DRAFT 
Recommended Policy and Procedures for Emergency Medical Services (EMS) Personnel for the Contact, Management, and Transport of Potential Ebola Virus Disease (EVD) Patients

[bookmark: _Toc277749669]Objective and Methods
The objective of this document is to provide guidance for development of local policies and protocols for the effective management of patients with Ebola Virus Disease (EVD or Ebola) and the safety of Emergency Medical Services (EMS) personnel. This information is intended for:  Managers of 9-1-1 Public Safety Answering Points (PSAPs), local emergency medical services agencies (LEMSAs), EMS Systems, law enforcement agencies and fire service agencies, as well as individual emergency medical services providers (including emergency medical technicians [EMTs], paramedics, and medical first responders).

This draft of recommended policies, procedures and protocols was developed by a collaboration of the California Emergency Medical Services Authority (EMSA), representatives from the Emergency Medical Director’s Association of California (EMDAC: Gregory Gilbert, Ken Miller, Karl Sporer), and representatives from the Emergency Medical Services Administrator’s Association of California (EMSAAC: Clarence Teem, David Magnino, Richard Murdock). The broader membership of EMDAC and EMSAAC provided additional input. This document draws on guidance issued by the Centers for Disease Control and Prevention (CDC), California Department of Public Health (CDPH), and Department of Industrial Relations (DIR) and CalOSHA, and local EMS jurisdictions in California.  

This document suggests practices derived from numerous sources and are presented here for use by local jurisdictions, private providers, and Public Safety Answering Point personnel to develop local protocols for screening suspect cases, providing treatment, and transporting potential or positive Ebola Virus Disease patients. Information and protocols for this issue are subject to frequent changes based on national and state guidance. Please monitor EMSA’s website at www.emsa.ca.gov for updates. Other pertinent guidelines can be found at Centers for Disease Control and Prevention (CDC) and California Department of Public Health (CDPH) websites.

EMSA is currently recommending that each LEMSA:
· Establish local procedures and protocols under medical guidance for prehospital care personnel using these recommendations to inform their local policies.
· In cooperation with the Local Health Department, establish destination policies from the prehospital care setting and during interfacility transport for patients suspected or confirmed to have Ebola Virus Disease that require evaluation or treatment.
· Identify EMS providers who will be able to provide transportation for patients with suspect or confirmed Ebola Virus Disease using identified ambulance units and trained staff, i.e., Infectious Disease Ambulance Response Teams (IDART).
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[bookmark: _Toc404003348]Case Definition
Ebola Virus Disease (EVD or Ebola) is a rare and deadly viral illness.  Ebola is a hemorrhagic fever virus contracted through direct contact with the secretions (blood, saliva, semen, sweat, diarrhea) of infected patients or contact with infected bats or infected non-human primates. Ebola carriers are only infectious after the onset of symptoms (see symptomology below). Onset of symptoms can occur up 21 days after contracting the virus, usually within 10-12 days. More virus is shed as infection progresses and victims evolve from “dry” symptomology (no discharge of secretions, diarrhea, vomiting) to “wet” symptomology (diarrhea, vomiting, profuse sweating, bleeding). 

[bookmark: _Toc404003349]Epidemiological Factors
Based on the CDC Case Definition for Ebola (dated November 16, 2014), a person under investigation (PUI) for Ebola disease is a person who has both consistent signs or symptoms and risk factors as follows:

1. Elevated body temperature or subjective fever or symptoms, including severe headache, fatigue, muscle pain, vomiting, diarrhea, abdominal pain, or unexplained hemorrhage
AND
2. An epidemiologic risk factor within 21 days before onset of symptoms

Epidemiologic risk factors are as follows:
1. High risk includes any of the following:
· Percutaneous (e.g., needle stick) or mucous membrane exposure to blood or body fluids of a person with Ebola while the person was symptomatic,
· Exposure to the blood or body fluids (including but not limited to feces, saliva, sweat, urine, vomit, and semen) of a person with Ebola while the person was symptomatic without appropriate personal protective equipment (PPE) (http://www.cdc.gov/vhf/ebola/hcp/procedures-for-ppe.html),
· Processing blood or body fluids of a person with Ebola while the person was symptomatic without appropriate PPE or standard biosafety precautions,
· Direct contact with a dead body without appropriate PPE in a country with widespread Ebola virus transmission  (http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/distribution-map.html),
· Having lived in the immediate household and provided direct care to a person with Ebola while the person was symptomatic
2. Some risk includes any of the following: 
· In countries with widespread Ebola virus transmission (http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/distribution-map.html): direct contact while using appropriate PPE with a person with Ebola while the person was symptomatic
· Close contact in households, health care facilities, or community settings with a person with Ebola while the person was symptomatic 
· Close contact is defined as being for a prolonged period of time while not wearing appropriate PPE within approximately 3 feet (1 meter) of a person with Ebola while the person was symptomatic
3. Low (but not zero) risk includes any of the following: 
· Having been in a country with widespread Ebola virus transmission (http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/distribution-map.html) within the past 21 days and having had no known exposures
· Having brief direct contact (e.g., shaking hands) while not wearing appropriate PPE, with a person with Ebola while the person was in the early stage of disease
· Brief proximity, such as being in the same room for a brief period of time, with a person with Ebola while the person was symptomatic
· In countries without widespread Ebola virus transmission: direct contact while using appropriate PPE with a person with Ebola while the person was symptomatic
· Traveled on an aircraft with a person with Ebola while the person was symptomatic.
4. No identifiable risk includes: 
· Contact with an asymptomatic person who had contact with a person with Ebola
· Contact with a person with Ebola before the person developed symptoms
· Having been more than 21 days previously in a country with widespread Ebola virus transmission (http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/distribution-map.html)
· Having been in a country without widespread Ebola virus transmission and not having any other exposures as defined above

A confirmed case of Ebola is a person under investigation with laboratory-confirmed diagnostic evidence of Ebola Virus Disease.  
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Policy and Protocol Issue:
The decision to initiate PSAP screening of callers requesting medical assistance through 9-1-1 should be made in collaboration with the LEMSA and local health department leadership. The EMS work group recommends this practice to identify patient encounters that may require first responders to don Personal Protective Equipment (PPE) prior to contact. The method chosen for patient screening for Ebola symptoms and epidemiological factors is at the discretion of the local jurisdiction, e.g. local Emergency Medical Services Agency Medical Director.  This does not preclude first responders and paramedics from obtaining a travel and symptom history before entering the residence.   


[bookmark: _Toc404003351]Travel History Screening
For jurisdictions using PSAP screening cards, PSAP dispatchers will query patients reporting infectious disease symptoms about recent travel or contact with returning travelers from the countries of Sierra Leone, Guinea, Liberia, or Mali. If the caller indicates travel from one of the above countries with an active Ebola outbreak within the last 21 days, the patient is currently considered to be at risk for Ebola (Low Risk if there is no known exposures according to the CDC; See Case Definition). In the pre-hospital setting, the use of specific terminology is recommended for use by all PSAPs and EMS providers for consistent and precise communication, for example: “Public Health Monitored Patient” (a patient at risk of infection, either known to public health and being monitored; see www.cdph.ca.gov for further information on patients monitored by public health) or “EMS Screened, Possible Ebola Patient” (a patient previously unknown to and not being monitored by local public health, who is determined by PSAP or EMS questioning to meet the screening criteria of a person with potential Ebola).
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It is recommended, whether or not doing PSAP screening, that EMS personnel conduct travel screening queries upon arrival at the patient’s location. Screening of patients with infectious disease symptoms should be conducted while maintaining a physical distance of at least three feet from the patient. This distance should be increased if the patient is actively vomiting or coughing. It is recommended that only one EMS responder approach the patient to conduct screening.  The screening may also be done by interview with family members, if appropriate.  The patient is asked about travel from any of the countries of Sierra Leone, Guinea, Liberia, or Mali within the previous 21 days or close contact with anyone else who has traveled from Sierra Leone, Guinea, Liberia, or Mali within the last 21 days, who is ill (note no risk if not ill). If the patient’s history is positive for travel and/or contact as defined above, the EMS responder should remove themselves from the vicinity of the patient and don appropriate Personal Protective Equipment (PPE). If the patient screens positive as a possible Ebola case, subsequent notification must be clear to EMS and hospital personnel that they are transporting a “Public Health Monitored Patient” or an “EMS Screened, Possible Ebola Patient.” 

