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INTRODUCTION

This department/district recognizes that communicable disease exposure is an occupational health hazard.  Emergency health care providers frequently face unpredictable, uncontrollable, dangerous, and life-threatening circumstances.  Anything can happen in an emergency, including exposure to blood, other potentially infectious materials, as well as contaminated equipment.  Communicable disease transmission is possible during any aspect of emergency response, including in-station operations.

The health and welfare of each member is a joint concern of the member, the chain of command, and this department. While each member is ultimately responsible for his or her own health, the department recognizes a responsibility to provide as safe a workplace as possible.  The goal of this program is to provide all members with the best available protection from occupationally acquired communicable disease.  This program addresses both blood-borne and airborne diseases. 

Each year, approximately 500,000 to 800,000 health care providers are exposed to blood-borne pathogens.  These pathogens are not rare:  nearly 1 million persons were HIV+ in 1998, 1.25 million persons were chronically infected with HBV (Hepatitis B Virus), and another 2.7 million were chronically infected with HCV (Hepatitis C Virus) in 2002.  California in particular has a population of HIV+ persons. 

Historically, the prevention of infectious disease has been based on isolation and quarantine of patients with selected diagnosed diseases.  The nature of emergency response practice requires contact with many individuals in varied environments.  Isolation of infectious disease in this environment has evolved to focus on isolating body substances (blood, feces, urine, wound drainage, oral secretions, etc.) from every patient.  This is accomplished through engineering, work practice controls, personal protective equipment, and individual judgement.

POLICY STATEMENT

It is the policy of this department:

· To provide fire, rescue, and emergency medical services to the public without regard to known or suspected diagnoses of communicable disease in any patient.

· To regard all patient contacts as potentially infectious. Universal precautions will be observed at all times and will be expanded to include all body fluids and other potentially infectious material (body substance isolation).

· To provide all members with the necessary training, immunizations, and personal protective equipment (PPE) needed for protection from communicable diseases.

· To recognize the need for work restrictions based on infection control concerns.

· To encourage participation in member assistance and CISD programs.

· To prohibit discrimination of any member for health reasons, including infection and/or seroconversion with HIV, HBV, or HCV.

· To regard all medical information as strictly confidential.  No member health information will be released without the signed written consent of the member.

PURPOSE


· To identify those tasks and corresponding job classifications for which it can be reasonably anticipated that an exposure to blood, other body fluids, or other potentially infectious materials (OPIM) may occur.

· To provide a comprehensive infection control system which maximizes protection against communicable diseases for all members during the performance of their assigned duties, and in the fire department living environment?  

· To utilize this infection control system to protect the public.

· To identify the procedure for the evaluation of circumstances surrounding exposure incidents.

SCOPE

1. Exposure Determination

A.
The following tasks are reasonably anticipated to involve exposure to blood, body fluids, or OPIM:

· Provision of emergency medical care to injured or ill patients;

· Rescue of victims from hostile environments, including burning structures or vehicles, water contaminated atmospheres, or oxygen deficient atmospheres;

· Extrication of persons from vehicles, machinery, or collapsed excavations or structures; 

· Recovery and/or removal of bodies from any situation cited above; and

· Response to hazardous materials emergencies, both transportation and fixed-site, involving potentially infectious substances.

B.
The following job classifications are reasonably anticipated to involve exposure to blood, body fluids, or other potentially infectious substances in the performance of their duties:

· Firefighter

· First responder

· Emergency medical technician

· Paramedic

· Driver/operator

· Engineer

· Company officer

· Hazardous materials response team member

· Specialized rescue technician

· Other emergency response personnel not otherwise classified

AUTHORITY AND RESPONSIBILITY

· Battalion Chiefs and Shift Commanders have the responsibility to ensure compliance with this policy.

· Company Commanders or Captains have the responsibility to observe work practices, monitor compliance with the policy, and ensure personal protective item availability.  They have the responsibility of supervising the cleaning and decontamination of equipment and are responsible for the quality assurance of the station procedures.  When contaminated items are generated, the Company Commanders or Captains are responsible for the timely disposal of materials.  This may be accomplished by giving the bagged materials to the transporting ambulance, or by bringing the materials to a designated area in the station for disposal.

· All personnel have the individual responsibility to know the policy and comply with the procedures.  Each member will report any suspected exposure to communicable diseases to his/her Company Commander or Captain.

· The EMS Officer, in conjunction with the CQI Coordinator, is responsible for the development and delivery of a comprehensive infection control educational program, which complies with OSHA Regulation 29 CFR Part 1910.1030.

· The Chief of the Department will appoint the Department Designated Officer.  This person should be able to perform the duties listed below and meet the following recommended qualifications:  five or more years of recent fire/EMS experience; rank of captain or above; and current EMT-P (Paramedic) certification.  The Department Designated Officer will:

· Serve as the department “designated officer” as required by the Ryan White Comprehensive AlDS Resources Act of 1990 (PL 101-381).

· Develop criteria for the purchase of personal protective equipment and determine adequate stocking levels for each station and response vehicle.

· Evaluate possible member exposures to communicable diseases and coordinate communications between the exposed member, the department, industrial health programs, area hospitals, and the appropriate County or City agencies.

· Collect quality assurance data on the department Infection Control Program and present these data to the Operations Chiefs as requested.

· Notify the Department Safety Officer if quality assurance data indicate a safety hazard requiring immediate attention.

· Conduct spot inspections of on-scene and station operations to ensure compliance with department infection control policy.

· Coordinate the immunization program with the Department Physician or industrial health provider and arrange for the maintenance of immunization records at the office of the Department Physician or industrial health provider.

· Monitor developments in the field of infection control and make appropriate recommendations to the EMS Officer and Operations Chiefs.

· Solicit input from non-managerial employees responsible for direct patient care who are potentially exposed to injuries from contaminated sharps in the identification, evaluation, and selection of effective engineering and work practice controls and document the solicitation in the Exposure Control Plan.

