lives you put at risk by ignoring their requests to be more
inclusive, consider all of the science, and recognize the importance of aerosol transmission. A
letter to Dr. Cohen from the Society for Healthcare Epidemiology of America mischaracterized
requests from stakeholders left out of the decision-making. No one is suggesting that infectious
disease physicians or hospital epidemiologists should not be involved. Of course, they should.
But patients and healthcare professionals and their advocates, occupational health and safety
professionals, engineers, aerosol scientists, and many other stakeholders also need to be
consulted and involved.

Victoria Becker, NP
Retired, Nurse Practitioner

My name is Victoria Becker. | am a retired Nurse Practitioner. | worked in nursing for 35 years in
private hospitals, nonprofit healthcare systems, county health systems, and the Veterans
Administration. During that time, | came to understand that physicians and others in charge of
infection control did not seriously consider infectious disease risk to myself and other healthcare
workers. For example, as a county Home Health Nurse, | was assigned to do direct observe
treatment of a tuberculosis patient who | was initially told did not have active disease. When |
questioned it, it turned out he was still considered to have active disease. When | asked to be
provided with a respirator, they gave me one which hadn't been fit tested. When | asked to be fit
tested, the model they provided me failed the fit test and they told me to go ahead and use it
anyway. When | questioned this, other nurses who had not been fit tested were then assigned
to do it. Throughout my career, infectious control professionals have ignored the facts of how
diseases are transmitted through aerosols and have ignored basic information about how to
protect workers and patients from infectious aerosols. One of the problems with the current
HICPAC process is there is no representation of workers or other experts, such as industrial
hygienists, aerosol scientists, and ventilation engineers. In particular, | do not think there is any
scientific justification for recognizing that pathogens are spread by aerosols as reflected by the
classification “air” and recommending that healthcare workers use only masks, which are
incapable of preventing inhalation of aerosols. A combination of arrogant infection control
doctors and the construct of nurses as martyrs who sacrifice our well-being to take care of
others results in a lack of protection for us, which has really been proven out with the current
COVID crisis. Healthcare workers and the patients we care for have been unnecessarily put at
risk of our lives and health because employers supported by weak public health guidance have
chosen not to spend money on respirators, effective isolation, and ventilation. Now I'm a patient
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who is over 75 and therefore at risk for more serious effects of COVID who has to access health
care in an environment where no precautions are taken. Neither healthcare workers nor patients
are masked. There is no routine COVID testing. Healthcare workers are told to report to work
even if they have tested positive. You appear to be working towards enshrining this lack of
protection in your revised guidelines. Shame on you, whether you are from the public or private
sector, for allowing financial concern to place workers and patients at risk.

Summary, Work Plan, & Adjournment

Sharon Wright, MD, MPH
Co-Chairs, HICPAC

In closing, Dr. Wright thanked everyone for their hard work and briefly summarized the meeting.
HICPAC heard an update and voted unanimously to approve the VHF Guideline and
Precautions for Andes and Nipah viruses. As a reminder, HICPAC voted during the November
2022 public meeting to approve Measles, Mumps, Rubella, and Varicella for submission to CDC
clearance, which was completed in April 2023. The 60-day public comment period for these
sections was completed on Regulations.gov. On the first day of the November 2023 meeting,
HICPAC heard an update and voted unanimously to approve the HCP Guideline for the
Pregnant Healthcare Personnel, Varicella-Zoster Virus, Measles, Mumps, and Rubella sections.
Over the 2-day November 2023 meeting, HICPAC heard an update and engaged in extensive
discussion on the Isolation Precautions Guideline draft and voted unanimously to approve
several components within Sections B and C to move forward. In terms of next steps, the draft
guideline and recommendations will be submitted to the CDC for review and clearance. Once
cleared, the draft will be posted to the Federal Register for a 60-day public comment period.
Comments received through the Federal Register process will be taken into consideration for
incorporation into the draft and for further discussion by HICPAC. The final draft will be
presented for a vote in full during a future HICPAC meeting, including the narrative sections.