Local protocols for EMS screening must include precise screening criteria to avoid false positives from patients beyond the 21 day window of potential contact, travel to countries other than those currently at risk, and compatible symptoms. Patients are not considered contagious unless there is both a specific travel and/or close contact history AND symptoms. While risk is currently limited to exposure in four West African countries, other countries might be added to the list.  Check for updates of countries with current outbreaks on the CDC website (http://www.cdc.gov/vhf/ebola/index.html). 

To avoid false positive designation of possible Ebola Virus Disease, some jurisdictions have a protocol for EMS personnel to contact local public health from the field to provide consultation for more details screening.  If public health can exclude risk that requires serologic testing, this avoids the necessity for EMS and the destination facility to don full PPE and isolate the patient for suspected EVD.

[bookmark: _Toc404003352]Travelers Being Actively Monitored by Public Health
With screening currently being done at points of entry to the U.S. on all international travelers from the high-risk countries of West Africa there should be few, if any, patients who are unknown to local health departments and identified by patient screening in the community.  As local health departments are notified of returning travelers with known or potential contact with Ebola patients they should notify EMS agencies that there are contacts within the jurisdiction that are being actively monitored.  This does not need to include person information but should at least communicate risk and general location to allow local EMS agencies to work with the health department to develop transportation and destination plans for these returned travelers, in case they become ill.  Understanding the need to protect privacy, we do not recommend that personal identifying information be provided to EMS provider agencies or PSAP.  

In addition to regular monitoring based on the level of risk of Ebola Virus Disease, the local health department will provide written instructions to these returned travelers to notify the LHD immediately if fever or other symptoms of Ebola develop.   This notification should trigger a pre-determined plan for transportation to an evaluation facility. 

Far less desirable alternative is the plan for a monitored person at risk of infection to notify 911 and report their symptoms and risk status. A plausible scenario is that the patient or their family may be frightened by the implication of any symptoms and call 911 rather than the health officer.

Transporting these patients in a private vehicle by a household member to a pre-arranged facility at a pre-arranged time has been proposed.  This could avoid an extra transport when medical intervention is not required; however, it poses problems related to a potential traffic accident, possible increased exposure to the household member, and decontamination of the vehicle.
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LEMSAs must work with their acute care hospitals and their local health department to develop protocols and procedures for rapid notification.   Redundancy may be desirable.  

If a patient requiring transport is determined to be a “Public Health Monitored Patient” or “EMS Screened, Possible Ebola Patient,” this should be communicated to the EMS responder’s Supervisor and receiving hospital upon determination and prior to patient transport. Additional notifications from that point will follow local jurisdiction protocols, but should include local EMS Administrator, local EMS Medical Director, and local Health Officer. Notification should include the clinical presentation of the patient, pertinent travel history and any other information relevant to both the management of the patient, transport destination, and efforts to minimize broader exposure to healthcare providers and the public. 

To avoid some false positive epidemiological screening, some jurisdictions have a protocol to contact the health department from the field to help conduct additional screening. Early notification of local public health is essential to assist in further epidemiological evaluation of patient on arrival to hospital. Local public health should be available 24/7.  If unable to reach local public health, a state infectious disease duty officer can consult. Contact with EMS base hospital can be used to assure early notification of the local health department. 

Similarly, protocols should be established for hospitals and ambulatory care centers to notify the LEMSA as well as public health of the receipt of patients with known or suspected Ebola virus who self-present to the facility. EMS agencies must be kept informed of the patient’s subsequent evaluation, since they must prepare for possible inter-facility transport.  

Caution is warranted for radio traffic concerning a “Public Health Monitored Patient” or an “EMS Screened, Possible Ebola Patient.” Telephone communications may provide better discretion for communications. It is the opinion of EMSA that the principles that govern any type of information in a dispatch applies to, and is the same for, any patient who has any injury or other suspected communicable disease.  All information could be considered private health information and must be protected in the transmission from the PSAP to the responder (by whatever method) from outside interception.  A code word can be assigned for a particular response, but if that code word is broadcast over an open frequency along with other personal health information (PHI), then a breach of PHI has occurred.  
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Depending on the information provided, EMS responders may repeat the travel history, before physically contacting the patient.

CDC has developed an algorithm for initial approach to patients with previously undetermined risk for the Emergency Department that is also applicable to the pre-hospital environment. http://www.cdc.gov/vhf/ebola/hcp/ed-management-patients-possible-ebola.html (See Appendix A) 

Response to patients with suspicion of Ebola Virus Disease (positive travel history and clinical presentation) may require modification of typical resource allocation to minimize risk to responders.  Patient management considerations begin with the strategy of limiting personnel and equipment exposure to the possible Ebola Virus Disease patient. The number of EMS personnel involved in patient contact should be kept to the minimum necessary for treatment and transport, but if the patient is a “Public Health Monitored Patient” or an “EMS Screened, Possible Ebola Patient,” additional manpower may be required. This is a local jurisdictional consideration to be made with consultation between the LEMSA and providers. 

If the patient is a Public Health Monitored Patient who notifies public health of symptoms, the local health department should contact the local EMS agency and implement existing transport protocols.  The recommendation is that this patient transport should not be initiated through the 911 system. Early symptoms should not present as a medical emergency requiring rapid action.  There should be time to initiate pre-identified transport unit and destination, even it that requires several hours. 

