UNIVERSITY OF MEDICINE &
DENTISTRY OF NEW JERSEY

UMDN]

UMDNJ - School of Health Related Professions
Health Questionnaire

Stratford Campus

UMDNJ Faculty/Staff members serving in positions which require screenings/physicals shall undergo
these procedures as a condition of employment and continued employment. Please refer to your ‘offer
letter’ or contact the department chair for more information.

Note: SHRP faculty who will never be on a UMDNJ campus and have no potential work-related patient,
clinical or lab contact with TB is exempt from completing this form. The Department Chair MUST
advise the Dean’s office if you are waived.

Note: To be completed by all faculty

Health questionnaire
Employee Health History
Tuberculosis (TB) Surveillance

To be completed by clinical faculty only

The above forms plus -

Hepatitis B Surveillance (Policy Attached)
Hepatitis B vaccine Declination and Documentation
Respirator Medical Evaluation Questionnaire

Questionnaires must be returned directly to the respective hiring campus or sent to the address below in a
sealed envelope:

UMDNJ — School of Health Related Professions
Faculty Affairs Office
65 Bergen Street, Suite 120
Newark, NJ 07101

Contact Information for:

Family Medicine Employee Health:

Jamille Crawford University Doctor’s Pavilion, Suite 2100

UMDNJ - School of Osteopathic Medicine 42 East laurel road

One Medical Center Drive Stratford, NJ 08084

UEC Building, Room 1126

856-566-6317 (Tel) Appointments are required:

856-566-6188 (Fax) Please call 856-566-7020
Office Hours:
9:00 am-4:30 pm Monday , Tuesday, Thursday & Friday
1:00 pm-8:30 pm on Wednesday





UNIVERSITY OF MEDICINE &
DENTISTRY OF NEW JERSEY

UMDN]

MEDICAL CONFIDENTIAL
HEALTH QUESTIONNAIRE

INAME (PIEASE PIINE): ittt bbb bbb bbbt b bR e bt e b st b b h e b et st e bt b s bt bbbt st n s
Last First Middle
T T I T o[5S
Street
City State Zip code
HOME TEIEPNONE NMUMDEI ...t b bbbt bbb bbbt b bbbttt n s
Social Security NUMDET:.... oo Employee ID NO.i . ..o e
Date of Dirth:......cccoooi i,
Age:.
Birthplace:...........vvieeeeeeeeeereeeeie e e serien e eenisenieneee. - S€X: ] Female [ ] Male
Race/Ethnicity: [] American Indian/Alaskan Native ] Black, not Hispanic ] Hispanic
[ ] Asian/Pacific Islander ] White, not Hispanic [] Other............
Marital status:  [] Married [] Widowed [ ] Divorced [] Single/Never married [ ] Decline to
answer
Maiden Or Other PreVIOUS NAMES USE: ... .. . eieeiieite sttt et e e eteste st testeetesteese e s e e s e beseesbesbeaaeas e e e eneesseabesbeebeebeaneaneeseneas
Person to contact in EMEIgENCY:.....cccevvivreeeeieeieresese e sesee e e Relationship:.....ccccooeveievci e,
Emergency telePhone NUMDEE: ..o bbb bbb bbbt bbbttt
Have you ever been hospitalized or treated at the UMDNJ - University Hospital? [ ] Yes ] No

Have you ever been seen for any reason at the NJMS Occupational Medicine Service? [ ] Yes [] No

School/Unit: [ JCA []GSBS [JNJDS [INJMS []JSHRP [JSN []SPH [JUH []UBHC [] Other

Department:.......ccoevevevvvveiieee e Work location:.......cccceeevevenicienennnn, Work tel no:.......ccoveneee.

SIGNATUNE. . et e Today’s date:...............

Stratford: 42 East Laurel Road, UEC - Suite 2100, Stratford, NJ 08084 Phone: 856-566-6317 Fax: 856-566-6188





NO YES
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DENTISTRY OF NEW JERSEY

Employee Health History

Last First Middle

General Health History — Please DISCUSS all YES answers |

©oNA~ N E

[N
o

13

16

19

25

Visited a physician in the past year?

Absent from work or school for a medical reason in the past year?

Health worsened in the past year?