With no additional business raised or comments/questions posed, HICPAC stood adjourned at
11:45 AM ET on November 3, 2023.
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Certification

| hereby certify that, to the best of my knowledge and ability, the foregoing minutes of the
November 2-3, 2023 meeting of the Healthcare Infection Control Practices Advisory Committee
(HICPAC), CDC are accurate and complete.

Date Chair, HICPAC
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Attachment #1: Acronyms Used in this Document

Acronym Expansion

AAKP American Association of Kidney Patients

ACIP Advisory Committee on Immunization Practices

ACOEM American College of Occupational and Environmental Medicine

ACS American College of Surgeons

AE Adverse Event

AEH America’s Essential Hospitals

AHA American Hospital Association

AHRQ Agency for Healthcare Research and Quality

AlIR Airborne Infection Isolation Room

AlIP Adult Immunization Project

ANA American Nurses Association

AORN Association of periOperative Registered Nurses

APIC Association of Professionals of Infection Control and Epidemiology

AR Antimicrobial Resistance

ASN American Society of Nephrology

C. auris Candida Auris

CCHF Crimean Congo Hemorrhagic Fever

CCTI Cambridge Communications & Training Institute

CDC Centers for Disease Control and Prevention

CDPH California Department of Public Health

CDRH Center for Devices and Radiological Health

CKD Chronic Kidney Disease

CLABSI Central Line-associated Bloodstream Infection

CMS Centers for Medicare and Medicaid Services

CMmV Cytomegalovirus

COl Conflicts of Interest

CORHA Council for Outbreak Response: Healthcare-Associated Infections
Antimicrobial-Resistance Pathogens

COVID Coronavirus Disease

CPOs Carbapenemase-Producing Organisms

CSTE Council of State and Territorial Epidemiologists

CUSP Comprehensive Unit-based Safety Program

DFO Designated Federal Official

DHQP Division of Healthcare Quality Promotion

DoD Department of Defense

EHR Electronic Health Record

EIS Epidemic Intelligence Service

EO Ethylene Oxide

EPA Environmental Protection Agency

ESBL Extended-Spectrum Beta-Lactamase

ET Eastern Time

EVD Ebola Virus Disease

FDA (United States) Food and Drug Administration

FQHC Federally Qualified Healthcare Center

HAC Hospital-Acquired Condition

HAI Healthcare-Associated Infection

HICPAC Meeting Minutes November 2-3, 2023

Page 108



Acronym Expansion

HCP Healthcare Personnel

HCW Healthcare Workers

HDU Home Dialysis University

HHS (United States Department of) Health and Human Services
HICPAC Healthcare Infection Control Practices Advisory Committee
HIV Human Immunodeficiency Virus

IDSA Infectious Disease Society of America

IHS Indian Health Service

IP Infection Preventionist

ISO International Standards Organization

IVIG Intravenous Immunoglobulin

KICC Kidney Interagency Coordinating Committee

LAIV Live-Attenuated Influenza Vaccine

LAN Learning and Action Network

LTCF Long-Term Care Facility(ies)

MDRO Multidrug-Resistant Organisms

MERS Middle East Respiratory Syndrome

MRSA Methicillin-Resistant Staphylococcus Aureus

NACCHO National Association of County and City Health Officials
NCEZID National Center for Emerging and Zoonotic Infectious Diseases
NEJM New England Journal of Medicine

NHSN National Healthcare Safety Network

NIAID National Institute of Allergy and Infectious Diseases

NIH National Institutes of Health

NIOSH National Institute for Occupational Safety and Health
OSHA Occupational Safety and Health Administration

PASTEUR Pioneering Antimicrobial Subscriptions to End Upsurging Resistance Act
PBMC Peripheral Blood Mononuclear Cell