If 911 has been notified by a known monitored patient or if the patient has been identified by dispatch with a positive screening history for risk of Ebola Virus Disease, consider the following procedures.
· When there are fire agency first responders, they may remain outside to serve as Incident Command, scene control, communications, providing minimum necessary equipment to avoid unnecessary contamination and monitoring donning of PPE.  They would then follow the transport unit to the hospital to provide oversight for doffing and management of contaminated waste. Alternatively, they may be the ones to do patient evaluation and transport, if they have an appropriate, prepared transport vehicle.
· If the patient is able to ambulate and walk to the ambulance, only one provider could enter the residence; this is preferred over exposing additional EMS personnel.  
· If the patient needs a gurney, two providers go in with the patient, and two remain outside to serve the functions above--if there are sufficient personnel. 
· The “two in” personnel don enhanced contact precautions PPE for patient contact, including interviewing the patient and refining history.  
· The “two out” personnel remain outside of the door/room and make no physical contact with the patient or the immediate surroundings (6 feet or more and no body fluids).  
· Only essential equipment should be passed to those with patient contact.  
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Most early symptomatic patients will be clinically stable.  Whenever clinically appropriate, limit prehospital care to Basic Life Support (BLS) to avoid procedures in an uncontrolled environment and to limit the use of sharps while in PPE. However, airway interventions and fluid resuscitation should be performed if necessary to stabilize a patient with respiratory distress or signs of circulatory insufficiency.
· Field evaluation protocol may be altered if transporting an early symptomatic patient to limited exposure of equipment and personnel.  For example, it may be sufficient to note the temperature and pulse and unnecessary to perform a blood pressure and auscultate the lungs.
· Limit activities, especially during transport that can increase the risk of exposure to infectious material.  
· No procedures should be attempted in a moving ambulance.  
· Limit the use of needles and other sharps as much as possible. 
· Handle all needles and sharps with extreme care and dispose in puncture-proof, sealed containers. 
· In the case of a cardiac or respiratory arrest, EMS treatment protocols need to consider the risk to providers as well as the clinical situation and likelihood of resuscitation (for example, there are other conditions that may not warrant CPR, such as blunt trauma arrest). Any tendency to forgo CPR must be balanced by the fact that not all patients will be proven to have Ebola. EMS personnel must be in maximal PPE if providing ventilatory support, since resuscitation procedures can produce aerosolization of contaminated droplet particles. Questions concerning the initiation of resuscitation efforts should be directed to the base hospital or to the EMS Medical Director.  
· An ethical debate on providing CPR in this situation can be read at http://www.thehastingscenter.org/Bioethicsforum/Post.aspx?id=7135&blogid=140 
· EMS personnel should make base hospital contact or use ALS-no-contact as required by local EMS policy.  The intent is to be operationally independent regarding responder safety and incident management.
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· Against Medical Advice (AMA)
· If a patient with a suspicious travel history with or without symptoms refuses care and transport notify local health department 
· The local health officer may provide a standing order for base hospital to order transport against the patient’s will for evaluation; however, this would need to involve law enforcement.
· California law does allow a health officer delegation of authority to first responders (California Health & Safety Code §101080.2 – see Appendix B)
· Deceased patient
· Evaluate signs of life
· Use  ECG  monitor  cables  to  remotely observe  ECG  rhythm  then leave the monitor cables with the patient
· Notify local law enforcement and public health
· Doff PPE at a location removed from the patient’s immediate location and leave it at the scene
· Multiple household members exposed but asymptomatic 
· To the extent possible keep asymptomatic exposed persons in the residence/location in which they were encountered so that they may be evaluated by public health.
· Household members should not accompany the patient in the ambulance, but if an asymptomatic exposed contact of the patient must accompany the patient to the hospital, transport them with the patient in the patient compartment of the ambulance, with PPE.
· Public health will determine the need for quarantine and for management of potentially contaminated items in the residence.
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Policy and Protocol Issue: 
At this time, there are no specific statewide standards for identification of specialized transport units for patients with possible or confirmed Ebola infection.  General criteria that are discussed below include preparation of the interior of the ambulance to minimize contamination, recommended PPE for highest level protection of EMS personnel, additional training of personnel specific to worker safety, clinical care protocols, and communications protocols. (See Appendix C - IDART) Also refer to: Considerations for safe EMS transport of patients infected with Ebola Virus (Lowe JJ, et al. Prehospital Emergency Care 2014) (from Nebraska biocontainment unit)


Designated units should be used to transport patients confirmed to have Ebola and are preferred for patients known to be high or moderate risk and being monitored by public health.  If possible, designated units should be considered for 9-1-1 response and transport of patients with undefined risk but possible Ebola infection. Some providers have considered using older ambulances or reserve units as designated IDART units. 

It is the responsibility of the LEMSA to determine the integration of these resources into the medical transport system and consideration of any contractual plans for response to local calls. As specialized treatment centers are identified around the state, designated transport units can be coordinated regionally and statewide using mutual aid concepts. 

An example of specialized infectious disease ambulance response teams can be found in Appendix C - Infectious Disease Ambulance Response Teams (IDART).    

If a non-specialized unit responds to a patient with high index of suspicion for Ebola infection, they may call in a specialized transport unit, if the clinical situation allows.  Patients with early symptoms should be able to wait for an appropriate transport unit to arrive. 

All ambulances transporting symptomatic “EMS Screened, Possible Ebola Patients” should be prepared prior to transport.  It is recommended that the ambulance be outfitted with 6 mil polyethylene plastic sheeting to protect the patient compartment and to isolate the back from the front cabin.  It is recommended that all units carry pre-cut and numbered sheeting and tape to rapidly shield the patient compartment of an ambulance. The sheeting should also isolate the patient compartment from the driver compartment. While not proven, this technique has been widely adopted as a form of vehicle protection, analogous to PPE.  For pre-designated units, it is beneficial to remove any unnecessary equipment from the patient care compartment of the ambulance prior to installing plastic sheeting. Equipment that may be needed can be sealed in plastic bags and if not used, removed without contamination or need to disinfect.

Even if the patient compartment is isolated, the driver should use PPE, but may not need patient care level PPE.  Driver must be familiar with transport unit ventilation to assure that air is not recirculated from the patient compartment to the driver compartment.

If a “Public Health Monitored Patient” or an “EMS Screened, Possible Ebola Patient” is transported in a non-plastic sheeted ambulance, decontamination becomes much more difficult. (See Decontamination of Ambulance Vehicles for further information)  

After patient transport, the response site becomes the responsibility of local Public Health, Environmental Health, and law enforcement. If there are asymptomatic persons in the same household as the symptomatic patient, to the extent possible, keep them in the house/apartment to await Public Health. Family members may be discouraged or denied transport in the patient compartment of the ambulance. If family member insists on accompanying the patient, provide a gown and surgical mask for them to reduce exposure in the patient compartment of the ambulance.   
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Policy and Protocol Issue: PPE for EMS
PPE and procedures for their use must be consistent with California Division of Occupational Safety and Health (Cal/OSHA) regulations and CDPH recommendations. Applicable Cal/OSHA regulations include the Bloodborne Pathogens standard (8 CCR § 5193), the Aerosol Transmissible Disease standard (8 CCR § 5199), the Personal Protective Equipment standard (8 CCR § 3380-3385) and the Injury and Illness Prevention Program (8 CCR § 3202). At this time, recommendations for EMS that comply with Cal/OSHA regulations are currently under development and will be included as soon as possible. This may involve two levels of PPE depending on the level of risk posed by the patient.  It is anticipated that recommendations will also be needed for PPE procedures appropriate to ambulance personnel who are not providing direct patient care, such as the driver of the unit.  While these recommendations are being developed, CDC guidelines for EMS personnel apply as the minimum standard; however, providers may exceed those guidelines.  
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If evaluating a person not being monitored and with unknown infectious risk there should be no risk to EMS personnel who enter a house and approach within 3-6 feet of a patient with symptoms only of fever, malaise, headache in order to complete epidemiological screening.  Similarly, if EMS personnel may encounter a potentially but otherwise unknown patient for an unrelated condition (i.e., an auto accident).   To guard against unnecessary exposure, personnel may use the specific screening criteria for recent travel to the countries with an active outbreak of Ebola virus in the last 21 days.  If the answer to this inquiry is no, then no further questioning is warranted.  However, a “Yes” response to the travel question should be followed up with questioning specific to confirm the area of travel.  Based on the response, protection as recommended above may be appropriate. 

If any patient provides a negative travel history, or a positive travel history without suggestive clinical symptoms, and no other likely exposure, then standard precautions for the clinical presentation should be employed.

If the patient is being monitored by public health or meets the screening criteria above, they should be presumed to be actively infectious with the Ebola virus and the appropriate level PPE should be utilized.  

CDC has established the following recommendations for PPE use by health care workers treating Ebola patients that should also apply to the pre-hospital environment. http://www.cdc.gov/vhf/ebola/hcp/procedures-for-ppe.html 

Protection is designed to eliminate any and all skin and mucous membrane exposure to droplets.  Any combination of the below to achieve this requirement can be recommended. Specific products used will depend on supply availability.