· Maintain a confidential database of exposures and treatment given, in conjunction with the Department Physician or industrial health provider.

· Provide technical expertise to the Division of Training in development of the infection control curriculum.

· The EMS Officer, in conjunction with the CQI Coordinator, will compile the names and contact numbers of all Department Designated Officers.  The list will be distributed to the Designated Officers by the Training Officer. 

· The EMS Officer, in conjunction with the CQI Coordinator, will develop a training program for all Department Designated Officers. 

· The Chief of the Department or District is responsible for delegation of the tasks of managing the Department Occupational Health & Safety and Infection Control programs to the appropriate staff and line officers.  The responsibility for the health and welfare of all members remains that of the Chief of the Department.

METHODS OF COMPLIANCE

The Infection Control Program is applicable to all members providing fire, rescue, or emergency medical services. The Infection Control Program consists of a policy statement, identification of roles and responsibilities, Standard Operating Procedures (SOPs), training, and recordkeeping.  SOPs identify specific procedural guidelines for all aspects of response and station environments where disease transmission can be reasonably anticipated, as well as training, administrative aspects of the program, and post-exposure evaluation/investigation. Specific program components are identified as follows:

· Infection Control Policy Statement

· Infection Control Roles And Responsibilities

· Exposure Control Plan

· SOP #
Infection Control 1: Health Maintenance

· SOP #
Infection Control 2: Infection Control Training

· SOP #
Infection Control 3: Station Environment

· SOP #
Infection Control 4: Personal Protective Equipment

· SOP #
Infection Control 5: Scene Operations

· SOP #
Infection Control 6: Post-Response

· SOP #
Infection Control 7: Post-Exposure Protocols

· SOP #
Infection Control 8: Compliance and Quality Monitoring/Program

Evaluation

Health/Medical, training, and post-exposure recordkeeping and documentation requirements are addressed in the corresponding SOPs.

EVALUATION OF EXPOSURE INCIDENTS

The procedure for the evaluation/investigation of circumstances surrounding incidents of exposure to blood, other body fluids, or other potentially infectious materials (OPIM) is detailed in SOP #Infection Control 7: Post Exposure Protocols.  Medical follow-up, documentation, recordkeeping, and confidentiality requirements are also defined in

SOP #
Infection Control 7.

EXPOSURE CONTROL PLAN

A. Universal Precautions

The Department/District mandates the application of universal blood and body fluid/substance precautions for all patients.  All body fluids shall be considered potentially infectious materials.  The particular health care task, rather than any patient diagnosis or suspected diagnosis, must direct the use of barriers and other work place controls.  Directing precautions only for patients diagnosed with AIDS, hepatitis, or other diseases misses the majority of patients who have infectious agents in their blood.  Because the status of all patients’ blood cannot be reliably known for these or other infectious diseases, ALL blood and body fluid/substance must be treated as potentially infectious.  Blood and body fluid/substance precautions provide a consistent approach to managing body substances from ALL patients and are essential to prevent transmission of potentially infectious agents from patient to patient and from patient to personnel.  

The use of individual judgement is essential in determining when and what type of barrier(s) is needed.  Each individual must establish his/her own standards for consistent use of barriers.  These personal standards should be based on the individual’s skills and interactions with patient body substances, non-intact skin and mucous membranes.  See Appendix 1 for assistance in determining your personal standard.

B. Engineering and Work Practice Controls

Engineering and work practice controls may be defined as the provision of certain items in the workplace designed to facilitate a safe environment.  In this context a safe environment means that a reduced exposure to blood borne pathogens exists.  Engineering controls reduce exposure by either removing the hazard or isolating the worker from exposure.  Examples include providing a sharps container available at or near the point of use of needles, and safer medical devices, such as sharps with engineered sharps injury protections and needleless systems.

      Accordingly, all employees are made aware of their presence and safe sharps handling and disposal.  This is an area of many new and emerging technologies.  Annual review of this plan will reflect changes in technology that eliminate or reduce exposure to bloodborne pathogens.  The plan will also document annual consideration and implementation of appropriate commercially available and effective safer medical devices designed to eliminate or minimize occupational exposure. 

1) Each vehicle engaged in emergency response shall be equipped with the following:

a) Antiseptic hand cleanser and disposable towels or antiseptic towelettes

· Hand cleanser – Hibiclens or equivalent

· Towelette – Vironeox 9 or equivalent

b) Pocket masks or mechanical respiratory assistance devices

c) Red plastic bags

d) Container of approved germicidal/disinfectant solution or a 1:100 solution of household bleach and water.

e) Vials for the mixing of the solution (approximately ¼ cup of bleach {sodium hypochlorite} per gallon of tap water).  Bleach solution shall be freshly mixed at time of use.

f) Sharps containers that are puncture-resistant, red in color or labeled with the appropriate biohazard label, leakproof on the sides and bottom, and NOT requiring that employees reach by hand into the container when discarding the sharps.  These containers shall provide for permanent closure when they are ¾ full.  (Paramedic-staffed apparatus only)

g) Protection pack containing gown, mask with face shield, and gloves.

2) Each station shall provide for:

a) The decontamination of uniforms and personal protective clothing.

b) Hand washing facilities, including the above mentioned hand cleanser and disposable towels, available separately from the living areas

c) Laundry facilities shall be available with an approved detergent.  Household detergent is acceptable.


d) Contaminated laundry storage.  In a station where contaminated laundry is stored, a container shall be provided either red in color or displaying a biohazard label.  When contaminated laundry is shipped offsite, it must be placed and transported in properly labeled, color coded, leak-proof, and impervious bags.  When laundry is sent to another facility that does not use universal precautions, labeling or color coding is sufficient if it permits all employees to recognize the containers as requiring compliance with Universal Precautions.

e) A laundry service may be used where appropriate.

