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Abstract

The majority of diseases caused by air pollution, such as asthma and allergies, are caused by pathogenic
bacteria, which are transmitted through bioaerosols. Bacteria and fungi are the main sources of hospital
infections causing the majority of diseases and cases of mortality. The aim of this study was to determine the
ratio of indoor to outdoor fungi concentration, the effect of population density on fungi concentration, and the
relationship between indoor and outdoor environments. In this study, 3 stations were assessed; the outdoor
environment, general indoor environment, and intensive care units (ICUs) of Golestan Hospital affiliated to
Ahvaz University of Medical Sciences, Iran. These stations were used for the sampling of airborne fungi from
October to December 2010. The samples were collected over a period of 2 minutes in a flow rate of 28.3
l/minute using a QuickTake 30 air sampling pump. The 3 dominant fungi genera in the sampling stations were
Aspergillus, Penicillium, and Cladosporium. The average of total fungi concentration before visiting hours was
365.8 CFU/m which was reduced to 578 CFU/m after visiting hours. The indoor to outdoor ratios in the ICU and
internal wards for fungi before visiting hours were 0.36 and 0.68, respectively. However, these ratios in the ICU
and internal wards for fungi after visiting hours were 0.78 and 0.99, respectively. Following the visiting hours,
the concentration of fungi available indoors was conspicuously higher (even in the wards in which no visitors
were allowed (e.g., ICUs). Hence, the amount of indoor fungi was affected by the concentration of outdoor fungi
and the number of visitors.
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Introduction
Hospital environments contain an extensive
variety of hazardous materials, such as
mixtures of chemical and biological
contaminants. Every individual normally
inhales 10 m3 of air daily. Contact with
bioaerosols due to their noisome effects on
the health of humans has drawn attention as
a concern.1,2 The low quality of the air present
in hospitals directly influences the health of
humans especially patients with severe
immune deficiency and aggravates diseases
in individuals with prolonged contact.3,4 The
main sources of infections in hospitals are
bacteria and fungi, such as Aspergillus,
Fusarium, and Mucor, which have rapidly
increased in previous years and were the
cause of the highest reported death tolls.4-7
The epidemiology of bioaerosols depends on
humidity, temperature, and ventilation,
organic particles available in constitutive
materials, outdoor fungi load, and the quality
of buildings.8.9
Bioaerosols are emitted into the air by
different natural and man-made sources such
as soil, plants, animals, humans, sewage
treatment, and agricultural activities.10-12
Bioaerosols affect human health by
promoting infectious diseases, allergy,
asthma, and neurological diseases in
susceptible patients.4,13 Some soil-dwelling
fungi can irritate the lungs and some reports
indicate a relationship between fungi and
headaches.3 Mycotoxins generated by fungi
can negatively impact human health in
various ways, such as leading to both
digestive and respiratory problems.3,4,8,12,14
Indoor air quality is critical for the health of
living beings, especially in hospital buildings
where inhalation of particulate matter can
impact the health of its personnel, and
patients with vulnerable immune systems.15,16
According to Galal Saad, hospital
environments include an extensive variety of
hazardous materials, such as different
contaminants.17 Although indoor bioaerosols
mostly
originate
from
the
ambient
atmosphere, they also stem from indoor
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activities such as heating, ventilating, and air
conditioning (HVAC) systems.18
Indoor air quality depends on different
factors such as ventilation, temperature,
humidity, building materials and structure,
human activity, re-suspension, and outdoor
air pollution. The relative importance of each
of
these
factors
has
been
poorly
18
characterized.
Many studies have been conducted on
hospital bioaerosols that must be presented
in the introduction. Perdelli et al. conducted a
survey in 3 hospitals with different
ventilation systems, and found that
Aspergillus was the dominant genus.19 Their
results
showed
that
high-efficiency
particulate arrestance (HEPA) air ventilation
systems decreased the amplitude of
Aspergillus up to 99.9%. Appropriate
maintenance of the HEPA system can
preserve its efficiency at a high level.19
Nourian
and
Badalli
investigated
bioaerosol concentrations in different wards
of hospitals of Isfahan University of Medical
Sciences, Iran. They reported Aspergillus,
Alternaria, Penicillium, Fusarium, and
Cladosporium, respectively, as the dominant
fungi.20
Azizifar et al. reported the fungi genera
collected in hospitals in Qom, Iran, as
Penicillium,
Cladosporium,
Aspergillus
niger, Aspergillus flavus, and Rhizopus.21
Numerous
studies
have
surveyed
microorganism concentration in ambient air
and indoor environments around the
world.19-21 However, no study has surveyed
the effect of population density on fungi
concentration and the relationship between
indoor and outdoor environments.
The present research was conducted with
the aim of studying the effect of population
density on fungi concentration and the
relationship between indoor and outdoor
environments in an educational and
therapeutic hospital of Ahvaz, Iran. The main
objective of this study was to detect fungal
population differences between 3 stations
before and after visiting hours.
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Materials and Methods