· Level C OSHA HAZMAT splash protection 
· Full body suit or single-use (disposable) fluid-resistant or impermeable gown that extends to at least mid-calf or coverall without integrated hood. Coveralls with or without integrated socks are acceptable.
· Single-use (disposable), fluid-resistant or impermeable apron that covers the torso to the level of the mid-calf, if Ebola patients have vomiting or diarrhea. An apron provides additional protection against exposure of the front of the body to body fluids or excrement.
· Double Gloves, outer gloves should have extended cuffs
· Boots and boot covers (booties)
· Hooded Face shield or similar, covers front and sides of face
· N95 filtering face piece fluid resistant respirator (minimum requirement) or PAPR/SCBA respirator. 
Any respiratory procedures or management of an “EMS Screened, Possible Ebola Patient” actively vomiting or having diarrhea while in the ambulance warrant maximal protection. For prolonged transports of confirmed or symptomatic high-risk patients, a PAPR (purified air powered respirator) may be recommended for safety as well as comfort for long transports.

Recommendations have also been issued by the Interagency Board for Equipment Standardization and Interoperability (IAB), which is recognized by CDC and the Office of the Assistant Secretary for Preparedness and Response (ASPR) as a source for additional information on nationally-recognized standards on appropriate PPE for protecting first responder personnel.  IAB guidelines outline determination of patient risk and appropriate levels of PPE, in addition to clear descriptions of types of PPE that fit the requirements for protection. 
https://iab.gov/Uploads/IAB Ebola PPE Recommendations_10 24 14.pdf

Final California requirements will be determined by CalOSHA guidelines. Guidelines for hospitals are available at: 
http://www.dir.ca.gov/dosh/EbolaVirusInformation.htm

EMS providers should consult these guidelines as an indication of forthcoming EMS specific guidelines.  In these guidelines for hospital staff, PAPRs are required for staff working in the room with the patient due to the risk of procedures such as airway procedures that will generate aerosolized droplets.  They are also required for those cleaning the rooms and for transporting the patient. 
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The following principles apply to EMS personnel as well as to hospital personnel caring for Ebola infected patients.
1. Prior to working with Ebola patients, all healthcare workers involved in the care of Ebola patients must have received repeated training and have demonstrated competency in performing all Ebola-related infection control practices and procedures, and specifically in donning/doffing proper PPE.
2. While working in PPE, healthcare workers caring for Ebola patients should have no skin exposed.
3. Each step of PPE donning/doffing procedure must be supervised by a trained observer to ensure proper completion of established PPE protocols. This may be as simple as having one provider put on PPE and manage the patient while the other provider does not engage in patient care but serves in the role of trained observer and driver. 
· EMS personnel wearing PPE who have cared for the patient must remain in the back of the ambulance and not be the driver.
· EMS agencies may consider sending additional resources (for example, a dedicated driver for the EMS unit who may not need to wear maximum PPE if the patient compartment is isolated from the cab). This driver should not provide any patient care or handling.
· With prior agreement, hospitals may provide a monitor for EMS personnel for doffing PPE
· Some EMS providers plan to have a supervisor monitor PPE use and assist with doffing. EMS may also request fire agency support.
· DIR/CalOSHA guidelines require that employees assisting in removing contaminated or potentially contaminated PPE must also use their own PPE, including a respirator.
· A sample procedure can be found in Appendix D.

Recommended PPE should be used by EMS personnel as follows:
· PPE should be put on before entering the scene and continued to be worn until personnel are no longer in contact with the patient. PPE should be carefully put on under observation as specified in the CDC’s “Guidance on Personal Protective Equipment To Be Used by Healthcare Workers During Management of Patients with Ebola Virus Disease in U.S. Hospitals, Including Procedures for Putting On (Donning) and Removing (Doffing)”.

PPE should be carefully removed while under observation, in an area designated by the receiving hospital, and following proper procedures as specified in the CDC’s guidance. Particular attention should be devoted to doffing as the PPE should be considered contaminated.  

Several agencies have developed instructive videos.  The following is a link to a video series from CDC that allows you to select specific PPE equipment that will be used and watch a video on how to don/doff that equipment.
http://www.cdc.gov/vhf/ebola/hcp/ppe-training/index.html 
Two videos produced by the University of Nebraska show proper donning and doffing: 
· Donning: http://www.youtube.com/watch?v=T5knZceQ1xA 
· Doffing: http://www.youtube.com/watch?v=ls69Tib1PjU. 
If a breach of PPE occurs during patient care the crew member will exit patient care.  The crew member will doff PPE and wash with soap and water and/or disinfect the exposed area with 0.5% bleach.  It is important to remain calm and to NOT remove PPE hastily due to the anxiety and stressful situation. This situation may create a secondary contamination opportunity.
The crew member will be monitored in coordination with the local health department.  

Appropriate procedures for disposal of contaminated material should be developed. (See Hospital Patient Hand-Off on page 20) 

[bookmark: _Toc404003361]Considerations for Patient Destination Determination and Inter-facility Transportation of EMS and/or Hospital Screened Positive Patients   

Policy and Protocol Issue: Destination hospital
A system of receiving hospitals for suspect or identified cases is under development in California. Currently, five U.C. medical campuses are identified, but additional health system and local hospitals with capability to treat patents with Ebola infection are expected.  Other hospitals will fall under two categories: All licensed acute care hospitals should be capable of screening and isolating suspect patients arriving by EMS or walk-in.  Ebola Evaluation Hospitals may be designated to admit patients pending confirmation. Local EMS Systems should coordinate with local public health to develop policies and protocols to address destination issues for patients being monitored by public health and for patients identified by screening through ambulatory clinics or 911. There are currently no standards for the various levels of facility described, analogous to other specialty centers; CDC and some local jurisdictions have developed check lists for treatment facilities.
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Local public health and LEMSA should assure hospital capability locally or regionally to screen and evaluate suspect Ebola infected patients. The current recommendation of EMDAC, EMSA, and CDPH is that all acute care hospitals in California should be “Ebola Ready”, to at least screen and transfer patients, but it is clear that many small hospitals do not have the capacity or capability to admit suspect Ebola patients, and even an admission to the emergency department could paralyze the hospital.  Two other levels of capability are evolving:  
1. Evaluation centers should be capable of evaluating possible Ebola infected patients and isolate them as an in-patient during the confirmation process that may be 1-3 days. The reality is that some facilities have inadequate staff and space to isolate and manage a suspect Ebola infection as an inpatient. Local or regional Ebola Evaluation Hospitals may be designated by LEMSA and local public health as the initial destination.  
2. Treatment facilities are being identified at the national, state and local levels. EMS must be involved in local decisions to identify specialized treatment facilities and to bypass other facilities. State and local EMS, public health, and emergency management will collaborate to develop a system of transportation statewide to these facilities based on established regions, patient movement patterns, existing EMS plans and transport arrangements. In California, there are currently five identified U.C. treatment centers (UC Davis, UC Irvine, UC Los Angeles, UC San Diego, and UC San Francisco). 
[bookmark: _Toc404003363]Field Destination Determination    
Local EMS Agencies (LEMSAs) are responsible for the planning and coordination of EMS systems to ensure that response and care appropriate to the patient’s clinical needs are provided.  LEMSAs should coordinate with local health department to develop policies, procedure and protocols for the destination determination of patients at known risk who are being monitored by public health and of previously unknown patients who screen positive by EMS or ambulatory clinics who then call EMS. Pre-planning should be done for patients being monitored by public health to identify an EMS provider agency that will transport and a likely destination. This will allow orderly decision-making and avoid the necessity to search for a suitable transport unit and receiving facility. 

It may be acceptable for EMS to bypass a hospital, if the facility is unequipped to receive and evaluate a suspect Ebola patient; if they do not have the proper PPE available; if they lack the physical space to isolate the patient or there are no waste disposal protocols in place.  If a refusal occurs, the LEMSA and local health department should investigate and determine what steps the hospital needs to take to accept these patients for further screening or determine alternate destination protocols.  In rural areas, a regional hospital may need to act as the evaluation center.