3) Work Practice Controls

a) Department members shall wash their hands immediately or as soon as feasible after removal of gloves or other personal protective equipment.

b) Department members shall wash their hands and any other skin with an approved cleanser and water, or flush mucous membranes with water immediately or as soon as feasible following contact of such body areas with blood or other potentially infectious materials.

c) Contaminated needles and other contaminated sharps shall not be bent, recapped or removed.  Shearing or breaking of contaminated needles is prohibited.  The one handed technique of recapping needles is accepted when a container is not available.

d) Immediately or as soon as possible after use, contaminated sharps shall be placed in the appropriate container.

e) Eating, drinking, smoking, applying cosmetics or lip balm, or handing contact lenses, are prohibited in work areas where there is a reasonable likelihood of occupational exposure.

f) All procedures involving blood or other potentially infectious materials shall be performed in such a manner as to minimize splashing, spraying, splattering, and generation of droplets of these substances.

g) Specimens of blood or other potentially infectious materials shall be placed in a container which prevents leakage during collection, handling, processing, storage, transport, or shipping.

h) Equipment that may become contaminated with potentially infectious material shall be examined prior to servicing and shall be decontaminated as necessary.

C.
Personal Protective Equipment

The department will ensure that appropriate personal protective equipment in the appropriate sizes is readily accessible at the worksite or is issued to employees.

1) This equipment includes, but is not limited to:

a) Gloves

b) Safety glasses

c) Face shields/masks

d) Masks and respirators

e) Coats/jackets

f) Gowns

g) HEPA respirator mask (see TB exposure plan)

2) The department shall maintain an assortment of sizes of protective clothing for temporary replacement of soiled clothing.

3) The employee will be required to maintain a clean change of clothing in the station.

4) If blood or OPIM penetrates a garment(s), the garment(s) shall be removed immediately or as soon as feasible.

5) All personal protective equipment shall be removed prior to leaving the work area.

6) When personal protective equipment is removed, it shall be placed in an appropriately designated area or container for storage, washing, decontamination or disposal.

7) Cleaning, laundering and disposal:  Reusable personal protective equipment will be decontaminated and laundered as necessary at no cost to the employee.  Single-use items will be disposed of in the appropriate manner. 

8) Departments may provide “wash-away” bags to place contaminated uniforms in for laundering at the station.

D.
Housekeeping

Isolation of blood and body substances is also necessary in the station environment.  The Department recognizes the possibility of bringing contaminated items back from the emergency scene.  The following guidelines, when observed, will keep equipment and facility in a clean and sanitary condition.

1) All equipment and surfaces are cleaned and decontaminated immediately or as soon as feasible after contact with blood and body fluid/substances.

2) The paramedic ambulance surfaces and equipment which have a reasonable likelihood for becoming contaminated with blood and body fluid/substances shall be decontaminated weekly with the approved bleach solution or an approved germicidal/disinfectant solution.

3) Contaminated laundry should be placed in red plastic bags provided in the location of use.  It shall not be sorted or rinsed at the location of use.  When contaminated laundry is wet and presents a likelihood of soak-through or leakage from the bag, the laundry shall be double-bagged.  The contaminated laundry shall be placed with the transporting ambulance for disposition at the receiving hospital.  In the event no ambulance is used for transport, the laundry will be transported back to the station and placed in a suitable container.  The Shift Captain will insure that the laundry is transported to the closest hospital within 24 hours.

4) All members handling contaminated laundry shall wear protective gloves and other appropriate personal protective clothing.

5) The containers for contaminated laundry shall be inspected weekly by the Company Commander or Captain.   They will be emptied when the are ¾ full.  These containers whenever visibly contaminated or odor producing, shall be decontaminated with an approved cleanser or bleach solution. 

6) Regulated Waste is:

· liquid or semi-liquid blood and body fluid/substances; 

· contaminated items what would release blood and body fluid/substances in a liquid or semi-liquid state if compressed; 

· items that are caked with dried blood and body fluid/substances and are capable of releasing these materials during handling; 

· contaminated sharps; and 

· pathological and microbiological wastes containing blood or other potentially infectious materials. 

a) Waste as described above may include used bandages, disposed of personal protective equipment, or a contaminated single use item.

b) Containers for this waste (red plastic bags) are placed in appropriate locations within easy access and close to the point of use.

c) When waste is generated, it is handled as little as possible.

d) When demobilizing from an incident where waste is generated, these items shall be placed in a red plastic bag and sent with the transporting ambulance for disposition at the receiving hospital.  If the contaminated items are wet and present a likelihood of soak-thorough or leakage from the bag, the items shall be double-bagged.  In the event no ambulance is used for transport, the items will be transported back to the station.  An appropriate container will be provided for temporary storage of waste.  The Shift Captain will insure that the materials are transported to the closest hospital within 24 hours.  At all times, personnel are reminded to use appropriate universal protective clothing.

E. Infection Control Training

The EMS Officer is responsible for the development and delivery of a comprehensive infection control education program that complies with OSHA Regulation 29 CFR Part 1910.1030.

1) The Department recognizes that this standard serves to identify and limit the exposure of its members to infectious materials.  As a means to this end, all members with occupational exposure will participate in a training program.  This program will be provided on duty and at no cost to the member.  This training program will also include annual refresher programs.  Additional training will be provided when changes, such as modifications of tasks or procedures, occurs.  All new employees will be trained prior to an assignment to a position where occupational exposure may take place. 

2) The training program will contain the following elements:

a) An accessible copy of OSHA Regulation 29 CFR Part 1910.1030.

b) The epidemiology and symptoms of bloodborne diseases.

c) The modes of transmission of bloodborne diseases.

d) An explanation of the Department Bloodborne Pathogens Standard and where a copy can be found.

e) An explanation of how to recognize tasks where a potential of exposure can occur.

f) An explanation of the use and limitations of methods used to limit exposure including engineering, work practice controls, and personal protective equipment.

g) Information on the types of, proper use of, decontamination, and disposal of personal protective equipment.

h) An explanation of the basis for selection of personal protective equipment.

i) Information on the Hepatitis B vaccine:

· Efficacy

· Safety

· Method of administration

· Benefits of vaccine

· Free of charge

j) Information describing the procedures to follow if an exposure incident occurs.

k) An explanation of the post exposure evaluation and follow-up provided to the employee.

l) An explanation of the signs and labels and/or color-coding.

m) Question and answer period.