PHAC Public Health Agency of Canada

PHE Public Health Emergency

PIDS Pediatric Infectious Disease Society

POTS Postural Orthostatic Tachycardia Syndrome

PPE Personal Protective Equipment

PROTECT Project Protecting Nursing Homes from Infections and Hospitalization Trial
PSAN Patient Safety Action Network

RCT Randomized Control Trial

RN Registered Nurse

RSV Respiratory Syncytial Virus

SAHF South American Hemorrhagic Fevers

SARS Severe Acute Respiratory Syndrome

SHARPS Sharing Antimicrobial Reports for Pediatric Stewardship
SHEA Society for Healthcare Epidemiology of America

SHM Society of Hospital Medicine

SIS Surgical Site Infection Society

SMEs Subject Matter Experts

SNF Skilled Nursing Facility

SSlI Surgical Site Infection

TB Tuberculosis
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Acronym Expansion

TJC The Joint Commission

UCSF University of California San Francisco
URI Urinary Tract Infection

us United States

USPSTF United States Preventive Services Task Force
VBP Value-Based Purchasing

VHA Veterans Health Administration

VHF Viral Hemorrhagic Fevers

WAAW World AMR Awareness Week

WG Workgroup

WHN World Health Network

WHO World Health Organization

WSES World Society of Emergency Surgery

e —
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Attachment #2: Public Comment Submitted in Writing

Two written public comments were not included because they violated HICPAC Policy on
including disparaging comments about committee members.

Please do everything in your power to require all hospitals to maintain the highest levels of
infection prevention including requiring N95’s for all health care workers, patients and visitors at
all times 24/7 in every season. Thank you!

Very truly yours,
Catherine White, Stinson Beach, CA

Dear HICPAC/CDC,

In late April this year | saw my doctor for a yearly Wellness visit. In addition to specific orders
related to ongoing health complaints, he ordered the usual tests for blood work and preventative
screenings—all of which entail visits to a number of other health care facilities.

Two weeks later President Biden declared the pandemic emergency over which led almost all
hospitals and health care providers to drop 1) masking mandates and 2) COVID-19 screening
tests. As someone even the CDC designates as high risk for COVID-19 that leaves me in the
precarious position of having to weigh which is the greater risk: catching COVID-19 at a blood
lab (for example) because lab workers (and patients!) are not masking OR rolling the dice and
hope that the potential problems that might show up in a blood test (for example) will hold off for
a while.

Since the May 11 change | have spent hours calling around for new doctors still willing to mask,
as well as researching ADA accommodation requirements. | have not yet gotten any of my
diagnostic and preventative testing done. | am vaccinated but also understand that the COVID
vaccination status has no bearing on the transmission of this particular aerosol-transmitted
virus. According to the Journal of American Medical Association (JAMA) model 60% of most
COVID transmission is asymptomatic.

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2774707

Thus at present, the best personal mitigations relevant to infectious disease that prevent aerosol
transmission are N95 masks. Surgical masks have been proven over and over to fail at this job
due to their obvious leakage issue--one has only to witness the state of our hospitals and health
care systems and the health of their workers right now to understand the extent of this failure.

I am now concerned that the CDC will profoundly weaken its Infection Control guidance by
ignoring AEROSOL TRANSMISSION which could place health workers and patients at risk of
short- and long-term harm and even death from infectious diseases. Hopefully this will be
addressed through the courts in the near future as | plan to PCR test should | need important
medical appointments to prove that | was, in fact, COVID-free before my appointment and, if
infected via nosocomial transmission, | fully intend to hold the health care facility responsible for
negligence.

Universal masking is a simple measure to reduce the risk of infectious disease transmission.
HICPAC should codify universal masking in health care facilities across the board and require
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the use of required N95 respirators, not the loose-fitting, leaky surgical masks which have been
proven at this point—3+ years into this pandemic—to be a failure in controlling viral
transmission.