was kept in an environment with a
temperature of 25-27 ºC for 72-96 hours. The
number of colonies was reported as colonyforming units (CFU) per cubic meters of air
sampled (CFU/m3).25-27.
In the present study, KolmogorovSmirnov test was used to determine the
normality of data. Mann-Whitney U test was
used for the comparison of bioaerosol
concentrations before and after visiting
hours. In addition, Spearman's rank
correlation coefficient, as a nonparametric
measure, was used to determine statistical
dependence and correlation between indoor
and outdoor fungi bioaerosol concentrations
before and after visiting hours.

The present study was conducted on bioaerosls
in a hospital with high attendance from
Khuzestan and its adjacent provinces during
one year (October 2010 to December 2010). The
samples were collected over a period of 2
minutes in a flow rate of 28.3 l/minute using a
QuickTake 30 air sampling pump equipped
with single stage viable cascade impactor (SKC
Inc., PA, USA).5,22,23 In the present research,
internal wards and intensive care units (ICUs)
were selected for sampling and patients were
of all ages. The air sampling was conducted
once every 6 days [the United States
Environmental Protection Agency (US-EPA),
2006].24 Sampling time was between 2 to 5 pm.
It should be noted that the different wards of
the hospital had natural ventilation in the form
of open doors and windows.
The sampling process was conducted for 2
minutes at 1.5-2 meters above the ground and
1 meter distance from obstacles and walls
(indoor) and 20 meters distance from the
street and plants (outdoor).25,26
Potato dextrose agar (PDA) with
chloramphenicol (100 μg/l) was used as the
medium before initiating the experiment in
order to inhibit the growth of bacteria, and
the device was disinfected by 70% alcohol.22-24
Then, biostage screening was performed on
the screens. The medium containing fungi
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In the present research, 90 samples were
collected from indoor and outdoor
environments of the hospital. The abundance
of fungi, the average and ratio of fungi
concentration in outdoor and indoor spaces,
and the fungi genus of the collected fungi are
presented in table 1. As presented in table 1
and figure 1, the highest concentration
percentage of the dominant fungi genera in
the indoor environment before and after
visiting hours was related to Cladosporium
(96.9% and 98.08%), Penicillium (28.96% and
24.4%), and Aspergillus (24.18% and 12.45%),
respectively.
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Figure 1. Percentage of fungi isolated in the air samples from indoor and outdoor environments of
the hospital during the study period
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Table 1. Average airborne fungi concentration (CFU/m3) and frequency (%) in indoor and outdoor environments before and after visiting hours
*Before visiting hours
**After visiting hours
Fungi
Septate hyphae