F. Record Keeping

1. Confidential Medical Records

a) A confidential medical record for each department member will be maintained containing the following elements:

· The name and social security number

· A copy of the HBV vaccination status including the dates of all vaccinations and any records relative to the employee’s ability to receive subsequent vaccinations.

· A copy of employee’s PPD test results

· A copy of employee’s fit testing for HEPA respirators

· A copy of the health care professional’s written opinion as required following an exposure

b) A copy of the information given to the health care professional following an exposure

c) These records are to be kept confidential and are not disclosed or reported without the employee’s written consent except as required by law.

d) The records are maintained for the duration of employment, and for 30 years after separation from employment.

2.
Training Records 

a) Will contain the dates of all classes on infection control.

b) The outline of topics presented.

c) The names and qualifications of the persons conducting the class.

d) The names and classifications of persons attending the class.

e) Will be maintained for 3 years from the date of the class.

3. Availability of Records

a) The department shall ensure that all records required above be made available upon request to the OSHA Chief and NIOSH for examination and copying.

b) All training records required shall be available upon request for examination and copying to employees, to employees’ representatives and to the OSHA Chief and NIOSH in accordance with Section 3204.

c) Employee medical records shall be provided upon request for examination and copying to the subject employee, to anyone having written consent of the subject employee, and to the OSHA Chief and NIOSH in accordance with Section 3204.

G. Post-Exposure Procedures

Authority and Responsibility

Company Commanders or Captains have the responsibility to ensure that the initial exposure forms and logbook entry are filled out following an exposure.  He/she is also responsible for notifying the Shift Commander or Battalion Chief.

The Shift Commander or Battalion Chief will notify the Designated Officer.  The Shift Commander or Battalion Chief will notify the receiving hospital that a communicable disease exposure took place, and request an infection disease determination, as provided under the Ryan White Act of 1990.  Request for consent to test the source patient for HIC and HBV/HCV will be made.  The source patient has the right to refuse such testing under most circumstances.  However, if blood has already been obtained for other tests, the treating physician can order additional tests on blood already obtained.   In addition, if the source individual is the subject of a criminal complaint, or has committed a crime or assault against a department member, a warrant for obtaining and testing blood can be obtained. 

The Designated Officer will evaluate the exposure and recommend follow-up as needed.  The Designated Officer is responsible for investigating the circumstances surrounding the exposure incident and facilitating the follow-up medical evaluation and counseling.  At the conclusion of the investigation, a written summary of the incident is prepared and recommendations made for avoiding similar incidents in the future.  A brief summary of the event will be listed in the Infection Control Log (Appendix 7).  If a sharp (needle, lancet, etc.) is involved, the incident will also be recorded in the Sharps Injury Log (Appendix 6).   All information that could identify the member or source patient will be maintained in confidential medical files.

Post Exposure and Follow-Up

1.
Definition of a bloodborne/contact exposure:
A specific contact with potentially infectious blood/body fluid substance through percutaneous injury (skin puncture), or non-intact skin or mucous membrane (eye, nose, mouth, open wound) during the performance of duties.

2. Procedure following a suspected exposure

a)  Immediately following exposure the employee will:

· Wash exposed areas with soap and water, or the approved antiseptic cleanser; mucous membranes will be flushed with water.  Eyes should be flushed with water or saline solution.

· Notify Company Commander or Captain.  The Company Commander or Captain will immediately notify the Shift Commander or Battalion Chief and Designated Officer.

     b)   The following forms will be completed:

· Employer’s Report of Occupational Injury or Illness

· The Department Infectious Exposure Form

· The Department Supervisor’s Accident/Injury Report Form

· Other forms as mandated by regulation or department policy

     c)  The Designated Officer will evaluate the exposure immediately, and will ensure that if immediate prophylaxis is indicated, that the member has access to treatment within the indicated time period.   The Designated Officer will also ensure that the member is offered the opportunity for baseline blood tests.

d)  The Designated Officer will trace the source patient to the receiving hospital, notify the hospital that a communicable disease exposure took place, and request an infection disease determination, as provided under the Ryan White Act of 1990.  Request for consent to test the source patient for HIV and HBV/HCV will be made if applicable.  

e) The Designated Officer, the Shift Commander or Battalion Chief will investigate an incident within 24 hours.  The investigation involves obtaining the following information:

· Date, time, and location of incident

· What infectious materials were involved

· Source of material

· Type of procedure performed

· How exposure was caused

· Route of exposure

· Personal protective equipment being used at the time of exposure

· Actions taken following exposure

· Decontamination procedures

· Disposal of contaminated equipment

· Notifications made

f)  Once the investigation has been completed, an appointment will be arranged with an appropriate health care professional to discuss the employee’s medical status.  The following information will be forwarded with the employee to assist the health care professional:

· A copy of relevant policies from the Infectious Disease Prevention Plan 

· A copy of CCR, Section 5193, Title 8 (Bloodborne Pathogens) 

· A description of the exposure incident 

· A description of the employee’s duties as they relate to the exposure incident

· Results of the source individual’s blood testing, if available

· All medical records relevant to the appropriate treatment of the employee including vaccination status which are the employer’s responsibility to maintain
      g) After the consultation, the health care professional will provide a written opinion evaluating the exposed employee’s situation.  The written report will contain ONLY the following information:

· Whether HBV vaccination is indicated, and if the employee has received such vaccination

· Confirmation that the employee has been informed of the consultation results

· Confirmation that the employee has been told about any medical condition resulting from the exposure which require further evaluation or treatment.

     h)   The Designated Officer or industrial health provider will maintain confidential medical records.  These records will be maintained for 30 years following the employee’s separation from employment.  These records will contain the following information:

· The name and social security number of the employee

· A copy of the employee’s HBV vaccination status, including the dates of all HBV vaccinations and records relative his/her ability to receive subsequent vaccinations that may be required.