If, with your "permission”, healthcare workers continue to refuse to wear N95s and/or
downgrade to surgical masks many more workers and patients will develop COVID-19--as we
are seeing in real time. If you'’re lucky it may not happen to a close family member, it may not
happen to a close friend or colleague, but by sheer mathematical favorability it will definitely
happen to someone you know. Please protect your family and your community and mine and
vote AGAINST watering down infection control protections, particularly for aerosol transmission
and multidrug-resistant organisms.

HICPAC needs to drag itself into the 21st century and drop the 'droplet theory’. We need MORE
mitigations in health care, not less—not only for this virus but for the viral and bacterial
pandemics coming down the pike. We need N95s and CO2 monitors and HEPA filters and
quality ventilation systems as the STANDARD in our hospitals and health care facilities and
doctors’ offices. It's essential and crucial that HICPAC get aerosol experts, ventilation experts,
and engineers involved.

Thank you for your attention to this critical matter.

~Martina Ortega

Dear Members of HICPAC,

As the granddaughter of a woman who was harmed by practitioners in a medical facility who did
not practice appropriate infection control, | am writing to urge you to take the following steps
regarding your revision of the 2007 guidance for infection control.

1. HICPAC and CDC need to fully recognize aerosol transmission (inhalation of small
infectious particles) as a modality of disease spread to ensure health care worker and patient
protection.

2. HICPAC's process to develop updates to the 2007 Isolation Precautions guidance has failed
to involve or incorporate essential input from many important stakeholders,including frontline
personnel and unions, patient safety advocates, industrial hygienists, occupational health
nurses, safety professionals, engineers, scientists with expertise in aerosols, and experts in
respiratory protection. | urge HICPAC and CDC to slow down and open-up the process to
effectively engage these experts in developing drafts.

3. lurge HICPAC/CDC to increase transparency and public engagement in the process

to update the 2007 Isolation Precautions guidance. So far, CDC/HICPAC’s process has
been essentially closed to public access or engagement. HHCPAC meeting presentations

and documents used to make recommendations to the CDC are not posted publicly, in contrast
to other federal advisory committees including those at the CDC. Given the broad public
interest in CDC’s guidance to protect health care personnel, patients, and the public from
infectious diseases, it is particularly concerning that CDC/HICPAC’s process is so closed.

4. HICPAC’s Work Group on the Isolation Precautions Guidance has proposed adopting
a more “flexible” approach to implementing precautions that recommends only
minimal protections and allows health care employers undefined broad discretion to create their
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infection control plans. Such an approach was adopted by the CDC during the COVID-

19 pandemic and enabled health care employers to avoid providing necessary protection for
health care personnel and patients, based on cost considerations. | urge HICPAC and the
CDC to maintain an approach in the updated guidance that is clear and explicit about the
precautions that are needed to protect health care workers and patients from infectious
diseases. A protective approach should include assessments that evaluate the level of
exposure, select appropriate control measures (including PPE) for each job, task, and location,
and result in a written exposure control plan following the hierarchy of controls.

5. The Work Group on the Isolation Precautions Guidance has proposed updated terminology
on infectious disease transmission (“air” and “touch”), but fails to fully recognize the science
on aerosol transmission and the role of inhalation of aerosolized pathogens. There are
significant errors in the new draft recommended categories of “air” and “touch” as modes of
transmission for health care-related infections. While CDC/HICPAC proposes the new category
of “air” transmission, both entities fail to recognize the critical role of inhalation and continue
to recommend use of surgical/medical masks, which do not provide respiratory protection
against inhalation of infectious aerosols. It is_also important to update the list of
infectious diseases currently classified as transmitted by the airborne or droplet routes
to those that can be transmitted via aerosol transmission/inhalation. The Work Group’s
proposals ultimately weaken protections for all health care personnel and all patients even
though the Covid-19 pandemic underlined the importance of strong protections for health care
personnel and patients.

