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	Brief Guidance for Healthcare Personnel Exposed to a Human HPAI Case



The risk to healthcare personnel (HCP) is low; there has been no documented transmission from a hospitalized patient to HCP in the United States. The greatest risk is prolonged unprotected close care for the case patient. 

Infection control
· Standard, contact, and airborne isolation precautions are recommended by CDC for all persons under investigation for novel influenza A virus infection. 
· The patient should be placed in an airborne infection isolation room (AIIR, i.e. negative pressure) 
· Staff should use appropriate PPE with a respirator (fit-tested NIOSH approved disposable N-95 filtering facepiece or powered air purifying respirator), eye protection, gown, and gloves.  
· Facilities should consider dedicating HCP caring for these patients to minimize risk of transmission and exposure to other patients and other HCP.

HCP exposure definition
· HCPs within 6 feet of a patient with suspected or confirmed novel influenza A virus infection during the patient’s infectious period (defined as one day prior to symptom onset and through duration of hospitalization; sampling of the lower airway may be considered to establish end of disease with negative influenza PCR). 
· HCP who had contact with the patient without the use of recommended respirator and eye protection are considered highest risk, particularly those who had contact with aerosols or aerosol-generating procedures, or contact with the patient while on an open circuit ventilator or ventilator without HEPA filtration. Further stratification of risk is defined below.

Identify HCP exposures and initiate post-exposure prophylaxis
· The healthcare facility should track all exposed HCP (e.g., clinicians, environmental services workers, food service) and report the line list to the LHJ.
· To include names, DOB, type of exposure (including unprotected vs. protected), dates of exposure, contact information
· Oseltamivir PEP should begin as soon as possible (ideally within 48 hours) after first exposure but can be considered for asymptomatic exposed HCP who are still within 10 days of last exposure.

HCP symptom monitoring
· ALL HCP should be under symptom monitoring for 10 days following last exposure, regardless of appropriate PPE use or isolation.
· Unprotected exposure should be identified on the line list
· For clinical criteria Highly Pathogenic Avian Influenza A(H5N1) Virus: Interim Recommendations for Prevention, Monitoring, and Public Health Investigations | Bird Flu | CDC

	Option 1: 
	Furlough HCP with unprotected exposure for 10 days from the last exposure. The healthcare facility should institute daily active symptom monitoring. 

	Option 2: 
	If staffing concerns do not permit furlough, the asymptomatic healthcare personnel with lower risk exposures can continue to work. A tiered risk assessment approach may be instituted by the healthcare facility in partnership with the LHJ.
1. Tier 1 – high risk: HCP with contact to aerosol or aerosol-generating procedure, open ventilator circuit, or ventilator with no HEPA filter without respirator and eye protection should quarantine for 10 days from the last exposure with daily active symptom monitoring.
2. Tier 1 modified - high risk: Can be considered to support adequate staffing.
a. Negative influenza molecular assay result on upper respiratory tract specimens, AND 
b. Started on post-exposure antiviral chemoprophylaxis within 2 days of the most recent exposure, AND 
c. Wear a facemask for source control at all times.
3. Tier 2 – moderate risk: Exposed HCP with eye protection and surgical mask (no respirator or not fit-tested respirator) can continue to work by wearing a face mask for source control with daily active symptom monitoring.
4. Tier 3 – low risk: HCP with appropriate PPE use are under passive symptom monitoring and no source control required to work.



Testing of symptomatic HCP
If an exposed HCP develops symptoms during their monitoring period, they should isolate themselves at home, wear source control if around others, notify occupational health and/or the LHJ, and be excluded from work until they are no longer deemed infectious to others. Occupational health should immediately contact the LHJ if symptoms develop during the monitoring period (or DOH CDE 24/7 on-call 206-418-5500 if the LHJ is unavailable) and the LHJ should immediately contact DOH CDE to coordinate testing. 
· HCP should wear appropriate PPE when collecting a specimen
· Consider collecting specimens in an outside location to reduce exposure risk.
· Specimens should be sent directly to PHL
· A nasopharyngeal or combined nasal/oropharyngeal swab preferred; if a BAL or sputum is available, please submit. If an individual has conjunctivitis (with or without respiratory symptoms), both a conjunctival swab and nasopharyngeal or nasal/oropharyngeal combined swab should be collected.
· See instructions on collection of conjunctival swabs 
· See DOH influenza testing guidelines  
HCP can end isolation according to recommendations from occupational health and the LHJ. At a minimum, the person should receive a negative PCR result for influenza A and meet standard return to work guidance for respiratory illnesses.
Post-exposure chemoprophylaxis
Post-exposure chemoprophylaxis (PEP) with influenza antiviral medications can be considered for any person meeting epidemiologic exposure criteria. Decisions to initiate PEP should be based on clinical judgment, with consideration given to the type of exposure, duration of exposure, time since exposure, and known infection status of the case. 
· Oseltamivir PEP should begin as soon as possible (ideally within 48 hours) after first exposure but can be considered for asymptomatic exposed persons who are still within 10 days of last exposure.  
· [bookmark: _Hlk164336422]If oseltamivir PEP is initiated, oseltamivir treatment dosing (BID) is recommended instead of the once daily PEP recommended for seasonal influenza. 
· Adults: Oseltamivir 75mg twice daily for 5 or 10 days
· Antiviral PEP with oseltamivir (twice daily) should be continued for 5 or 10 days. 
· If the exposure was time-limited and not ongoing, the recommended duration is 5 days from the last known exposure. 
· In ongoing exposure, 10 days is recommended due to potential for prolonged infectiousness.
· See risk stratification table: Interim Guidance for Follow-up of Close Contacts of Persons Infected with Novel Influenza A Viruses Associated with Severe Human Disease or with Potential to Cause Severe Human Disease, and Use of Antiviral Medications for Post-exposure Prophylaxis | CDC 

Oseltamivir treatment
HCP meeting epidemiologic exposure criteria who develop signs and symptoms compatible with influenza should be referred for prompt testing and empiric initiation of treatment. 
· Adult dose is 75 mg twice daily for 5 days.
· Do not wait for test results to start treating if indicated.
· Clinical benefit is greatest when antiviral treatment is administered early, especially within 48 hours of illness onset. See: https://www.cdc.gov/bird-flu/hcp/novel-av-treatment-guidance/ 

DOH Guidance is adapted from the following: 
· Interim Guidance for Infection Control Within Healthcare Settings When Caring for Confirmed Cases, Probable Cases, and Cases Under Investigation for Infection with Novel Influenza A Viruses Associated with Severe Disease | CDC 
· Novel Influenza A Virus Infections 2024 Case Definition | CDC
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