Dematiaceous
(Phaeo)
Hyphomycetes

Non-septate
hyphae

A. niger
A. terreus
A. flavus
A. fumigatus
Penicillium sp.
Fusarium sp.
Other ssp.
Total
Cladosporium sp.
Alternaria sp.
Aureobasidium sp.
Drechslera sp.
Total
Rhizopus sp.
Mucor sp.
Total
Yeasts
Non-sporulating
Total fungi

Outdoorsa

Internal wardc

Outdoorsa

ICUb
3

Internal wardc

CFU/m3
(%)

CFU/m3
(%)

Indoors/O
utdoors

CFU/m3(%)

Indoors/O
utdoors

CFU/m3
(%)

CFU/m
(%)

Indoors/
Outdoors

CFU/m3(%)

Indoors/O
utdoors

17(66.6)
4.8(33.3)
17.2(40)
11(53.3)
9.7(53.3)
4.3(23.3)
2(33.3)
66(93.3)
549(93.3)
29(46.6)
15(13.3)
4(33.3)
597(100)
21(53.3)
3(16.6)
24(66.6)
7(13.3)
9(66.6)
703(100)

9.9(33.3)
3.3(20)
15.2(66.6)
10.3(60)
23.7(53.3)
0
3.6(16.6)
66(80)
178.7(73.3)
0
0
1.3(26.6)
180(93.3)
3(33.3)
2(16.6)
5(40)
0
0
251(86.6)

0.58
0.68
0.88
0.94
2.44
0
1.80
1.00
0.33
0
0
0.25
0.30
0.14
0.66
0.21
0
0
0.36

18.1(53.3)
6.2(20)
21.6(60)
23.2(46.6)
94.1(80)
0
4.8(33.3)
168(93.3)
265.1(73.3)
15(33.3)
0.5(16.6)
0
280.6 (100)
4(53.3)
6(33.3)
10(53.3)
5(16.6)
17(33.3)
480.6(100)

1.10
1.29
1.25
2.10
9.70
0
2.4
2.54
0.48
0.52
0
0
0.47
0.19
2
0.42
0.71
1.90
0.68

6.2(33.3)
2.2(13.3)
17.2(22.3)
13.2(60.0)
28.2(53.3)
3.7(20.0)
6.3(16.6)
77(86.6)
434(93.3)
77(40.0)
0
0
511(93.3)
40(66.6)
15(33.3)
55(73.3)
8(20.0)
2(20.0)
653(93.3)

5.1(26.6)
2.2(20.0)
7.2(26.6)
32.1(53.3)
42.6(66.6)
0
3.8(13.3)
93(93.3)
352.8(73.3)
6.1(33.3)
0
17.1(40.0)
376(100.0)
10(53.3)
30(40.0)
40(66.6)
0
0
509(100)

0.82
1.00
0.42
2.43
1.51
0
0.60
1.20
0.81
0/08
*
*
0.74
0.25
2.00
0.73
0
0
0.78

3.6(33.3)
2.0(13.3)
3.1(53.3)
40.0(60.0)
108.3(73.3)
0
0
157(93.3)
391(100.0)
10(53.3)
5(40.0)
10(40.0)
416(100.0)
7(66.6)
45(40.0)
52(73.3)
4(26.6)
19(53.3)
648(100.0)

0.58
0.90
0.18
3
3.84
0
0
2.04
0.90
0.13
*
*
0.81
0.18
3.00
0.94
0.50
9.50
0.99

*Number of samples collected before visiting hours: 45;
**Number of samples collected after visiting hours: 45;