Ever absent from work or school for an illness or injury related to work or due to a chemical or other hazard?
Wear prescription eyeglasses or contact lenses?

Any visual difficulties that are not correctable?

Use dentures?

Cold or sore throat more than twice a year?

Recurrent ear infections or perforated eardrum?

. Difficulty hearing?
11.
12.

An abnormal hearing test ever?
Allergic to animal(s)?

. Allergic to medicine(s)?
14.
15.

Hayfever, allergic to food or other substances in the environment?
Special diet for medical reasons?

. Skin troubles?
17.
18.

Skin rashes or diseases that prevent you from shaving (for men) or interfere with wearing a respirator?
Any x-ray picture during the past year?

. An abnormal chest x-ray ever?
20.
21.
22.
23.
24,

Prescription medications over the past month?

Other medicines, including for colds, diet and headaches, vitamins, and eye and nose drops over the past month?
Hospital inpatient overnight?

Currently pregnant (for women)? If NO, last menstrual period:

Served in military or uniformed services?

. Any medical condition that requires you to restrict your activity?
26.
27.

Ever advised to change jobs or work assignments because of any health problem or injury?
Ever received compensation for any illness or injury resulting from work or military service?

Communicable Diseases History |

28
29

4

46.
47.
48.
49.
50.

. Tuberculosis skin test (PPD) in the past 12 months?

. Tuberculosis skin test (PPD) more than 12 months ago?
30.
3L
32.
33.
34,
35.
36.
3.
38.
39.
40.

Positive or abnormal tuberculosis skin test ever?

Tuberculosis disease?

Told you need medicines for exposure to tuberculosis or for tuberculosis disease?
Immunized with the BCG (Bacille Calmette-Guerin) tuberculosis vaccine?

Lived or traveled outside the United States or Canada?

Close contact with a family member or other person who had tuberculosis?

Exposed to tuberculosis in a previous job?

Persistent fever, fatigue, chills, night sweats, unexplained weight loss, shortness of breath or chest pain?
Measles?

Rubella or German measles?

Immunized with 2 doses of measles vaccine and rubella vaccine or of MMR vaccine?

. Chickenpox or varicella?
42,
43,
44,
45,

Immunized with 2 doses of chickenpox or varicella vaccine?

Immunized for tetanus (tetanus shot) in the past 10 years?

Received a blood transfusion ever?

Exposed in a previous job to blood or body fluids that may have contained bloodborne pathogens, including
hepatitis B virus, hepatitis C virus, or human immunodeficiency virus?

Hepatitis or jaundice?

Immunized with three doses of hepatitis vaccine?

Told you need medicines for exposure to meningitis or for meningitis?

Immunized with meningitis vaccine?

Immunized with influenza vaccine?





NO YES | Noncommunicable Diseases History — Please DISCUSS all YES answers |

51. Chest pain when you exert yourself, for example, when climbing stairs, walking or running?

52. Coronary artery disease or other heart disease?

53. Had a heart attack, coronary bypass surgery or any treatment for coronary artery disease?

54. Palpitations, rheumatic fever or heart murmur?

55. Blood pressure is greater than 150/90 with or without medication?

56. Quickly become short of breath when climbing stairs or walking

57. Asthma?

58. Chronic cough, other respiratory problem or chronic lung disease, for example, emphysema or bronchitis?

59. An abnormal lung function test ever?

60. Frequent or persistent stomach or other intestinal trouble?

61. Liver disease?

62. Hernia?

63. Back pain ever?

64. Broken bone or dislocation?

65. Painful, swollen or stiff shoulder, arm, wrist, finger, leg, knee or foot?

66. Headaches that incapacitate you?

67. Seizure disorder or epilepsy, paralysis or history of fainting or being unconscious?

68. Claustrophobia?

69. Difficulty reading or learning disability

70. Kidney or bladder trouble or blood in your urine

71. Diabetes mellitus?

72. Weight change in the past year?

73. Treated for a cyst, growth, tumor or cancer?

74. Immune suppression or deficiency?

75. Amputation?

76. Any surgical operation?

Other Exposures History — Please DISCUSS all YES answers

77. Smoke cigarettes currently?

78. Smoked cigarettes ever?

79. Used other tobacco products ever?

80. Drink alcohol, including beer, wine or other liquor?

81. If you drink alcohol, ever attempted to cut down on your drinking, annoyed by other people criticizing your
drinking, felt guilty about drinking or taken a morning eye-opener?