6. The evidence review on N95 respirator and surgical mask effectiveness was flawed

and must be redone with input from scientific researchers and experts in

respiratory protection, aerosol science, and occupational health. The evidence review
prioritized the findings of randomized controlled trials and cherry-picked data to conclude there
was no difference between N95 respirators and surgical masks, omitting other applicable

data and studies. The evidence review failed to look at extensive evidence on

respirator effectiveness from laboratory studies and studies in non-health care
workplaces.

7. CDC/HICPAC inexplicably fails to acknowledge the importance and function of core control
measures for infectious aerosols. The large body of evidence on the effectiveness of
respirators and the importance of ventilation and air filtration for controlling worker exposure to
infectious aerosols have not been considered. There are no recommendations on
ventilation. The proposed use of airborne infection isolation rooms (AlIRs), or other
approaches to isolation when use of AllRs is not possible, is significantly limited. In addition,
source control (limiting outward emission of infectious aerosols) is not adequately considered in
the context of personal protection from inhalation.

In order for the CDC to function properly and effectively to preserve public health and prevent
any worsening of the ongoing Covid-19 pandemic, HICPAC needs to take the steps outlined
above. Firm guidance on ventilation and indoor air quality, the use of N95 respirators, and the
scientific realities of airborne transmission of pathogens is needed to restore the trust of the
American public in the CDC and to restore the CDC's reputation as a legitimate
scientific/medical entity among global public health agencies.

Thank you for your time to hear my concerns.
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Respectfully yours,

Prof. Alexandra Burack, Patient Advocate, Cave Creek, Arizona

To whom it may concern,

There is abundant research about how to clean the air. They’re also economic studies as to the
benefit of cleaning the air.

Please take every measure possible to offer clean air and medical settings.
Thank you very much,
Rebecca Lee.

Please get us out of the dark ages when it comes to respiratory illness transmission.

Remember the achievements of the last century regarding infectious diseases? It started with
Sanitation. Vaccination. Handwashing.

Sanitation and handwashing are well-suited to the prevention of fecal oral diseases. These used
to devastate entire populations, and still do, where adequate sanitation is not available.

For aerosol transmitting respiratory illnesses, indoor air quality is the equivalent of sanitation,
and effective N95 respirator use is the equivalent of consistent handwashing.

We now have an additional, dangerous respiratory illness in addition to the ones still circulating.
Do your due diligence and get us out of the dark ages.

Thank you.

Marina Lent, local public health official Massachusetts
Name: Lila Acrot

affiliation: none

Comment: Patients' lives are worth more than healthcare profit margins. There should be no risk
assessment when it comes to healthcare. It must be preventative. Additionally, this current
process is closed off and does not include infection control experts or aresol scientists who
understand that ventilation, isolation and source control, and respirator protection such as N95s
reduce the spread of all airborne ilinesses.

Respirators and clean air tech must be required in all medical settings in order to reduce
transmission of airborne illnesses. This will keep patients and staff healthier.

CDC/HICPAC has failed to include any discussion of or recommendations for the utilization of
more

protective respirators such as Elastomeric Half-Mask Respirators (EHMRs) and Powered Air
Purifying

Respirators (PAPRs), despite evidence and experience demonstrating the effectiveness of
these devices
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in protecting healthcare personnel from infectious aerosols. You must also acknowledge and
enforce the fact that respirators are better than surgical masks. There is also no discussion

of selecting respirators with higher associated protection factors when health care personnel are
at

higher risk, such as when performing procedures known to generate higher aerosols in higher

concentrations.

Dear Committee Members,

I am writing to respectfully request that respirators be the standard in healthcare regardless of
vaccination status.

We know that SARS-CoV-2 is airborne and has been found to remain in the air for up to 12
hours.

We know that respirators offer superior protection to other masks.
We know that long covid risk increases as the number of infections increase.
We know that long covid can lead to disability and death.

We know that we are all vulnerable to long covid. Please keep respirators as standard in
healthcare.

Additionally, ventilation, filtration and Far UV technology should be employed to support an
environment where one can breathe the air without breathing in a virus capable of disabling or
killing you or those you come into contact with.