4

ICUb

a

Intensive care units (ICU) = 15, b Internal ward = 15, cOutdoor environment = 15
a
Intensive care units (ICU) = 15, bInternal ward = 15, cOutdoor environment = 15
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fungi concentration increased after the
visiting hours compared to before the visiting
hours (Figure 3).
before visit

after visit

1400
Fungi concentration(CFU/m3)

Moreover, in the outdoor space, the
highest fungi concentration percentages
before and after visiting hours were related
to Cladosporium (78% and 66.98%),
Aspergillus (13.4% and 22.68%), and
Alternaria (4.1% and 11.79%), respectively.
The highest percentage of the dominant
fungi in the sampled areas was related to
Cladosporium the percentage of which was
higher in the outdoor environment compared
to the indoor environment. However, the
average amount of Penicillium and Aspergillus
was higher in the indoor space. The percentage
of fungi was higher in the internal ward than
the ICU both before and after visiting hours.
The correlation coefﬁcients demonstrated
a significant relationship between fungi
concentration of outdoor samples and fungi
concentration
in
the
internal
ward
(P = 0.0001, r = 0.74) and ICU (P = 0.0001,
r = 0.66) before the visits. However, after the
visiting hours, this relationship was not
significant (P > 0.05). The increase in fungi
was caused by the presence and density of
visitors inside the ward. The comparison of
fungi present in the sampled wards before
and after the visiting hours (P = 0.03)
demonstrated a significant relationship in the
concentration of fungi indoors and outdoors.
Nevertheless, no significant relationship was
observed in the outdoor environment
(P > 0.05). According to the table of fungus
concentration, the abundance and the
concentration ratio of collected fungi in the
outdoor and indoor environments increased
after the visiting hours in both wards
compared to before the visiting hours. The
concentration ratio of fungi collected indoors
to fungi collected outdoors was 0.52 before
the visiting hours and 0.88 after the visiting
hours. According to figure 2, the average of
fungi concentration before and after the
visiting hours increased with average of 703
and 653 CFU/m3 in the outdoor
environment, 251 and 509 CFU/m3 in the
ICU, and 480 and 648 CFU/m3 in the internal
ward, respectively.
The ratio of indoor to outdoor average

1200
1000
800
600
400
200
0
outdoor

ICU

internal

Figure 2. The variation patterns of airborne
fungi density at two sampling times

The highest average of fungi genera
collected indoors compared to the outdoors
before and after the visiting hours (in both
mentioned wards) was related to Aspergillus
and Penicillium. In the present study, the
average of fungi concentration before and after
visiting hours was 365.8 and 578.5 CFU/m3,
respectively. The average increase in fungi
concentration before and after visiting hours
was higher than that reported in other studies
in Iran and other countries.8,21 In Iran, the mean
concentration of fungi in Kamkar Hospital,
Qom, Iran, was 200 ± 79.9 CFU/m3.28 Sautour
et al. estimated low airborne fungi
concentration ranging from 2 to 26 CFU/m3 in
a French hospital.8 The discussed hospital is an
old educational hospital; therefore, it is
overcrowded with students, patients, nurses,
visitors, and hospital personnel. Furthermore,
there was a natural ventilation system in the
form of open doors and windows and fine dust
is presently a common problem in cities like
Ahvaz. These are the causes of increase in
indoor fungi density. According to the results
of previous surveys, the amount of fungus
varies upon season, time of day, temperature,
humidity, wind velocity, and the outdoor
available fungus density. According to
previous studies, the concentration of fungus is
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higher in
seasons.8,29

autumn

1/2

compared
ICU

to

other

Internal

Indoor/Outdoor

1
0/8
0/6
0/4
0/2
0
before visit

after visit

Figure 3. The ratio of indoor to outdoor
average fungi in the internal ward, and
intensive care units (ICU) of the hospital

In this survey, the highest amount of fungi
(both indoors and outdoors) was observed in
October. The dominant fungi were
Aspergillus spp, Penicillium spp, and
Alternaria spp. This finding was in
agreement with that of previous studies.2,8,29
In addition, among the prevalent fungi, the
highest prevalence was related to Rhizopus,
which is in contradiction with the results of
previous studies.2,8,29 This fungus is among
the fungi which were at their highest amount
in dusty weather. This demonstrates that the
concentration of dust particles was high both
outdoors and indoors in hospital wards in
Ahvaz. In the present survey, the
concentrations of Aspergillus spp. and
Penicillium spp. were higher indoors
compared to outdoors; this was also reported
in previous studies. Mycological studies have
indicated soil and plants as the sources of
Penicillium.28 As the hospital has a natural
ventilation system, perhaps one cause of
increase in fungi is that the windows present
in the sampled wards open onto the yard,
and the plants and trees were at a distance of
2 meters from the windows. The
concentration of Alternaria was higher in the
outdoor environment and also was high 1617 hours after visiting hours. According to
6