82. Injured in a road traffic crash, fight or assault?

83. Worked with anesthetic gases, anticancer agents, ethylene oxide, formaldehyde or glutaraldehyde?

84. Worked with hazardous waste, benzene, carbon tetrachloride, irritant dusts, isocyanates, paints, pesticides,
petroleum products, phenol, silica, solvents, toluene or welding fumes?

85. Worked with chromium, lead, mercury, or other metals?

86. Worked with radioactive materials or radiation-producing machines?

87. Exposed to loud noise for over one month?

88. Worked in a hospital or other health care facility?

89. Worked with asbestos or in building construction, mining, pipefitting, plumbing, a chemical plant, foundry,
refinery or shipyard?

90. Exposed to chemical or other hazards not noted above?

91. Worked in other environments with materials that concern you?

92. Advised to wear protective equipment on a job?

93. Difficulty wearing latex gloves or other products?

94. Worn a respirator ever?

95. Medically restricted from using a respirator?

96. Any symptoms from exposure to chemical or other hazards?

97. Any hobby activities that involve the use of or exposure to dusts, chemicals or fumes?

98. Any other medical problems not noted above or other circumstances that should be reported to fairly complete
these questions and determine medical factors for fitness for duty and job placement?

99. Please specify: Left-handed or Right-handed?

I certify that the above is accurate and true to the best of my knowledge.

Signature Date
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UNIVERSITY OF MEDICINE &
DENTISTRY OF NEW JERSEY

Hepatitis B Vaccine Declination and Documentation

Hepatitis B Vaccine Declination (OSHA Section 1910.1030, Appendix A, Mandatory)

D I understand that due to my occupational exposure to blood or other potentially infectious
materials | may be at risk of acquiring hepatitis B virus (HBV) infection. | have been
given the opportunity to be vaccinated with hepatitis B vaccine, at no charge to myself.
However, | decline hepatitis B vaccination at this time. | understand that by declining
this vaccine, | continue to be at risk of acquiring hepatitis B, a serious disease. If in the
future 1 continue to have occupational exposure to blood or other potentially infectious
materials and I want to be vaccinated with hepatitis B vaccine, | can receive the
vaccination series at no charge to me.

Hepatitis B VVaccine Documentation

D I have had fewer than the recommended 3 doses of hepatitis B vaccine previously. | will
go to Employee Health Service to either begin or complete the hepatitis B vaccine
series, as long as | do not have natural hepatitis B virus infection.

D I had a previous series of 3 doses of hepatitis B vaccine in (specify
year[s])

Signature

Name (please print)

Department

Date

Stratford: 42 East Laurel Road, UEC - Suite 2100, Stratford, NJ 08084 Phone: 856.566.6317 Fax: 856.566.6188
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DENTISTIY OF MEW JERSEY

Occupational Safety and Health Administration (OSHA)
Respirator Medical Evaluation Questionnaire

SHORT FORM

(Mandatory Appendix C to Sec. 1910.134)

To the employee: Can you read (check one)? Yes No
Your employer must allow you to answer this questionnaire during normal working hours, or at a time and place that is
convenient to you. To maintain your confidentiality, your employer or supervisor must not look at or review your answers,
and your employer must tell you how to deliver or send this questionnaire to the health care professional who will review it.
Please return the completed questionnaire in a sealed envelope to your hiring department or send it directly to the
SHRP Deans Office, 65 Bergen Street, Ste. 129, Newark, NJ 07101; telephone 973.972.4496; fax 973.972.5228.

If you are to use a respirator other than N-95, please complete the OSHA Respirator Medical Evaluation
Questionnaire LONG FORM, which includes additional questions 10-15 and Part B.

Part A. Section 1. (Mandatory) The following information must be provided by every employee who has been selected to use
any type of respirator (please print).