· A copy of all results of examinations or consultations and follow-up procedures as required for exposures.

· A copy of the health care professional’s written opinion as required for exposures.

· A copy of the information provided to the health care professional as required above. 

     i)   The Department shall establish and maintain a sharps injury log for the recording of percutaneous injuries from contaminated sharps. The information in the sharps injury log shall be recorded and maintained in such manner as to protect the confidentiality of the injured employee. The sharps injury log shall contain, at a minimum—

· The type and brand of device involved in the incident,

· The department or work area where the exposure incident occurred, and

· An explanation of how the incident occurred.

· Job classification of the exposed employee

· Department or work area where the exposure incident occurred

· The procedure the exposed employee was performing at the time of the incident

· The body part involved in the exposure incident

· If the sharp had engineered sharps injury protection, whether the protective mechanism was activated, and whether the injury occurred before, during or after  the protective mechanism was activated, if applicable

· If the sharp had no engineered sharps injury protection, the injured employee’s opinion as to whether and how such a mechanism could have prevented the injury

· The employee’s opinion about whether any other engineering, administrative or work practice control could have prevented the injury

j)   The sharps injury log shall be maintained for five years after the end of the calendar year in which the information was logged.  

AIRBORNE PATHOGENS EXPOSURE CONTROL PLAN
INTRODUCTION

Airborne pathogens of many types pose threats to the health of emergency personnel.  This plan now includes references to SARS as well as to Tuberculosis, and is designed to minimize the risk of transmission of these diseases to emergency health care workers.

Tuberculosis (TB) is an infectious disease caused by Mycobacterium tuberculosis.  About one in three people in the world have TB infection.  Until recently, TB had been decreasing in the U.S.  Since 1985, however, TB has been increasing, due to several social and health conditions. 

In 1993, the CDC drafted guidelines for preventing the transmission of TB in health care facilities.  These recommendations include the use of high-efficiency, particulate air filtering, half-mask respirators in TB environments.  Shortly thereafter, OSHA published an enforcement policy directive what requires the use of NIOSH approved HEPA respirators for all health care workers who are exposed to TB.  At the same time, requirements were also issued for a respiratory care program that includes training, medical evaluation and fit-testing.

In the late 1990s and early years of this decade, several new respiratory ailments have emerged.  Some of these conditions are rare in this area (e.g., Hantavirus), but others, such as SARS (Severe Acute Respiratory Syndrome), may be encountered by emergency responders in this area.  

PURPOSE

The Department has implemented this Airborne Pathogens Exposure Control Plan to meet the intent of the current CDC and OSHA guidelines for preventing the exposure and transmission of TB and other infectious respiratory diseases in the prehospital care setting.  The purpose of this plan is to define:  

· Methods by which all personnel are educated as to the risks associated with the transmission of TB and other infectious respiratory diseases in the prehospital care setting

· Policies and procedures which reduce the risk of exposure to TB and other infectious respiratory diseases.

· High-risk procedures for TB and other infectious respiratory diseases transmission, as well as patient profiles likely to be indicative of suspected or active TB, and other infectious respiratory diseases and 

· Employee TB exposure follow-up procedure.

POLICY STATEMENT

It is the Policy of this department to:

· Provide fire, rescue, and emergency medical services to the public without regard to known or suspected diagnoses of communicable disease in any patient.

· Provide all members with the necessary training and fit-testing for HEPA respirators.

· Provide annual skin testing for all PPD negative employees.

· Prohibit discrimination of any member for health reasons.

· Regard all medical information as strictly confidential.  No member health information will be released without the signed written consent of the member.

OBJECTIVE

This department/district recognizes that communicable disease exposure is an occupational health hazard.  The health and welfare of each member is a joint concern of every member of the department.  While each member is ultimately responsible for his or her own welfare, the department recognizes a responsibility to provide as safe a workplace as possible.  The goal of this program is to provide all members with the best available protection from occupationally acquired communicable disease.

SCOPE

This policy applies to all members providing fire, rescue, and emergency medical services.  The following employees are at risk for potential exposure to Tuberculosis and other infectious respiratory diseases during the performance of their assigned duties.  All elements of this exposure plan apply to these employees.

· Firefighter

· First responder

· Emergency medical technician

· Paramedic

· Driver/operator/engineer

· Engineer

· Company officer

· Hazardous materials response team member

· Specialized rescue technician

· Other emergency response personnel not otherwise classified

AUTHORITY AND RESPONSIBILITY

· Shift Commanders or Battalion Chiefs have the responsibility to ensure compliance with this Policy.

· Company Commanders or Captains have the responsibility to observe work practices, monitor compliance with this Policy, and ensure HEPA respirator availability.

· All personnel have the individual responsibility to know the Policy and comply with the procedures.  Each member will report any suspected exposure to TB or other communicable disease to his/her Company Commander or Captain.

· The EMS Officer, in coordination with the Quality Improvement Coordinator, is responsible for the development and delivery of a comprehensive TB educational program that complies with current OSHA guidelines.

· The Designated Officer is responsible for continuous observation of the procedures in effect.  She/he will monitor new developments in the field of infection control and make appropriate recommendations to the Operations Chiefs.  The Officer is responsible for evaluating possible member exposures to TB and other communicable diseases and coordinating communications between the exposed member, the Department, area hospitals or industrial health providers, and appropriate County agencies. 

· The Designated Officer is encouraged to monitor the Center for Disease Control (CDC) website:   http://www.cdc.gov/ncidod on a frequent basis to ensure awareness of emerging disease entities.  This address is a direct link to the infectious disease information.  By checking this website frequently, the Officer can determine if current measures will provide protection for newly reported disease causing agents, and can take appropriate additional measures as needed.    