studies by Abdel Hameed et al.10 and Sarica
et al.,7 the concentrations of Alternaria and
Cladosporium were higher after the sunset.
The amounts of prevalent fungi differ in
varied times and places as they are based on
human activities and the environment.22 The
indoor/outdoor
ratio
of
average
concentration of fungi in the internal ward
(0.99) and ICU (0.78) was higher during and
after the visiting hours compared to before
the visiting hours as the ventilation system of
the mentioned hospital wards are natural.
Previous researches have shown that
population density within the ward caused
an increase in the bioaerosols concentration
and caused them to scatter indoors.4,19 The
reports suggest that microbial pollutants
present in the atmosphere have a strong
relationship with population density and
activity
level.
Infections
caused
by
opportunist fungi cause mucormycosis in
patients (especially in patients with
ketoacidosis
diabetes
and
immunity
dysfunction, and those who have undergone
kidney transplantation) which is contagious
and is transmitted through spoor inhalation.
It has also been illustrated that contact with
high levels of Cladosporium and Penicillium
causes allergic diseases.30 Moreover, fungus
species of Aspergillus flavus and Aspergillus
fumigatus cause aspergillosis in patients.
When the average concentration of
Aspergillus fumigatus reaches 0.9 CFU/m3,
the risk of invasive aspergillosis increases.19
In this study, the average concentration of
this fungus was higher in the sampled wards.
The risk of this disease decreases when the
concentration of Aspergillus fumigatus is
below 0.2 CFU/m3.31 In hospitals that utilized
the HEPA filter system, a lower fungus
pollution was reported.8,19 According to
Augustowska and Dutkiewicz, 2006, when
the level of Aspergillus spores exceeds 50
CFU/m3 indoor, Sick Building Syndrome
outbreaks.30 Comparison of the number of
fungus colonies before visiting hours with
the guideline standard (800 CFU/m3)2
indicated that, in 17% of the cases, the
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number of colonies formed in each cubic
meters of air was higher than the standard.
This number was related to the internal
ward. Comparing the number of fungi
colonies after the visiting hours with the
guideline standard (800 CFU/m3) indicates
that, in 37% of the cases, the number of
colonies formed was higher than the
standard. Of this amount, 26% was related to
the internal ward and 11% to the ICU.
Although according to the American
Conference of Governmental Industrial
Hygienists
(ACGIH)
guideline,
this
concentration should be 200 CFU/m.31
Hence, higher population and movement
affects the fungi concentration within the
wards. This includes wards in which visitors
are not allowed, because the windows and
doors are opened and closed repeatedly
which causes particles to scatter in the air.

Conclusion
According to the results of the present study,
one of the sources of particle infiltration into
the hospital is its outdoor environment as the
ventilation system is natural. It is worth
noting that recently severe dust storms have
occurred in Ahvaz, and thus, the number of
particles moving freely in the air is
significantly higher. As the source of
bioaerosols is particles, the compound of
such particles is important both chemically
and biologically. After the visiting hours, the
level of fungi available indoors was
conspicuously higher (even in the wards in
which no visitors were allowed, e.g., ICU).
Hence, the population and their activity
cause an increase in the level of fungi. Due to
the negative effects of fungi on the patients
receiving treatment and personnel working
in the hospital, the use of automatic air
ventilation systems is essential. The use of
HEPA ventilation systems is recommended
to decrease the pollution load. Moreover, in
order to inhibit overcrowding, it is
recommended to allow only a limited number
of visitors enter the hospital each day.