1. Today's date: 2. Your name:
3. Date of Birth: / / 4. Sex (check one): [] Male [1 Female
5. Your height: ft. in. 6. Your weight: pounds

7.Your job title:

8. A daytime phone number where you can be reached by the health care professional who reviews this questionnaire
(include area code): ( )

9. The best time to phone you at this number: a.m. p.m.

10. Has your employer told you how to contact the health care professional who will review this questionnaire — please see
the note above (check one)? [] Yes [1 No

11. Check and specify the type of respirator you will use (you can check more than one category):
[1 N respirator (for example, for tuberculosis protection): N-95
[1 Other type (for example, half- or full-face piece type, powered-air purifying, supplied-air, self-
contained breathing apparatus):

12. Have you worn a respirator (check one)? [] Yes, what type(s) [1 No

Employee’s signature






Part A. Section 2. (Mandatory) Questions 1 through 9 below must be answered by every employee who has been
selected to use any type or respirator. If you are to use a respirator other than N-95, please see supplemental
questions 10-15 and Part B, also. Please check all that apply.

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month? [] Yes [] No

2. Have you ever had any of the following conditions? [] Yes (specify) [] No
[T Allergic reactions that interfere [1 Diabetes (sugar disease) [1 Claustrophobia (fear of closed-
with your breathing [1 Trouble smelling odors in places)
[1 Seizures (fits)

3. Have you ever had any of the following pulmonary or lung problems? [] Yes (specify) [] No

[1 Asbestosis [1 Tuberculosis [1 Broken ribs

[1 Asthma [1 Silicosis [T Any chest injuries or surgeries
[1 Chronic bronchitis [1 Pneumothorax (collapsed lung) [1 Any other lung problem that
[1 Emphysema [1 Lung cancer you've been told about

[1 Pneumonia

4. Do you currently have any of the following symptoms of pulmonary or lung illness? [] Yes [] No

[1 Shortness of breath [1 Shortness of breath when [1 Coughing up blood in the last
[1 Shortness of breath when washing or dressing yourself month
walking fast on level ground or [1 Shortness of breath that [1 Wheezing
up a slight hill or incline interferes with your job [1 Wheezing that interferes with
[1 Shortness of breath when [1 Coughing that produces phlegm your job
walking with other people at an (thick sputum) [1 Chest pain when you breathe
ordinary pace on level ground [1 Coughing that wakes you early deeply
[ 1 Have to stop for breath when in the morning [1 Any other symptoms that you
walking at your own pace on [1 Coughing that occurs mostly think may be related to lung
level ground when you are lying down problems
5. Have you ever had any of the following cardiovascular or heart problems? [] Yes (specify) [] No
[1 Heart attack [T Swelling in your legs or feet [1 High blood pressure
[]1 Stroke (not caused by walking) [1 Any other heart problem that
[1 Angina [1 Heart arrhythmia (heart beating you've been told about
[1 Heart failure irregularly)

6. Have you ever had any of the following cardiovascular or heart symptoms? [ ] Yes (specify) []
No?

[1 Frequent pain or tightness in [1 Pain or tightness in your chest [1 Heartburn or indigestion that is
your chest that interferes with your job not related to eating
[ 1 Pain or tightness in your chest [1 Inthe past two years, have you [1 Any other symptoms that you
during physical activity noticed your heart skipping or think may be related to heart or
missing a beat circulation problems

7. Do you currently take medication for any of the following problems? [] Yes (specify) [] No
[1 Breathing or lung problems [1 Blood pressure [1 Seizures (fits)
[1 Heart trouble

8. If you've used a respirator, have you ever had any of the following problems? (If you've never used a
respirator, check the following space and go to question 9.) [ ] Never used a respirator

[1 Eye irritation [1 Anxiety [1 Any other problem that
[1 Skin allergies or rashes [1 General weakness or fatigue interferes with your use of a
respirator

9. Would you like to talk to the health care professional who will review this questionnaire about your answers to
this questionnaire? [] Yes [] No





UNIVERSITY OF MEDICINE &
DEMTISTRY OF NEW |ERSEY

UMDN]

Request for Medical Evaluation for N-95 Respirator Use: Short Form

Section A: COMPLETED BY REQUESTING DEPARTMENT MANAGER OR SUPERVISOR

Employee name (please print):

Last First Middle
SSN: OR Employee ID NO.
Department: Work location:

School/Unit: [ JCA []GSBS [INJDS [INIMS [JSHRP []SN []sPH []JuBHC []JUH
Other employer, please specify

Supervisor name (print): Supervisor tel #:

Models of respirator(s) being considered:__ N-95

Hazardous agent: [ | TB  [] Chemical (specify) [_] Dust/particulate exposure (specify) [ | Other (specify)
Specify:
Level of work effort: [ ] Light [ ] Moderate [ ] Heavy [ ] Strenuous

Extent of usage: [_| Daily [] Occasionally, but more than once a week [] Rarely or emergency use only

How many hours a day will respirator be used?