Even in rural areas, EMS cannot be stranded without a facility to transport a patient, and EMTALA requires a facility to accept an emergency patient from EMS and perform a screening exam.  If unable to treat the patient, they may then transfer to a higher level of care.

As protocols are developed with identified treatment centers, transfers of patients with known risk and compatible symptoms who are in geographic proximity may be accepted prior to confirmation of infection to avoid two hospitals and two transfer EMS units being exposed to the patient.  These destination decisions must be made with engagement of local public health that will determine the level of infection risk. The identified destination hospital may vary, depending on:
· The capability and capacity of the hospital to manage suspected/possible Ebola patients;
· The risk level of the individual and the specific symptoms that develop;  
· The health system to which the individual belongs and whether that system has identified hospitals within the system that will manage suspected and/or confirmed Ebola patients; and/or
· Available local resources.

Ultimately, Destination decisions and transportation planning must be made in consultation between the local and state public health, the local EMS agency, the MHOAC and RDMHS, and the sending and receiving facilities. 
[bookmark: _Toc404003364]Inter-Facility Transfers
Patients being monitored by public health should have a pre-determined transfer plan that may be initiated without a call to 911. It is expected that each LEMSA will be aware of their resources for transportation of patients infected with Ebola.  

Transfers to one of the identified UC treatment centers are coordinated by prior arrangement through CDPH after an assessment by local public health in consultation with CDPH. However, it is the responsibility of the LEMSA, not public health, to coordinate the transport.

· The LEMSA should collaborate with the local health department to predetermine modes of transport to identified hospitals.
· The LEMSA will pre-identify Infectious Disease Ambulance Response Team (IDART) and/or ambulance crews and first responders that can appropriately and safely transport suspected and confirmed suspect or confirmed Ebola patients, including transportation from a home or clinic to an evaluation hospital, or from a local hospital facility to an identified Ebola treatment hospital. 
· If a decision is made to transport the person being monitored or a suspected/confirmed Ebola case, this is an Unusual Event as defined in the Public Health and Medical Emergency Operations Manual (EOM) and the appropriate jurisdictional partners should be notified.  
· The LHD will contact the LEMSA to arrange appropriate transportation of the individual to the determined facility.
· Either the LEMSA or local health department should notify/activate the Medical and Health Operational Area Coordinator (MHOAC), in keeping with the Standardized Emergency Management System (SEMS), Emergency Function 8 procedures and the EOM.
· The MHOAC may notify the Regional Disaster Medical and Health Specialist (RDMHS) and other necessary jurisdictional partners of the pending transfer, if needed.
· The RDMHS may coordinate and notify regional medical and public health individuals and entities to assist with or facilitate the transport across jurisdictions in the region to the identified facility.

Other EMTALA transfer guidelines apply, for example, the transferring physician must communicate with a physician at the receiving facility to accept the patient. Health systems with their own treatment center may coordinate their transportation internally, but must notify local public health prior to transfer. The LEMSA should also be notified of the patient status and transfer. 


Protocol Issue: Transport from remote jurisdictions without treatment facilities
· Due to the limited time that providers can remain comfortable wearing full PPE, ground transport is limited to 2-3 hours duration. 
· Usual air helicopter services are not capable of transporting Ebola patients.  California National Guard can transport in larger rotary aircraft, but will only do so if the patient is contained in a portable isolation unit. 
· If resource request is made, Federal DHHS can arrange for a contracted air provider (Phoenix Air) to transport these patients, but this will be very costly (about $125,000).  For the initial domestic transports, this cost has been borne by CDC. (Phoenix Air has done all of the international and domestic transports of confirmed Ebola patients.  They recently added a second special transport aircraft.)
· Another alternative may be transfer of the patient between ambulances while in route to allow new crew to take over care. 

Since ambulances can use lights and sirens to minimize transport time in heavy traffic, escort by law enforcement should not be necessary. 

Hospital Patient Handoff
Hospitals must develop a specific protocol for the receipt from the field by EMS of patients with highly infectious diseases, in this case, Ebola.  The objective is to develop and maintain a “field of isolation” that would minimize broader contamination of the facility, including caregivers, other patients and the public.  

Agreement and protocols should be developed between hospitals and transport providers for the doffing and disposal of contaminated PPE following transport.
· Stay with the patient in the ambulance until the hospital staff is prepared to receive the patient
· Anticipate patient handoff to hospital staff occurring at the ambulance and not inside the hospital
· Patient handoff may be at a location other than the emergency department, for example, an isolation room in the hospital 
· Drop-off location may not be the regular ambulance bay
· Coordinate patient handoff with any procedures the hospital may have in place
· EMS Personnel will doff PPE at the hospital, using the hospital location of choice.  This may be in a well-lit location outside of the hospital.  Do not doff in a poorly lit location or an exposed location in poor or wet weather.  
· Doffing must be done with a trained monitor who is wearing PPE. This should be pre-arranged for appropriate training. Monitor may be any of the following:
· Hospital infection control doffing monitor
· EMS provider agency specially-trained supervisor or other staff 
· Fire or HAZMAT personnel 
· Hospital practices may vary, so anticipate case-by-case adaptation
· Procedure for handoff of a “wet” patient (a patient that is vomiting, having diarrhea or other active fluid shedding) may differ, including placing the patient on plastic sheeting (see below)

Post-Incident Personnel Monitoring
· The use of appropriate PPE constitutes a protected exposure that the CDC classifies as “Low (but not zero) risk”
· Personnel will be identified to local health department and a protocol determined for their follow-up. 
· This may entail recording body temperature once or twice daily.  Specific strategies will be determined by the nature of the incident and patient care operations
· The two-out personnel who did not make patient contact and the fire apparatus would not be considered exposed and would be able to engage in post-incident duties.
· Behavioral Health Services should be provided to manage exposure and potential exposure concerns by EMS.

Infectious Waste
Policy and Protocol Issue: Infectious waste
· Biohazard waste consisting of EMS PPE and plastic sheeting from ambulance should be bagged in hazardous medical waste bags according to protocol.
· The hospital should accept this waste for disposal, since private companies like ambulance providers who are not licensed by DOT cannot transport this waste without a special license.
· If the hospital refuses to manage biohazard waste, the EMS crew may need to call local HAZMAT to respond to the hospital to manage their PPE equipment.
· For small amounts of waste, government agencies may be exempt from these licensing provisions, but moving it creates many other problems.
· All non-disposable equipment used on the patient will be left at the hospital with the patient, or if not accepted by the hospital, in the ambulance after patient handoff.  


CDPH protocol for waste management is available at:
http://www.cdph.ca.gov/certlic/medicalwaste/Documents/MedicalWaste/2013/Ebola%20medical%20waste%20management-CDPH%20interim%20guidance-28%20Oct%202014.pdf

Decontamination of Ambulance Vehicles

Policy and Protocol Issue: Cleaning EMS transport vehicles after transporting a patient with suspected or confirmed Ebola

Ambulance decontamination (see Decontamination below)
Several options have been discussed for decontamination of the ambulance, but other options may be identified. 
1. The ambulance is removed to a location where it is taken out of service and quarantined until public health determines that 1) the patient is not a risk and does not require testing, or 2) the tests for Ebola Virus are negative. 
2. Contracted environmental services respond to the hospital to decontaminate the ambulance. 
3. The ambulance is removed to a location where specially trained workers or contract services decontaminate the unit and return it to service.
4. The hospital provides trained environmental staff to decontaminate on site and allow the ambulance back in service (unlikely, unless rural area with very limited resources for EMS).  