Conflict of Interests
Authors have no conflict of interests.

Acknowledgements
We would like to express our gratitude to the
hard working staff of the educationaltherapeutic center of Ahvaz University of
Medical Sciences who helped us in
conducting the present survey.

References
1. Adhikari A, Sen MM, Gupta-Bhattacharya S,
Chanda S. Volumetric assessment of airborne fungi
in two sections of a rural indoor dairy cattle shed.
Environ Int 2004; 29(8): 1071-8.
2. Jo WK, Seo YJ. Indoor and outdoor bioaerosol
levels at recreation facilities, elementary schools,
and homes. Chemosphere 2005; 61(11): 1570-9.
3. Sautour M, Sixt N, Dalle F, L'ollivier C, Calinon C,
Fourquenet V, et al. Prospective survey of indoor
fungal contamination in hospital during a period of
building construction. J Hosp Infect 2007; 67(4):
367-73.
4. Cordeiro RA, Brilhante RSN, Pantoja LDM, Moreira
Filho RE, Vieira PR, Rocha MFG, et al. Isolation of
pathogenic yeasts in the air from hospital
environments in the city of Fortaleza, northeast
Brazil. Braz J Infect Dis 2010; 14(1): 30-4.
5. Wu PC, Su HJ, Ho HM. A comparison of sampling
media for environmental viable fungi collected in a
hospital environment. Environ Res 2000; 82(3):
253-7.
6. Rainer J, Peintner U, Poder R. Biodiversity and
concentration of airborne fungi in a hospital
environment. Mycopathologia 2001; 149(2): 87-97.
7. Sarica S, Asan A, Otkun T, Ture M. Monitoring
Indoor Airborne Fungi and Bacteria in the Different
Areas of Trakya University Hospital, Edirne,
Turkey. Indoor Built Environ 2002; 11(5): 285-92.
8. Sautour M, Sixt N, Dalle F, L'ollivier C,
Fourquenet V, Calinon C, et al. Profiles and
seasonal distribution of airborne fungi in indoor and
outdoor environments at a French hospital. Sci
Total Environ 2009; 407(12): 3766-71.
9. Medrela-Kuder E. Seasonal variations in the
occurrence ofculturable airborne fungi in outdoor
and indoor air in Cracow. Int Biodeter Biodegr
2003; 52(4): 203-5.
10. Abdel Hameed AA, Khoder MI, Yuosra S, Osman
AM, Ghanem S. Diurnal distribution of airborne
bacteria and fungi in the atmosphere of Helwan
area, Egypt. Sci Total Environ 2009; 407(24):
6217-22.

J Adv Environ Health Res, Vol. 4, No. 1, Winter 2016

http://jaehr.muk.ac.ir

7

Goudarzi et al.