Does the employee have a beard or facial hair that may interfere with the use of a respirator? [ ] Yes []No

Special work considerations (e.g., patient lifting requirements, other protective clothing which may add stress):

Department Manager/Supervisor Signature

Section B: COMPLETED BY OCCUPATIONAL MEDICINE SERVICE - Respirator Medical Classification:

Assessment: [_] Initial [ ] Revision number

The individual is medically qualified to use the respirator noted above without limitations/restrictions.

The individual is medically qualified to use the respirator noted above with the following limitations/restrictions:

The individual is currently NOT medically qualified to use the respirator noted above.

Please have the individual contact the Occupational Medicine Service, in SSB Suite GA 167, tel 973.972.2900,
fax 973.972.2904, to schedule additional examinations.

O Od}] Od

Other comments:

Evaluator’s signature Date:

Name (please print):

Stratford: 42 East Laurel Road, UEC - Suite 2100, Stratford, NJ 08084 Phone: 856.566.6317 Fax: 856.566.6188
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MEDICAL CONFIDENTIAL

UMDN]

UNIVERSITY OF MEDICINE &
DEMTISTRY OF NEW JERSEY

Faculty/Medical Staff Tuberculosis and Hepatitis B Surveillance Status

0 To be completed by Personal Health Care Provider or Employee Health, Stratford Campus (for
UMDNJ Stratford employees and new hires only).
0 NOT to be completed by the faculty/medical staff member.
0 All medical records and test results are considered CONFIDENTIAL.
0 Please direct questions to:
Family Medicine-SOM, 42 East Laurel Road, UEC - 2100, Stratford, NJ 08084
Telephone: 856-566-6317; fax: 856-566-6188

Name (please print):
Date of birth: SSN:

Department:

Do not write below this line/box.

Tuberculosis (TB) Surveillance (Required of All Faculty/Medical Staff)

Q Tuberculin Skin Test — document the following:
Date placed Date read Induration mm

If 0-9 mm induration, test must have been done in the most recent 12 months to be acceptable.

QuantiFERON-TB Gold test: Date ] Positive ] Negative ] Indeterminate
Diagnosis (choose one): [] NoTB [ Latent TB Infection [1 Tuberculosis Disease
If Latent TB Infection or Tuberculosis Disease, specify (and attach documentation):
Chest radiograph: Date Result
Treated: [] No [] Yes (specify)
O Other comments:
[ [] ]
» Tuberculosis Surveillance Program: Exempt Include in Surveillance Not Cleared

Hepatitis B Immunization Program (For Faculty with Potential Contact and All Medical Staff)

O Immunized with >3 doses of hepatitis B vaccine

Dates:
Immune by serologic testing, date (attach documentation)
Signed OSHA/PEOSH waiver (CFR1919.1030, Appendix A): Date (attach copy)
> Hepatitis B Program: [] Immune [] OSHA/PEOSH Exempt [] Needs vaccine &/or
titer

OSHA/PEOSH Medical Evaluation for N-95 Respirator Fit Test (CFR1910.134, Appdix. C)

> [ Cleared [ 1 Cleared with limitation ] Not cleared
Personal health care provider or OMS staff Title
Signature Telephone Number Date

Stratford: 42 East Laurel Road, UEC — 2100, Stratford, NJ 08084 Phone: 856.566.6317 Fax: 856.566.6188
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9 UNIVERSITY OF MEDICINE &

DENTISTRY OF NEW JERSEY

UNIVERSITY POLICY
SUBJECT: HEALTH SERVICES TITLE:  TUBERCULOSIS SURVEILLANCE
CODING:  00-01-40-42:00 ADOPTED:  9/24/01 AMENDED:  9/24/01

l. PURPOSE
To establish a base line of information and to reduce the risk of transmission of tuberculosis (TB) infection.
Il ACCOUNTABILITY

The Senior Vice President for Academic Affairs and the Senior Vice President for Administration and
Finance shall ensure compliance with this policy. The Deans, Vice Presidents, Department Chairs, Human
Resources, and Directors of the Occupational Medicine Services and Volunteer Services shall implement
this policy.