· The Chief of the Department is responsible for delegation of the tasks of managing the Department Occupational Health & Safety and Infection Control Programs to the appropriate staff and line officer.  The responsibility of the health and welfare of all members remains that of the Chief of the Department.

PROCEDURE

This TB Exposure Control Plan will address the following issues:

· TB Surveillance

· Recognition of TB, SARS,  and other infectious respiratory diseases
· Education and Training

· Employee Respiratory Protection

· Definition of Exposure

· Post exposure evaluation and follow-up

· Medical and training record keeping

1.
TB Surveillance

A. Newly hired employees must provide documentation of a TB skin test taken within the past 12 months or receive a TB skin test.  Employees with prior history of positive PPD will have a baseline chest x-ray prior to employment.

B. All employees with negative PPD status will receive annual PPD testing.

C. Employees with positive PPD status will be evaluated annually for signs and symptoms of tuberculosis by the contracted department industrial health provider or Department Physician.

D. All employees with PPD conversion or signs and symptoms of TB will be referred to their personal physicians for further evaluation and treatment, if appropriate.

2.
Education and Training

A. Department employees who are reasonably anticipated to be exposed to suspected or confirmed active TB will receive education on preventing TB and other infectious respiratory disease transmission upon hire, and at least annually thereafter.  Education topics include, but are not limited to:

· Individuals at occupational risk for TB and other infectious respiratory diseases

· Modes of TB transmission and the differences between TB infection and disease.

· Modes of transmission for other infectious respiratory diseases

· Symptoms, consequence, and treatment of TB, including the role of incomplete treatment in the development of drug resistant TB

· Symptoms, consequence, and treatment of other infectious respiratory diseases

· Employer’s and employee’s responsibilities in preventing TB transmission, and other infectious respiratory diseases, including the role of employee skin testing (PPD).

· Procedures designed to prevent TB exposure and other infectious respiratory diseases, including the exposure control plan and respirator use and fit testing.

      B.
Training Records 

· Will contain the dates of all classes on infection control.

· The outline of topics presented.

· The names and qualifications of the persons conducting the class.

· The names and classifications of persons attending the class.

· Will be maintained for 3 years from the date of the class.

3.
Employee Respiratory Protection

A. Employees shall be fit-tested and trained prior to use of a HEPA respirator.

B. Employees shall be supplied with the appropriate size HEPA respirator and storage device.

C. Employees shall wear a HEPA respirator whenever coming into contact with a person with known active TB, or whenever there exists a high index of suspicion for TB exposure.
D. Employees shall wear gloves, gown, respiratory protection (HEPA respirator), and eye protection (as needed) whenever coming into contact with a person with known or suspected SARS, or any other identified high-risk infectious respiratory disease.
4.
Definition of Exposures (TB and SARS)

A.
A TB exposure is defined as an occurrence of contact with a patient who has pulmonary or laryngeal TB with positive Mycobacterium Tuberculosis smears and cultures, and on whom no exposure prevention measure has been initiated.

B.
An unprotected high-risk exposure occurs when a healthcare worker is in a room with a SARS patient during an aerosol-generating procedure or event and the recommended infection control precautions are either absent or breached.
5.
Post Exposure Evaluation And Follow-Up

A. Immediately following a suspected exposure, the employee will:

1) Notify the Company Commander or Captain.  The Commander or Captain will immediately notify the Shift Commander or Battalion Chief.

2) Complete
· Employer’s Report of Occupational Injury or Illness

· The Department Infectious Exposure Form

· The Department Supervisor’s Accident/Injury Report Form

3) Receive a baseline PPD within one week of exposure (if PPD negative status pre-exposure)

B. The exposed employee will be evaluated for signs and symptoms of TB and receive another PPD (if PPD negative statue pre-exposure) 12 weeks after exposure.  Chest x-ray will be performed when there are signs or symptoms of TB or if the employee converts to a positive PPD status.

C. The CDC has specific recommendations for persons with exposures to SARS.    They include the following:

1.
“If a healthcare worker has an unprotected high-risk exposure but has no symptoms of SARS-CoV disease, the worker:

· Should be excluded from duty (e.g., administrative leave) for 10 days after the date of the last high-risk exposure.

· Should be vigilant for the development of fever and/or respiratory symptoms.

· Should be actively monitored for the development of fever and/or respiratory symptoms for 10 days after the date of the last high-risk exposure.

· Decisions regarding activity restrictions, (e.g., quarantine home/work restrictions) outside the facility should be discussed with the health department, in accordance with the recommendations in Supplement D.

2.
Management of asymptomatic healthcare workers with unprotected exposures that are not high risk:  Unprotected exposures that are not high risk occur when a healthcare worker is in a room or patient-care area with a SARS patient (not during a high-risk procedure) and the recommended infection control precautions are either absent or breached. If a healthcare worker has an unprotected, non-high-risk exposure and has no symptoms of SARS-CoV disease, the healthcare worker:

· Need not be excluded from duty.

· Should be vigilant for the development of fever and/or respiratory symptoms (i.e., measure and record body temperature twice daily for 10 days following the date of last unprotected exposure, and immediately notify the healthcare facility if symptoms develop.)

· Should be actively monitored for the development of fever and lower respiratory symptoms before reporting to duty.

· Decisions regarding activity restrictions, (e.g., quarantine home/work restrictions) outside the facility should be discussed with the health department, in accordance with the recommendations in Supplement D.

3.
Surveillance of asymptomatic healthcare workers who have cared for SARS patient(s) but have no known unprotected exposures:  

· Instruct workers to be vigilant for the development of fever and/or respiratory symptoms,

· Measure and record body temperature twice daily throughout the 10-day period following the date of last protected contact with a SARS patient, and immediately notify the healthcare facility if symptoms develop.

· Implement active follow-up surveillance of these workers for 10 days following the last protected exposure.

· Decisions regarding activity restrictions, (e.g., quarantine home/work restrictions) outside the facility should be discussed with the health department, in accordance with the recommendations in Supplement D.