After transport of a suspect case, the ambulance should be placed out of service until a test comes back negative/positive. If positive, a professional decontamination company should be contracted.
Whoever employs the workers that perform the decontamination is responsible for their safety according to CalOSHA standards.  CalOSHA has determined that hospital cleaning crews should use PAPRs. (http://www.dir.ca.gov/dosh/EbolaVirusInformation.htm)
Nebraska Biocontainment Unit guidelines for ambulance decontamination can be found in: Lowe JJ, et al. Prehospital Emergency Care 2014
[bookmark: _Toc404003365]CDC Guidance for Decontamination
Personnel performing cleaning and disinfection should wear recommended PPE (described above) and consider use of additional barriers (e.g., rubber boots or shoe and leg coverings) if needed. Face protection (facemask with goggles or face shield) should be worn since tasks such as liquid waste disposal can generate splashes.

Patient-care surfaces (including stretchers, railings, medical equipment control panels, and adjacent flooring, walls and work surfaces) are likely to become contaminated and should be cleaned and disinfected after transport.

A blood spill or spill of other body fluid or substance (e.g., feces or vomit) should be managed through removal of bulk spill matter, cleaning the site, and then disinfecting the site. For large spills, a chemical disinfectant with sufficient potency is needed to overcome the tendency of proteins in blood and other body substances to neutralize the disinfectant’s active ingredient.

An EPA-registered hospital disinfectant with label claims for viruses that share some technical similarities to Ebola (such as, norovirus, rotavirus, adenovirus, poliovirus) and instructions for cleaning and decontaminating surfaces or objects soiled with blood or body fluids should be used according to those instructions. After the bulk waste is wiped up, the surface should be disinfected as described above.

Contaminated reusable patient care equipment should be placed in biohazard bags and labeled for cleaning and disinfection according to agency policies. Reusable equipment should be cleaned and disinfected according to manufacturer's instructions by trained personnel wearing correct PPE. Avoid contamination of reusable porous surfaces that cannot be made single use.

Use only a mattress and pillow with plastic or other covering that are impermeable to fluids. To reduce exposure among staff to potentially contaminated textiles (cloth products) while laundering, discard all linens, non-fluid-impermeable pillows or mattresses as appropriate.

DOT regulations (see below) prevent an ambulance from being used to transport infectious waste, but a contaminated ambulance and equipment that can be decontaminated are not considered infectious waste.

The Ebola virus is a Category A infectious substance regulated by the U.S. Department of Transportation’s (DOT) Hazardous Materials Regulations (HMR, 49 C.F.R., Parts 171-180). Any item transported for disposal that is contaminated or suspected of being contaminated with a Category A infectious substance must be packaged and transported in accordance with the HMR. This includes medical equipment, sharps, linens, and used health care products (such as soiled absorbent pads or dressings, kidney-shaped emesis pans, portable toilets, used Personal Protection Equipment [e.g., gowns, masks, gloves, goggles, face shields, respirators, booties] or byproducts of cleaning) contaminated or suspected of being contaminated with a Category A infectious substance. (http://www.nclonline.com/products/view/MICRO_CHEM_PLUS_) 

Military Protocol: Decontamination of Vehicles & Equipment Used for Transportation of Potential Ebola Virus Disease (EVD) Patients or Related Equipment: Technical Information Paper 13-031-0914
http://disasterlit.nlm.nih.gov/record/9182


[bookmark: _Toc404003366]Legal References
See Appendix E regarding Title 17, California Code of Regulations (CCR) Reportable Diseases and Conditions and Appendix F State of California Emergency Medical Services Law, Health & Safety Code Division 2.5.








[bookmark: _Toc404003367]Appendix A: Algorithm for Identify, Isolate, Inform
This is also applicable to the pre-hospital environment
http://www.cdc.gov/vhf/ebola/hcp/ed-management-patients-possible-ebola.html
[image: ]


Sample protocol from local EMS agency


 

[bookmark: _Toc404003368]Appendix B: California Health & Safety Code §101080.2

Section 101080.2. (Added by Stats. 2006, Ch. 874, Sec. 4)

(a) The local health officer may issue, and first responders may execute, an order authorizing first responders to immediately isolate exposed individuals that may have been exposed to biological, chemical, toxic, or radiological agents that may spread to others.  An order issued pursuant to this section shall not be in effect for a period longer than two hours and shall only be issued if the means are both necessary and the least restrictive possible to prevent human exposure.

(b) Before any implementation of the authority in subdivision (a), the local health officer shall establish a related memorandum of understanding with first responders in his or her jurisdiction that shall require consultation with the Office of Emergency Services operational area coordinator, consistent with the standardized emergency management system established pursuant to Section 8607 of the Government Code, and shall include where and how exposed subjects will be held pending decontamination in the local jurisdiction.  That memorandum of understanding shall be made available to the public.  

(c) A violation of an order issued by the local health officer and executed by a first responder pursuant to subdivision (a) is a misdemeanor, punishable by a fine of up to one thousand dollars ($1000), or by imprisonment in the county jail for a period of up to 90 days, or by both.



[bookmark: _Toc404003369]Appendix C: Infectious Disease Ambulance Response Teams (IDART)
Jurisdictions who have the resources to field specialized Infectious Disease Ambulance Response Teams (IDART) may wish to consider some of the principles below (Note:  The use of the term “Strike Team” is discouraged for these resources as Ambulance Strike Teams already exist and are used for completely different circumstances). This concept could be applied to units providing elective interfacility transports for confirmed or known high risk patients.

Goal:   An IDART Program is intended to provide a strategic ambulance asset, supported by appropriate medical oversight, to the pre-hospital and medical community facing the challenges of managing emerging infectious diseases. 
Objectives:  
1. To provide reliable specialized emergency medical transportation resource for patients with suspected and confirmed cases of known and emerging infectious diseases. 
2. Assure the highest level of competency in EMS personnel responsible for the medical transportation of suspect or confirmed disease that warrants activation of IDART. 
3. Reduce risk by minimizing the exposure of first responders and non-IDART ambulance personnel needed to suspected or confirmed incidents of infectious disease.
4. The IDART program would be flexible, with deployments based upon reasonable estimates of threat to the system. 
5. IDART personnel would be recruited to serve on a dedicated team of prehospital professionals with specialized training and competencies to qualify them to effectively manage high risk infectious disease medical transportation.  

Concept of Operations: Use of IDARTS is not intended to minimize efforts to adequately train and equip health care providers to safely manage patients suspected of having serious infectious disease.  However, the expectation that all providers in all medical settings can achieve a uniform level of technical expertise in the management of patients with a potentially highly infectious disease is unrealistic. 

The IDART approach provides a small but highly trained team of EMS providers (paramedics and EMTs) skilled in PPE, isolation and safe medical transport of at risk patients.  The asset would be accessible 24/7, 365 to respond to all settings for patients with suspect or confirmed conditions.

An IDART unit could be utilized in the following ways:
1. If during a 9-1-1 call the dispatcher learns of a possible suspect case e.g. caller reports risk factors of Ebola the unit would be deployed. Fire First Responders might not be deployed to reduce potential for exposure and risk, however this approach could vary from jurisdiction to jurisdiction.
2. If during a 9-1-1 call the dispatcher learns from an ambulatory health care setting of a suspect case the unit would be deployed.  Fire First Responders might not be deployed to reduce potential for exposure and risk (See 1, above).
3. If a determination is made on scene of a possible suspect case through initial screening by either first responders or first on scene emergency ambulance personnel, the IDART unit could be subsequently deployed. In the absence of clinical demands to the contrary, the number of personnel remaining in contact with the patient while the IDART responds should be minimized.
4. Air to ground and ground to air transfers of suspect patients  
5. Response to a hospital facility for planned or urgent inter-facility transfer of patients to evaluation or treatment center.
6. IDART response times may be greater in some cases however control of the environment to reduce spread of the disease and protection of the workforce in are the highest priorities when responding to these events.