M. APPLICABILITY

This policy shall apply to all of the following categories of people who work on UMDNJ premises:
employees, including faculty, staff, interns, residents and clinical fellows; post-doctoral fellows; all persons
who have accepted an offer of employment; and to all volunteers. All persons listed will hereafter be
referred to as “personnel.”

Contract agencies shall be required by contract to follow all Occupational Safety and Health
Administration (OSHA) regulations and Center for Disease Control and Prevention (CDC)
recommendations including those concerning tuberculosis.  Such contract agencies shall provide
documentation to Human Resources and to the university administrator for their contract(s) regarding the
following: TB surveillance, prevention and control activities, including baseline, two-stage, and periodic
skin testing, TB education and respirator fit testing for all of their employees who work in University
patient care service areas and activities.

Housestaff requirements are specified in UMDNJ policy #00-01-40-45:00 Housestaff Immunizations &
Health Requirements.

Student requirements are specified in UMDNJ policy # 00-01-25-40:00, Student Immunizations & Health
Requirements.

V. DEFINITIONS

See Exhibit A.
V. REFERENCES
A Housestaff Immunizations & Health Requirements  00-01-40-45:00
B. Student Immunizations & Health Requirements 00-01-25-40:00
Tuberculosis Surveillance Page 1 of 6
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VI. POLICY

A PREPLACEMENT TESTING

1.

At the time a position is offered, potential personnel shall be informed of the TB testing
requirements by Human Resources and/or by the office making the offer.

All new personnel shall undergo TB skin testing using the Mantoux method, 5 tuberculin
units of purified protein derivative (PPD) injected intradermally before starting work,
unless exempted pursuant to this policy.

At the time of TB testing, if a diagnosis of active TB is clinically suspected, the personnel
shall not be allowed to begin work until a diagnosis of active TB has been excluded or
unless the personnel is on therapy and a determination by each campus’s employee
healthcare provider has been made that the individual is noninfectious.

If the result of any new personnel’s PPD test taken before starting work is negative, a
second PPD test shall be performed 1-3 weeks after the first test. This second test may be
performed after the individual begins work. If the second test is positive, this is most
likely a boosted reaction and not a new infection, and the individual shall be considered
to have been previously infected and managed in accordance with this policy found in
section VII C. This two-step method shall be used in order to detect boosting phenomena
that might be misinterpreted at subsequent testing as a new infection.

If the result of a new personnel’s PPD test taken before starting work is negative, and the
individual has a documented negative PPD test within 12 months of starting work, the
second PPD test can be avoided.

B. PERIODIC TESTING

1.

If the initial test result is negative, periodic testing shall be performed as required by the
Public Employees Occupational Safety and Health (PEOSH) program for all personnel
with potential patient contact and/or exposure to potentially infectious materials as
determined by each school or administrative unit and personnel with non-human primate
contact in accordance with the National Research Council Guide for the Care and Use of
Laboratory Animals.

Annual testing for personnel with potential patient contact, or exposure to infectious
materials will be conducted based upon the date of the personnel’s latest skin test.

All personnel who work in high-risk patient care areas as defined by PEOSH (see Exhibit
A) will be given a PPD every three (3) months.

All personnel who work in intermediate risk areas as defined by PEOSH (see Exhibit A)
will be given a PPD every six (6) months.

Personnel with non-human primate contact shall receive periodic testing every six (6)
months.

All other personnel do not require periodic TB skin testing unless otherwise directed or
required by the appropriate campus’s employee healthcare provider.

When a Director of Occupational Medicine Services determines that other TB testing is
advisable, (e.g. a TB cluster has occurred or potential exposure to a documented TB case)
(see Exhibit A), the Director may contact personnel to administer testing for tuberculosis.