We need increased transparency around what is being done to safeguard the health of
everyone who works in or enters healthcare institutions.

Keeping the standard of respirator masks is a small thing we can do, that would help prevent
illness and death.

Thank you for your time and for your consideration.

Lisa Pellegrino

I am writing to ask you to please consider carefully the infection control guidelines in health care
facilities.

Covid19 is airborne, that has been established. Please recognize aerosol transmission.
Respirators should be required for staff and patients regardless of vaccine status.

Respirators are more effective than surgical masks in preventing infection. We also need to
clean their air by upgrading ventilation systems. there are many experts who have formulated
guidance on this.

| need surgery. | (and others like me) are terrified of hospital-acquired COVID when we go for
medical care. This should not be happening. Please do the right thing.

Margaret May
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Port Angeles, WA

It is my understanding that the current draft of the Isolation Precautions Guidelines being
discussed (1) fail to recognize the importance and implications of recent research regarding
aerosol spread of respiratory diseases; (2) appear to treat the effectiveness of surgical masks
and respirators as the same with regards to aerosol transmission of respiratory diseases; (3) do
not recommend respirators be used regardless of vaccination status of patient or healthcare
worker; (4) do not recommend the use of air purifier/cleaners or increased ventilation to reduce
the spread of respiratory disease in a healthcare setting; and (5) generally have failed to include
experts in engineering, HVAC, infectious disease epidemiology, and others who have extremely
relevant and useful expertise in relation to these guidelines.

Since the COVID-19 pandemic, much research has been done showing the prevalence of
aerosol spread of respiratory disease (most obviously COVID-19 itself, but also including the
higher prevalence than thought of aerosol spread of things such as influenza). The implications
of such aerosol transmission include the need for increased ventilation, increased air
cleaning/purification measures, and the use of respirators. High quality research has shown that
respirators are significantly more effective at preventing aerosol transmission of such diseases
and should be recommended for health care workers in all settings to protect both healthcare
workers and patients. This should be basic protocol similar to how handwashing and wearing
gloves has become basic protocol for avoiding the spread of disease in healthcare

settings. Failure to include the expertise of experts in relevant fields has resulted in these
deficiencies in the draft guidelines. Failure to update the draft guidelines to significantly address
these issues will cause significant harm to healthcare workers, patients, and the public, and
create a much higher than necessary disease burden on society going forward.

Dear CDC HIPAC,

I am Janine Ryan, Independent Clean Air Advocate.

Regarding this meeting:
https://www.cdc.gov/hicpac/pdf/HICPAC-Agenda-November2023-508.pdf

It is well established that the minimum standards set forth by CDC are often the maximum
standards that establishments enact for the safety of their employees and customers.

The COVID-19 pandemic has shown us the importance of universal precautions and the use of
respirators in medical settings. The risk of nosocomial infections is always present, and it is
important to take steps to mitigate this risk.

Strengthening the universal protection standards and implementing masking/respirator use
globally in all medical and healthcare settings would be a major step forward in protecting the
health of healthcare workers and patients.

As you know, universal precautions are a set of infection prevention practices that apply to all
patient care, regardless of suspected or confirmed infection status of the patient. These
practices include hand hygiene, use of personal protective equipment (PPE), and respiratory
hygiene/cough etiquette.
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Respirators are a type of PPE that should be used to protect healthcare workers and patients
from airborne transmission of infectious diseases. They work by filtering out small particles,
such as viruses and bacteria, from the air that is inhaled.

There is a growing body of evidence that supports the use of respirators for the prevention of
nosocomial infections. For example, a study published in the journal "Infection Control and
Hospital Epidemiology" found that the use of N95 respirators by healthcare workers was
associated with a significant reduction in the risk of influenza infection.

The World Health Organization (WHO) also recommends the use of respirators for healthcare
workers who are at high risk of exposure to airborne infectious diseases.