Air quality of hospitals

11. Okten S, Asan A, Tungan Y, Ture M. Airborne
fungal concentrations in east patch of Edirne city
(Turkey) in autumn using two sampling methods.
Trakya Univ J Sci 2005; 6(1): 97-106.
12. Soleimani Z, Goudarzi G, Naddafi K, Sadeghinejad
B, Latifi SM, Parhizgari N, et al. Determination of
culturable indoor airborne fungi during normal and
dust event days in Ahvaz, Iran. Aerobiologia 2012;
29(2): 279-90.
13. Chan PL, Yu PH, Cheng YW, Chan CY, Wong PK.
Comprehensive characterization of indoor airborne
bacterial profile. J Environ Sci (China) 2009; 21(8):
1148-52.
14. Soleimani Z, Parhizgari N, Dehdari Rad H,
Akhoond MR, Kermani M, Bagherian Marzouni M,
et al. Normal and dusty days comparison of
culturable indoor airborne bacteria in Ahvaz, Iran.
Aerobiologia 2014; 31(2): 127-41.
15. Bouza E, Pelaez T, Perez-Molina J, Marin M,
Alcala L, Padilla B, et al. Demolition of a hospital
building by controlled explosion: the impact on
filamentous fungal load in internal and external air.
J Hosp Infect 2002; 52(4): 234-42.
16. Soleimani Z, Goudarzi G, Sorooshian A, Marzouni
MB, Maleki H. Impact of Middle Eastern dust
storms on indoor and outdoor composition of
bioaerosol. Atmos Environ 2016; 138: 135-43.
17. Galal Saad S. Integrated Environmental
Management for Hospitals. Indoor Built Environ
2003; 12(1-2): 93-8.
18. Pastuszka JS, Kyaw Tha Paw U, Lis DO, Wlazlo A,
Ulfig K. Bacterial and fungal aerosol in indoor
environment in Upper Silesia, Poland. ATMOS
ENVIRON 2000; 34(22): 3833-42.
19. Perdelli F, Sartini M, Spagnolo AM, Dallera M,
Lombardi R, Cristina ML. A problem of hospital
hygiene: the presence of aspergilli in hospital wards
with different air-conditioning features. Am J Infect
Control 2006; 34(5): 264-8.
20. Nourian A, Badalli H. A Survey on the Mycological
Contamination of the Air and the Equipment of
Operation Room in Zanjan Hospitals. J Zanjan Univ
Med Sci 2001; 9(36): 9-16. [In Persian].
21. Azizifar M, Jabbari H, Nadafi K, Nabizadeh R,
Tabaraie Y, Azam Solgi A. A Qualitative and

8

Quantitative Survey on Air-Transmitted Fungal
Contamination in Different Wards of Kamkar
Hospital in Qom Iran in 2007. Qom Univ Med Sci J
2009; 3(3): 25-30. [In Persian].
22. Fang Z, Ouyang Z, Hu L, Wang X, Zheng H, Lin
X. Culturable airborne fungi in outdoor
environments in Beijing, China. Sci Total Environ
2005; 350(1-3): 47-58.
23. Kim KY, Kim HT, Kim D, Nakajima J, Higuchi T.
Distribution characteristics of airborne bacteria and
fungi in the feedstuff-manufacturing factories. J
Hazard Mater 2009; 169(1-3): 1054-60.
24. US Environmental Protection Agency. 2006 Alternate
1 in 3 Sampling and return Shipping Schedule
[Online]. [cited 2006]; Available from: URL:
https://www3.epa.gov/ttnamti1/files/ambient/pm25/
2006altspec.pdf
25. Andersen AA. New sampler for the collection,
sizing, and enumeration of viable airborne particles.
J Bacteriol 1958; 76(5): 471-84.
26. Jensen PA, Lighthart B, Mohr AJ, Shaffer BT.
Sampling and characterization of bioaerosols. New
York, NY: Chapman & Hall. 1998.
27. Rippon JW. Medical Mycology: The pathogenic
fungi and the pathogenic actinomycetes. 3rd ed.
Philadelphia, PA: Saunders; 1988.
28. Su HJ, Rotnitzky A, Burge HA, Spengler JD.
Examination of fungi in domestic interiors by using
factor analysis: correlations and associations with
home factors. Appl Environ Microbiol 1992; 58(1):
181-6.
29. Jensen PA, Schafer MP. Sampling and
characterization of bioaerosols. NIOSH manual of
analytical methods. Washington, DC: U.S. National
Institute for Occupational Safety and Health; 1998.
p. 82-112.
30. Augustowska M, Dutkiewicz J. Variability of
airborne microflora in a hospital ward within a
period of one year. Ann Agric Environ Med 2006;
13(1): 99-106.
31. American Conference of Governmental Industrial
Hygienists. Guidelines for the Assessment of
Bioaerosols in the Indoor Environment.
Washington, DC: American Conference of
Governmental Industrial Hygienists; 1989.

J Adv Environ Health Res, Vol. 4, No. 1, Winter 2016

http://jaehr.muk.ac.ir