Tuberculosis Surveillance
Amended: 09/24/01
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VII.

VIIIL.

PROCEDURES

A

Personnel with a history of Bacille Calmette-Guerin (BCG) vaccination are not exempt from the
TB testing. Anyone with a history of BCG vaccination with a positive PPD test result is
considered to have latent TB infection and will be managed as stated in this policy. (Section VII
D).

All PPD tests must be administered, read and interpreted in accordance with current CDC
guidelines, and shall be performed by trained personnel at each campus’s employee healthcare
site, other UMDNJ sites or UMDNJ approved site. UMDNJ sites or UMDNJ approved sites must
forward all records to the appropriate campus’s employee healthcare provider.

Personnel who have initial positive PPD test results, subsequent PPD test conversions or
symptoms suggestive of TB must be evaluated promptly for TB disease. This evaluation should
include a history, clinical examination and a chest X-ray. If the history, clinical examination or
chest X-ray is compatible with TB disease, additional tests such as sputum microscopy and culture
shall be performed. If symptoms compatible with active TB are present, personnel shall be
excluded from work until either (a) a diagnosis of active TB is ruled out, or (b) a diagnosis of
active TB is established, treatment is begun and a determination is made by the campus employee
healthcare provider that the personnel is noninfectious.

Personnel who have latent TB infection should be evaluated for therapy according to published
CDC guidelines. If the evaluation for TB disease, treatment for TB and/or therapy for latent
infection are carried out at a facility other than the campus employee healthcare provider, all test
results and documentation of care must be provided to the appropriate campus employee
healthcare provider. Personnel with latent TB infection shall not be restricted from normal work
activities.

Compliance with this policy is a condition of work and continued work. Personnel shall not be
permitted to have contact with patients and non-human primates unless they have received PPD
testing and any required follow-up. An individual's direct supervisor may take disciplinary action
up to and including termination of work for personnel who fail to comply with their TB testing
obligation.

EXEMPTIONS/EXCEPTIONS

Other than the exceptions/exemptions listed below, this policy shall apply to all personnel.

A.

Prior Documentation

Documentation of having met the requirements of this policy may be accepted at the discretion of
the campus employee healthcare provider.

Medical Contraindications

Personnel may be exempted from PPD testing if there is a medical contraindication and if failure
to receive testing does not prevent fulfillment of the requirements of the job. Such personnel must
present a written statement from a physician licensed to practice medicine in the United States
stating that the PPD test is medically contraindicated, and giving the reasons for the
contraindication and its duration, if not permanent. The written physician's statements shall
become part of the personnel’s health record and shall be reviewed by the appropriate campus
employee healthcare provider. When a medical contraindication no longer exists, the personnel
must then comply with the policy’s requirements.

Tuberculosis Surveillance Page 3 of 6
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C. Other Exemptions
Exemptions to this policy may be made by the Directors of the Occupational Medicine Services.
IX. EXHIBITS
A Definitions and Requirements

B. Bibliography

By Direction of the President:

Senior Vice President for Academic Affairs Senior Vice President for Administration and Finance

Tuberculosis Surveillance Page 4 of 6
Amended: 09/24/01





Exhibit A

Definitions and Requirements

Public Employees Occupational Safety and Health (PEOSH) Program's "Requirements for Preventing
Occupational Exposure to Tuberculosis”, June 1997.

Definition of a minimal, low, intermediate, or high-risk category is:

e A minimal risk category applies to an entire facility that has not treated, transported, or admitted
individuals with suspected or confirmed infectious TB during the preceding year.

o Alow risk category refers to areas or occupational groups within a facility that treated, transported, and/or
admitted fewer than six (6) individuals with suspected or confirmed infectious TB disease during the
preceding year.

e An intermediate risk category refers to areas or occupational groups within a facility that treated,
transported, and / or admitted six (6) or more individuals with suspected or confirmed infectious TB disease
during the preceding year.

e Ahigh risk category refers to areas or occupational groups in which a) employee PPD conversion rates
were significantly greater than for areas or groups in which occupational exposure to Mycobacterium
tuberculosis was unlikely or than previous rates for the same area or occupational group, and
epidemiological evaluation suggests nosocomial transmission; or b) a cluster of PPD test conversions
occurred, and epidemiological evaluation suggests nosocomial transmission of M. tuberculosis; or c)
possible person-to-person transmission of M. tuberculosis has been detected.