4.
Management of symptomatic healthcare workers:  Any healthcare worker who has cared for or been exposed to a SARS patient and who develops fever and/or respiratory symptom(s) within 10 days after exposure or patient care should:

· Immediately contact infection control, occupational health or designee in each facility where s/he works; and

· Report to the predetermined location for clinical evaluation. (During periods of increased SARS activity in the healthcare facility and/or community, this recommendation extends to all symptomatic personnel working in the facility, regardless of whether they have had contact with a SARS patient.)”

D. The Designated Officer or the Shift Commander will investigate a reported exposure incident within 24 hours.  The investigation involves obtaining the following information:

· Date, time, and location of incident

· Type of patient contact.  High risk procedures include assisted ventilation,  intubation, suctioning, nebulizing treatments, extubation, pleural decompression, needle cricothyrotomy 

· Personal protective equipment being used at the time of exposure

· The source patient will be traced to the receiving hospital by the investigating officer.

E. The Designated Officer will evaluate the risk of the source patient, and make a determination that the source can best be characterized as either unknown or high risk. 

1.   A high risk TB source patient may be/have:

· persistent cough lasting more than 2 weeks with: hemoptysis (coughing up blood), night sweats, weight loss, anorexia, fever and/or a chest x-ray with infiltrates or lesions

· immunocompromising conditions:  +HIV status, chemotherapy, steroid therapy

· immigrant, homeless, nursing home resident, prison or jail inmate, person who has had recent contact with an infectious person, person over age 65

2.   A high risk SARS source patient may exhibit the following:


      “SARS begins with a high fever (temperature greater than 100.4 F (>38.0Cl).

· Other symptoms may include headache, an overall feeling of discomfort, and body aches

· Some people also have mild respiratory symptoms at the outset.

· About 10 percent to 20 percent of patients have diarrhea.

· After 2 to 7 days, SARS patients may develop a dry cough.  Most patients develop pneumonia.”   

F. Once the investigation has been completed, an appointment is arranged with an appropriate health care professional to discuss the employee’s medical status.  The following information will be forwarded with the employee to assist the health care professional:

· A copy of the Airborne Pathogens Exposure Control Plan 

· A description of the exposure incident

· A description of the TB or other infectious respiratory disease 
· Health status of the source patient (if known)

G. After the consultation, the health care professional will provide a written opinion evaluating the exposed employee’s situation.  The written report will contain the following information:

· Is INH (Isoniazid) or other therapy indicated?

· Confirmation that the employee has been informed of the consultation results

· Confirmation that the employee has been told about any sequelae resulting from the exposure which require further evaluation or treatment.

6.
Medical and training record keeping
A. The Designated Officer or industrial health provider will maintain confidential medical records.  These records will be maintained for 30 years following the employee’s separation from employment.  These records will contain the following information:

· The name and social security number of the employee

· A copy of the employee’s skin test results (PPDs)

· A copy of all results of examinations or consultations and follow-up procedures as required for exposures.

· A copy of the health care professional’s written opinion as required for exposures.

· A copy of the information provided to the health care professional as required above. 

Supplemental Information:  SARS Information from the CDC
The following pages contain:

General information about the disease

Information on infection control in the EMS setting

Guidelines for performing procedures which generate aerosolized droplets

The information was copied from the CDC website, and represents the most current information available as of March, 2004.

More information on SARS can be found on the CDC website at:

www.cdc.gov/ncidod/sars

	Basic Information About SARS
January 13, 2004


SARS
Severe acute respiratory syndrome (SARS) is a viral respiratory illness caused by a coronavirus, called SARS-associated coronavirus (SARS-CoV).  SARS was first reported in Asia in February 2003.  Over the next few months, the illness spread to more than two dozen countries in North America, South America, Europe, and Asia before the SARS global outbreak of 2003 was contained.  This fact sheet gives basic information about the illness and what CDC has done to control SARS in the United States.  To find out more about SARS, go to CDC's SARS website and WHO's SARS website.
The SARS outbreak of 2003
According to the World Health Organization (WHO), a total of 8,098 people worldwide became sick with SARS during the 2003 outbreak.  Of these, 774 died.  In the United States, only eight people had laboratory evidence of SARS-CoV infection.  All of these people had traveled to other parts of the world with SARS.  SARS did not spread more widely in the community in the United States.  For an update on SARS cases in the United States and worldwide as of December 2003, see Revised U.S. Surveillance Case Definition for Severe Acute Respiratory Syndrome (SARS) and Update on SARS Cases --- United States and Worldwide, December 2003.
Symptoms of SARS
In general, SARS begins with a high fever (temperature greater than 100.4°F [>38.0°C]).  Other symptoms may include headache, an overall feeling of discomfort, and body aches.  Some people also have mild respiratory symptoms at the outset. About 10 percent to 20 percent of patients have diarrhea.  After 2 to 7 days, SARS patients may develop a dry cough.  Most patients develop pneumonia.

How SARS spreads
The main way that SARS seems to spread is by close person-to-person contact.  The virus that causes SARS is thought to be transmitted most readily by respiratory droplets (droplet spread) produced when an infected person coughs or sneezes.  Droplet spread can happen when droplets from the cough or sneeze of an infected person are propelled a short distance (generally up to 3 feet) through the air and deposited on the mucous membranes of the mouth, nose, or eyes of persons who are nearby.  The virus also can spread when a person touches a surface or object contaminated with infectious droplets and then touches his or her mouth, nose, or eye(s).  In addition, it is possible that the SARS virus might spread more broadly through the air (airborne spread) or by other ways that are not now known. 

What does “close contact” mean?
In the context of SARS, close contact means having cared for or lived with someone with SARS or having direct contact with respiratory secretions or body fluids of a patient with SARS.  Examples of close contact include kissing or hugging, sharing eating or drinking utensils, talking to someone within 3 feet, and touching someone directly.  Close contact does not include activities like walking by a person or briefly sitting across a waiting room or office. 