In addition to protecting healthcare workers, the use of respirators can also benefit patients. For
example, respirators can help to prevent the spread of respiratory infections from patients to
healthcare workers, which can help to reduce the risk of complications and death. Respirators
can also help to protect patients from exposure to harmful environmental pollutants, such as
dust and fumes.

Given the evidence, | urge you to strengthen the universal protection standards and implement
masking/respirator use globally in all medical and healthcare settings. This is the best way to
protect healthcare workers and patients from infection.

Thank you for your time and consideration.
Sincerely,
Janine Ryan (M.A., Justice Studies; B.S., International Business & Economics)

Project Manager, Therapeutics & Infectious Disease Epidemiology | Department of Population
Medicine, Harvard Medical School

We are 4 years into this and still we are massively failing. | demand:

-Recognize aerosol transmission

-Respirator requirements in healthcare regardless of vax status -Respirators are more effective
than surgical masks -Clean air tools like HEPA filters -Involve aerosol experts and increase
transparency

Thank you

My public comment:

My sister died after getting Covid 6 mths later )she had blood clots, strokes and diagnosed with
cancer despite being healthy before Covid).

I's inexcusable that you are not blasting the fact that Covid is airborne! MAKE IT KNOWN
CLEARLY AND SIMPLY SO PEOPLE CAN PROTECT THEMSELVES!
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Recognize aerosol transmission -Respirator requirements in healthcare regardless of vax status
-Respirators are more effective than surgical masks -

Clean indoor acts needed for schools and businesses. Clean air tools like HEPA filters -Involve
aerosol experts and increase transparency.

Hold the businesses and schools accountable for less than perfect clean indoor air
Thank you,
Georgia Santos

Tampa FL

It's been proven that COVID is airborne and even CDC's website has been updated throughout
years to reflect this fact. If HICPAC is meant to meet about infection control (which again, on
CDC's website states that is, in fact, the point of HHCPAC meetings), it's incredibly disingenuous
to not discuss the following:

- recognizing aerosol transmission

- respirator requirements in healthcare regardless of vax status (CDC has also acknowledged
asymptomatic transmission of Covid)

- respirators are more effective than surgical masks
- clean air tools like HEPA filters
- involve aerosol experts and increase transparency

1. HICPAC'’s process to develop updates to the 2007 Isolation Precautions guidance has failed
to involve or incorporate essential input from many important stakeholders, including frontline
personnel and unions, patient safety advocates, industrial hygienists, occupational health
nurses, safety professionals, engineers, scientists with expertise in aerosols, and experts in
respiratory protection. | urge HICPAC and CDC to slow down and open-up the process to
effectively engage these experts in developing drafts.

2. I urge HICPAC/CDC to increase transparency and public engagement in the process

to update the 2007 Isolation Precautions guidance. So far, CDC/HICPAC’s process has

been essentially closed to public access or engagement. HHICPAC meeting presentations

and documents used to make recommendations to the CDC are not posted publicly,

in contrast to other federal advisory committees including those at the CDC. Given the broad
public interest in CDC’s guidance to protect health care personnel, patients, and the public from
infectious diseases, it is particularly concerning that CDC/HICPAC’s process is so closed.

3. HICPAC’s Work Group on the Isolation Precautions Guidance has proposed adopting

a more “flexible” approach to implementing precautions that recommends only

minimal protections and allows health care employers undefined broad discretion to create
their infection control plans. Such an approach was adopted by the CDC during the COVID-

19 pandemic and enabled health care employers to avoid providing necessary protection for
health care personnel and patients, based on cost considerations. | urge HICPAC and the CDC
to maintain an approach in the updated guidance that is clear and explicit about the precautions
that are needed to protect health care workers and patients from infectious diseases. A
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protective approach should include assessments that evaluate the level of exposure, select
appropriate control measures (including PPE) for each job, task, and location, and result in a
written exposure control plan following the hierarchy of controls.