Latent TB Infection: A condition in which living tubercle bacilli are present in the body but the disease is not
clinically active. Infected persons usually have positive tuberculin reactions, but they have no symptoms related to
the infection and are not infectious. However, infected persons remain at lifelong risk for developing disease unless
preventive therapy is given.

Purified Protein Derivative (PPD)-Tuberculin Test Conversion: A change in PPD test results from negative to
positive. A conversion within a 2-year period is usually interpreted as new M. tuberculosis infection, which carries
an increased risk for progression to active disease. A booster reaction may be misinterpreted as a new infection.

TB Case: A particular episode of clinically active TB disease. This term should be used only to refer to the disease
itself, not the patient with the disease. By law, cases of TB must be reported to the local health department.

TB Cluster: Two or more PPD skin-test conversions occurring within a 3-month period among Healthcare
Workers in a specific area or occupational group, and epidemiologic evidence suggests occupational (nosocomial)
transmission.
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		I. PURPOSE

		II. ACCOUNTABILITY 

		III. APPLICABILITY 

		 A. PREPLACEMENT TESTING

		B. PERIODIC TESTING



		All other personnel do not require periodic TB skin testing unless otherwise directed or required by the appropriate campus’s employee healthcare provider. 

		VII. PROCEDURES

		A. Personnel with a history of Bacille Calmette-Guerin (BCG) vaccination are not exempt from the TB testing.  Anyone with a history of BCG vaccination with a positive PPD test result is considered to have latent TB infection and will be managed as stated in this policy.  (Section VII D).

		B. All PPD tests must be administered, read and interpreted in accordance with current CDC guidelines, and shall be performed by trained personnel at each campus’s employee healthcare site, other UMDNJ sites or UMDNJ approved site.  UMDNJ sites or UMDNJ approved sites must forward all records to the appropriate campus’s employee healthcare provider. 

		C. Personnel who have initial positive PPD test results, subsequent PPD test conversions or symptoms suggestive of TB must be evaluated promptly for TB disease.  This evaluation should include a history, clinical examination and a chest Xray.  If the history, clinical examination or chest Xray is compatible with TB disease, additional tests such as sputum microscopy and culture shall be performed.  If symptoms compatible with active TB are present, personnel shall be excluded from work until either (a) a diagnosis of active TB is ruled out, or (b) a diagnosis of active TB is established, treatment is begun and a determination is made by the campus employee healthcare provider that the personnel is noninfectious.  

		D. Personnel who have latent TB infection should be evaluated for therapy according to published CDC guidelines.  If the evaluation for TB disease, treatment for TB and/or therapy for latent infection are carried out at a facility other than the campus employee healthcare provider, all test results and documentation of care must be provided to the appropriate campus employee healthcare provider.  Personnel with latent TB infection shall not be restricted from normal work activities.



		VIII. EXEMPTIONS/EXCEPTIONS

		A. Prior Documentation 

		Documentation of having met the requirements of this policy may be accepted at the discretion of the campus employee healthcare provider. 

		  B. Medical Contraindications

		Personnel may be exempted from PPD testing if there is a medical contraindication and if failure to receive testing does not prevent fulfillment of the requirements of the job.  Such personnel must present a written statement from a physician licensed to practice medicine in the United States stating that the PPD test is medically contraindicated, and giving the reasons for the contraindication and its duration, if not permanent.  The written physician's statements shall become part of the personnel’s health record and shall be reviewed by the appropriate campus employee healthcare provider.  When a medical contraindication no longer exists, the personnel must then comply with the policy’s requirements. 

		 C. Other Exemptions

		Exemptions to this policy may be made by the Directors of the Occupational Medicine Services.





		IX. EXHIBITS

		Purified Protein Derivative (PPD)-Tuberculin Test Conversion:  A change in PPD test results from negative to positive.  A conversion within a 2-year period is usually interpreted as new M. tuberculosis infection, which carries an increased risk for progression to active disease.  A booster reaction may be misinterpreted as a new infection.
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