IDART personnel will develop proficiency through competency based training.  This could include:

1. Overview of Emerging Infectious Disease, Mechanisms of transmission and principles for exposure risk
2. Appropriate medical management of the patient during transport including mechanisms to limit patient contact to reduce exposure and potential for inoculation
3. Instruction and competency testing in all levels of PPE both standard and extensive PPE including PAPR’s and respirators 
4. Extensive competency in (donning and doffing with buddy) at all times
5. Isolation procedures including draping of the inside of the ambulance 
6. Hospital early alert and notification procedures
7. Procedures for patient handoff for each receiving in county receiving facility
8. Procedures for decontamination of ambulance, equipment and personnel post transportation
9. Procedures for disposal, sterilization and cleaning of contaminated materials and provider clothing
10. Protocols for reporting of accidental breach of PPE, exposure or inoculation




[bookmark: _Toc404003370]Appendix D: Sample Donning/Doffing Procedure (from LEMSA) 

Donning
o	Dress in hooded over-garment
o	Put on N-95 or P-100 respirator
o	Pull hood over head, neck and face to cover all skin areas (tape if necessary)
o	Put on full-face shield
o	Double glove with both sets of glove cuffs extending over the over-garment sleeves
· Tape them if necessary to prevent skin from becoming exposed
o	Have another person check that all skin areas are covered and the double gloves are tightly over the sleeves of the over-garment with several inches of overlap
o	Under observation extend and flex neck, extend arms, flex at the waist, stoop and squat to be certain the PPE is properly fitted and that no skin becomes exposed
Doffing
o	Critical moment in patient care provider safety and must be followed exactly under direct supervision and reading of the step-by-step procedure
o	Doffing may occur either by the individual in the PPE or by another personnel in PPE cutting the over-garment (see below)
o	As each PPE component is removed place them in a red biohazard bag
· Wash outer gloves in 0.5% bleach/EPA registered disinfectant rated for non-enveloped viruses /alcohol based hand rub with at least 60% alcohol
· Remove outer gloves by inserting fingers under cuff and inverting
· Use the cutting procedure below if tape was used
· Wash inner gloves in 0.5% bleach/EPA registered disinfectant rated for non-enveloped viruses/alcohol based hand rub with at least 60% alcohol
· Remove face shield
· Wash inner gloves in 0.5% bleach/EPA registered disinfectant rated for non-enveloped viruses /alcohol based hand rub with at least 60% alcohol
· Open front zipper of over-garment
· Defer if cutting procedure below is used
· Wash inner gloves in 0.5% bleach/EPA registered disinfectant rated for non-enveloped viruses /alcohol based hand rub with at least 60% alcohol
· Remove over-garment
•	If cutting procedure is used:
o	Have person in PPE stand with feet apart and arms extended outward
o	From behind, a second person in PPE uses clean scissors to cut down the back, down each leg and out along each arm
o	Allow over-garment to fall forward and off of individual
· Remove respirator
· Wash inner gloves in 0.5% bleach/EPA registered disinfectant rated for non-enveloped viruses /alcohol based hand rub with at least 60% alcohol
· Remove inner gloves
· Wash hands

Link to a video series from CDC that allows you to select specific PPE equipment and watch a video on how to don/doff that equipment.
http://www.cdc.gov/vhf/ebola/hcp/ppe-training/index.html 
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[bookmark: _Toc404003371]Appendix E: Title 17, California Code of Regulations (CCR) Reportable Diseases and Conditions 

●   § 2500(b) It shall be the duty of every health care provider, knowing of or in attendance on a case or suspected case of any of the diseases or condition listed below, to report to the local health officer for the jurisdiction where the patient resides. Where no health care provider is in attendance, any individual having knowledge of a person who is suspected to be suffering from one of the diseases or conditions listed below may make such a report to the local health officer for the jurisdiction where the patient resides.

●   § 2500(c) The administrator of each health facility, clinic, or other setting where more than one health care provider may know of a case, a suspected case or an outbreak of disease within the facility shall establish and be responsible for administrative procedures to assure that reports are made to the local officer.

●   § 2500(a)(14)  "Health care provider" means a physician and surgeon, a veterinarian, a podiatrist, a nurse practitioner, a physician assistant, a registered nurse, a nurse midwife, a school nurse, an infection control practitioner, a medical examiner, a coroner, or a dentist.

· § 2500(h)(i)  Viral Hemorrhagic Fevers, human or animal (e.g., Crimean-Congo, Ebola, Lassa, and Marburg viruses) must be reported immediately by telephone. 

· Failure to report is a citable offense and subject to civil penalty ($250) (Health and Safety Code §105200).


[bookmark: _Toc404003372]Appendix F: State of California Emergency Medical Services Law
Health & Safety Code Division 2.5

[bookmark: _Toc404003373]HS 1979.188: Notification of Exposure: Hospital
1797.188.  (a) As used in this section:
   (1) "Prehospital emergency medical care person or personnel" means
any of the following: an authorized registered nurse or mobile
intensive care nurse, emergency medical technician-I, emergency
medical technician-II, emergency medical technician-paramedic,
lifeguard, firefighter, or peace officer, as defined or described by
Sections 1797.56, 1797.80, 1797.82, 1797.84, 1797.182, and 1797.183,
respectively, or a physician and surgeon who provides prehospital
emergency medical care or rescue services.
   (2) "Reportable disease or condition" or "a disease or condition
listed as reportable" means those diseases prescribed by Subchapter 1
(commencing with Section 2500) of Chapter 4 of Title 17 of the
California Administrative Code, as may be amended from time to time.
   (3) "Exposed" means at risk for contracting the disease, as
defined by regulations of the state department.
   (4) "Health facility" means a health facility, as defined in
Section 1250, including a publicly operated facility.
   (b) In addition to the communicable disease testing and
notification procedures applicable under Chapter 3.5 (commencing with
Section 120260) of Part 1 of Division 105, all prehospital emergency
medical care personnel, whether volunteers, partly paid, or fully
paid, who have provided emergency medical or rescue services and have
been exposed to a person afflicted with a disease or condition
listed as reportable, which can, as determined by the county health
officer, be transmitted through oral contact or secretions of the
body, including blood, shall be notified that they have been exposed
to the disease and should contact the county health officer if all
the following are satisfied:
   (1) The prehospital emergency medical care person, who has
rendered emergency medical or rescue services and has been exposed to
a person afflicted with a reportable disease or condition, provides
the health facility with his or her name and telephone number at the
time the patient is transferred from that prehospital emergency
medical care person to the admitting health facility; or the party
transporting the person afflicted with the reportable disease or
condition provides that health facility with the name and telephone
number of the prehospital emergency medical care person who provided
the emergency medical or rescue services.
   (2) The health facility reports the name and telephone number of
the prehospital emergency medical care person to the county health
officer upon determining that the person to whom the prehospital
emergency medical care person provided the emergency medical or
rescue services is diagnosed as being afflicted with a reportable
disease or condition.
   (c) The county health officer shall immediately notify the
prehospital emergency medical care person who has provided emergency
medical or rescue services and has been exposed to a person afflicted
with a disease or condition listed as reportable, which can, as
determined by the county health officer, be transmitted through oral
contact or secretions of the body, including blood, upon receiving
the report from a health facility pursuant to paragraph (1) of
subdivision (b). The county health officer shall not disclose the
name of the patient or other identifying characteristics to the
prehospital emergency medical care person.
   Nothing in this section shall be construed to authorize the
further disclosure of confidential medical information by the health
facility or any prehospital emergency medical care personnel
described in this section except as otherwise authorized by law.
   In the event of the demise of the person afflicted with the
reportable disease or condition, the health facility or county health
officer shall notify the funeral director, charged with removing the
decedent from the health facility, of the reportable disease prior
to the release of the decedent from the health facility to the
funeral director.
   Notwithstanding Section 1798.206, violation of this section is not
a misdemeanor.