4. The Work Group on the Isolation Precautions Guidance has proposed updated terminology
on infectious disease transmission (“air” and “touch”) - but fails to fully recognize the science on
aerosol transmission and the role of inhalation of aerosolized pathogens. There are significant
errors in the new draft recommended categories of “air” and “touch” as modes of transmission
for health care-related infections. While CDC/HICPAC proposes the new category of “air”
transmission, they fail to recognize the critical role of inhalation and continue to recommend
use of surgical/medical masks, which do not provide respiratory protection against inhalation of
infectious aerosols. It is also important to update the list of infectious diseases currently
classified as transmitted by the airborne or droplet routes to those that can be transmitted via
aerosol transmission/inhalation. The Work Group’s proposals ultimately weaken protections
for health care personnel even though the Covid-19 pandemic underlined the importance

of strong protections for health care personnel and patients.

5. The evidence review on N95 respirator and surgical mask effectiveness was flawed

and must be redone with input from scientific researchers and experts in respiratory protection,
aerosol science, and occupational health. The evidence review prioritized the findings of
randomized controlled trials and cherry-picked data to conclude there was no difference
between N95 respirators and surgical masks, omitting other applicable data and studies. The
evidence review failed to look at extensive evidence on respirator effectiveness from laboratory
studies and studies in non-health care workplaces.

6. CDC/HICPAC inexplicably fails to acknowledge the importance and function of core control
measures for infectious aerosols. The large body of evidence on the effectiveness of
respirators and the importance of ventilation and air filtration for controlling worker exposure to
infectious aerosols have not been considered. There are no recommendations on ventilation.
The proposed use of airborne infection isolation rooms (AllIRs), or other approaches to isolation
when use of AlIRs is not possible, is significantly limited. In addition, source control (limiting
outward emission of infectious aerosols) is not adequately considered in the context of personal
protection from inhalation.

With Kind Regards,

Catherine Lee

We (nurses and patients) are demanding the CDC to recognize aerosol and micro-aerosol
spread of diseases.

Respirators work, as a predictable matter of engineering. Only an N95 or better respirator can
protect you from aerosol-transmitted disease. Suggesting that respirators are on par with
surgical masks is a gross misrepresentation of the evidence.

If you, your parents, or your infant end up in an emergency room, you shouldn't have to worry
about preventable airborne illnesses like tuberculosis, measles, or COVID-19.
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Finally, let's not forget about the safety of healthcare workers. They deserve protection just as
much as patients do. Besides, if we keep disabling or killing healthcare workers with
preventable iliness, who will be left to treat patients?

Please do the right thing to protect healthcare workers and patients!

Shana C. Bates, RN

“All dental settings, regardless of the level of care provided, must make infection prevention a
priority”

Since dental patients must remove their masks to receive dental care, it is essential that all
dental staff wear unvented N95s or half face elastomeric respirators with source control filters
such as RU8500x. As someone who is high risk and currently wear a half face respirator with
P100 filters in all shared air settings, dental care is my highest risk exposure.

However in the future if | were to need surgery that would also be extremely risky. All healthcare
settings from retail pharmacies to dentists to hospitals need respirator mandates for employees.
That means every single employee in healthcare settings: receptionist, doctor, janitor, nurse,
billing specialist, CNA, cook, etc. No just during patient care. Previously CMS used their power
to enforce an ineffective vaccine mandate for all those individuals. The correct solution is
respirators. Respirators work against every COVID variant, tuberculosis, Influenza, Strep A,
common colds, RSV and every other contagious respiratory illness. In addition to protecting
patients from infection while receiving medical care, this policy protects healthcare workers. In
turn this will reduce staff shortages and lead to faster discharges.

Various sizes of respirators and surgical masks must also be provided and some form of
masking required for all patients who are able to wear them. Fit testing services should be
offered to patients.

Jamie Vineski

Colorado Springs

Hello,

| would like the following points to be strongly considered/discussed at the upcoming meeting:
-Recognize aerosol transmission of COVID

-Require respirator r