[bookmark: _Toc404003374]HS 1797.189: Notification of Exposure: Coroner
1797.189.  (a) As used in this section:
   (1) "Chief medical examiner-coroner" means the chief medical
examiner or the coroner as referred to in subdivision (m) of Section
24000, Section 24010, subdivisions (k), (m), and (n) of Section
24300, subdivisions (k), (m), and (n) of Section 24304, and Sections
27460 to 27530, inclusive, of the Government Code, and Section
102850.
   (2) "Prehospital emergency medical care person or personnel" means
any of the following: authorized registered nurse or mobile
intensive care nurse, emergency medical technician-I, emergency
medical technician-II, emergency medical technician-paramedic,
lifeguard, firefighter, or peace officer, as defined or described by
Sections 1797.56, 1797.80, 1797.82, 1797.84, 1797.182, and 1797.183,
respectively, or a physician and surgeon who provides prehospital
emergency medical care or rescue services.
   (3) "Reportable disease or condition" or "a disease or condition
listed as reportable" means those diseases specified in Subchapter 1
(commencing with Section 2500) of Chapter 4 of Title 17 of the
California Administrative Code, as may be amended from time to time.
   (4) "Exposed" means at risk for contracting a disease, as defined
by regulations of the state department.
   (5) "Health facility" means a health facility, as defined in
Section 1250, including a publicly operated facility.
   (b) Any prehospital emergency medical care personnel, whether
volunteers, partly paid, or fully paid who have provided emergency
medical or rescue services and have been exposed to a person
afflicted with a disease or condition listed as reportable, that can,
as determined by the county health officer, be transmitted through
oral contact or secretions of the body, including blood, shall be
notified that they have been exposed to the disease and should
contact the county health officer if all of the following conditions
are met:
   (1) The prehospital emergency medical care person, who has
rendered emergency medical or rescue services and has been exposed to
a person afflicted with a reportable disease or condition, provides
the chief medical examiner-coroner with his or her name and telephone
number at the time the patient is transferred from that prehospital
medical care person to the chief medical examiner-coroner; or the
party transporting the person afflicted with the reportable disease
or condition provides that chief medical examiner-coroner with the
name and telephone number of the prehospital emergency medical care
person who provided the emergency medical or rescue services.
   (2) The chief medical examiner-coroner reports the name and
telephone number of the prehospital emergency medical care person to
the county health officer upon determining that the person to whom
the prehospital emergency medical care person provided the emergency
medical or rescue services is diagnosed as being afflicted with a
reportable disease or condition.
   (c) The county health officer shall immediately notify the
prehospital emergency medical care person who has provided emergency
medical or rescue services and has been exposed to a person afflicted
with a disease or condition listed as reportable, that can, as
determined by the county health officer, be transmitted through oral
contact or secretions of the body, including blood, upon receiving
the report from a health facility pursuant to paragraph (1) of
subdivision (b). The county health officer shall not disclose the
name of the patient or other identifying characteristics to the
prehospital emergency medical care person.
   Nothing in this section shall be construed to authorize the
further disclosure of confidential medical information by the chief
medical examiner-coroner or any of the prehospital emergency medical
care personnel described in this section except as otherwise
authorized by law.
   The chief medical examiner-coroner, or the county health officer
shall notify the funeral director, charged with removing or receiving
the decedent afflicted with a reportable disease or condition from
the chief medical examiner-coroner, of the reportable disease prior
to the release of the decedent from the chief medical
examiner-coroner to the funeral director.
   Notwithstanding Section 1798.206, violation of this section is not
a misdemeanor.


[bookmark: _Toc404003375]HS 1797.220: Local Medical Control Policies, Procedures 
(including patient destination policies and patient care guidelines)
1797.220.  The local EMS agency, using state minimum standards,
shall establish policies and procedures approved by the medical
director of the local EMS agency to assure medical control of the EMS
system. The policies and procedures approved by the medical director
may require basic life support emergency medical transportation
services to meet any medical control requirements including dispatch,
patient destination policies, patient care guidelines, and quality
assurance requirements.

[bookmark: _Toc404003376]HS 1798.150: Guidelines for Critical Care Facilities
1798.150.  The authority may establish, in cooperation with affected
medical organizations, guidelines for hospital facilities according
to critical care capabilities.

[bookmark: _Toc404003377]HS 1798.170: Development of Triage and Transfer Protocol 
1798.170.  A local EMS agency may develop triage and transfer
protocols to facilitate prompt delivery of patients to appropriate
designated facilities within and without its area of jurisdiction.
Considerations in designating a facility shall include, but shall not
be limited to, the following:
   (a) A general acute care hospital's consistent ability to provide
on-call physicians and services for all emergency patients regardless
of ability to pay.
   (b) The sufficiency of hospital procedures to ensure that all
patients who come to the emergency department are examined and
evaluated to determine whether or not an emergency condition exists.
   (c) The hospital's compliance with local EMS protocols,
guidelines, and transfer agreement requirements.

[bookmark: _Toc404003378]HS 1798.172: Patient Transfer Agreement Guidelines
1798.172.  (a) The local EMS agency shall establish guidelines and
standards for completion and operation of formal transfer agreements
between hospitals with varying levels of care in the area of
jurisdiction of the local EMS agency consistent with Sections 1317 to
1317.9a, inclusive, and Chapter 5 (commencing with Section 1798).
Each local EMS agency shall solicit and consider public comment in
drafting guidelines and standards. These guidelines shall include
provision for suggested written agreements for the type of patient,
initial patient care treatments, requirements of interhospital care,
and associated logistics for transfer, evaluation, and monitoring of
the patient.
   (b) Notwithstanding subdivision (a), and in addition to Section
1317, a general acute care hospital licensed under Chapter 2
(commencing with Section 1250) of Division 2 shall not transfer a
person for nonmedical reasons to another health facility unless that
other facility receiving the person agrees in advance of the transfer
to accept the transfer.
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EMS CALL

Patient meets BOTH Criteria Below:

1. 

Any elevated body temperature or subjective fever or 

symptoms, including severe headache, fatigue, muscle 

pain, vomiting, diarrhea, abdominal pain, or 

unexplained hemorrhage. 

2. Has traveled to Sierra Leone, Guinea, Liberia or Mali      

within 21 days of symptom onset; or contact with a known 

high risk EVD suspect or EVD patient.

Use recommended PPE Follow standard procedures

NO YES

Patient refuses transport            

against medical advice or 

determination of death? 

YES

Treat and Transport

NO

Notify Public Health/ MHOAC

Early notification to 

receiving Hospital

Transfer care per hospital 

protocols 

Decon:  Personnel, equip, and vehicle prior 

to returning to service

Notify employer of 

suspected contact

Notify EMS Agency/Duty Officer
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EMS CALL


Patient meets BOTH Criteria Below:



       1. 	Any elevated body temperature or subjective fever or 	symptoms, including severe headache, fatigue, muscle 	pain, vomiting, diarrhea, abdominal pain, or 	unexplained hemorrhage. 
      2.	Has traveled to Sierra Leone, Guinea, Liberia or Mali      	within 21 days of symptom onset; or contact with a known 	high risk EVD suspect or EVD patient.