Supplement I: Infection Control in Healthcare, Home, and Community Settings IV. Infection Control for Prehospital Emergency Medical Services (EMS)1

Effective communication among clinicians requesting emergency transport of a patient with possible or known SARS-CoV disease, EMS personnel, and receiving facilities is necessary to ensure the appropriate protection of healthcare workers.  Prehospital care personnel should follow the updated Standard Precautions recommendations to prevent the spread of respiratory infections described in III.B above.  These include promoting respiratory hygiene/cough etiquette and using Droplet Precautions, in addition to Standard Precautions, for all patients with symptoms of a respiratory infection.  When SARS is suspected in a patient needing emergency transport, prehospital care providers and healthcare facilities should be notified in advance that they may be transporting or receiving a patient who may have SARS-CoV disease.

A.
Patient Transport

Objective: Safely transport patients with known or possible SARS-CoV disease. 

Activities 

Patients who may have SARS-CoV disease may be safely transported in any emergency vehicle with the proper precautions. 

· Involve the fewest EMS personnel required to minimize possible exposures.         

· Family members and other contacts of SARS patients should not ride in the ambulance if possible. If necessary, they should be evaluated for fever and lower respiratory symptoms and, if either is present, asked to wear a surgical or procedure mask when riding in the vehicle. 

· When possible, use vehicles that have separate driver and patient compartments that can provide separate ventilation to each area. Close the door/window between these compartments before bringing the patient on board. Set the vehicle’s ventilation system to the non-recirculating mode to maximize the volume of outside air brought into the vehicle. If the vehicle has a rear exhaust fan, use it to draw air away from the cab, toward the patient-care area, and out the back end of the vehicle. Some vehicles are equipped with a supplemental recirculating ventilation unit that passes air through HEPA filters before returning it to the vehicle. Such a unit can be used to increase the number of ACH (NIOSH HETA report 95-0031-2601). 

· If a vehicle without separate compartments and ventilation must be used, open the outside air vents in the driver area and turn on the rear exhaust ventilation fans to the highest setting. This will create a negative pressure gradient in the patient area. 

· If possible, place a surgical mask on the patient to contain droplets expelled during coughing. If this is not possible (i.e., would further compromise respiratory status, difficult for the patient to wear), have the patient cover the mouth/nose with tissue when coughing. 

· Oxygen delivery with a non-rebreather face mask may be used to provide oxygen support during transport. If needed, positive-pressure ventilation should be performed using a resuscitation bag-valve mask, preferably one equipped to provide HEPA or equivalent filtration of expired air. 

· If a patient has been mechanically ventilated before transport, HEPA or equivalent filtration of airflow exhaust should be available. (EMS organizations should consult their ventilator equipment manufacturer to confirm appropriate filtration capability and the effect of filtration on positive-pressure ventilation.) 

· Cough-generating procedures (e.g., mechanical ventilation, nebulizer treatment) should be avoided during prehospital care. 

B.
 Personal Protective Equipment 

Objective:
 Ensure the safety of prehospital care providers who transport patients with known or possible SARS-CoV disease. 

Activities 
· Prehospital care providers who directly handle a patient with SARS-CoV disease or who are in the compartment with the patient should wear PPE as recommended for Standard, Contact, and AII Precautions. These include the following: 

· Disposable isolation gown, pair of disposable patient examination gloves, eye protection (i.e., goggles or face shield). 

· Respiratory protection (i.e., N-95 or higher-level respirator) 

· Personnel in the driver’s compartment who will have no direct patient contact should wear an N-95 or higher-level respirator during transport. Drivers who also provide direct patient care (e.g., moving patients on stretchers) should wear the recommended PPE for patient contact. This PPE, with the exception of the respirator, should be removed and hand hygiene performed after completing patient care and before entering driver’s compartment to avoid contaminating the compartment. Instructions on how to safely don, use, and remove PPE is being developed and will be provided when available on CDC’s SARS website: www.cdc.gov/ncidod/sars/. 

C. 
Safe Work Practices 

Objective: Ensure safe work practices among EMS personnel to prevent transmission of SARS-CoV. 


Activities 
· Avoid touching one’s face with contaminated gloves. 

· Avoid unnecessary touching of surfaces in the ambulance vehicle. 

· Arrange for the receiving facility staff to meet the patient at the ambulance door to limit the need for EMS personnel to enter the emergency department in contaminated PPE. (It may not be practical to change PPE before patient transfer into the facility.) Remove and discard PPE after transferring the patient at the receiving facility and perform hand hygiene. Treat used disposable PPE as medical waste.

D.
        Clinical Specimens

Objective: Safely collect clinical specimens from SARS patients during transport. 

Activities

· Handle clinical specimens that must be collected during transport (e.g., blood gas) in accordance with standard operating procedures. 

E.       Post-Transport Management of the Contaminated Vehicle 
Objective: Safely clean vehicles used for transport of SARS patients to prevent

         SARS-CoV transmission.

Activities 

· Follow standard operating procedures for the containment and disposal of regulated medical waste. 

· Follow standard operating procedures for containing and reprocessing used linen. Wear appropriate PPE when removing soiled linen from the vehicle. Avoid shaking the linen. 

· Clean and disinfect the vehicle in accordance with standard operating procedures. Personnel performing the cleaning should wear a disposable gown and gloves (a respirator should not be needed) during the clean-up process; the PPE should be discarded after use. All surfaces that may have come in contact with the patient or materials contaminated during patient care (e.g., stretcher, rails, control panels, floors, walls, work surfaces) should be thoroughly cleaned and disinfected using an EPA-registered hospital disinfectant in accordance with manufacturer’s recommendations. 

· Clean and disinfect reusable patient-care equipment according to manufacturer’s instructions. 

F.        Follow-up of EMS Personnel 
Objective: Ensure appropriate follow-up and care of EMS personnel who transport SARS patients.

Activities 

· Manage EMS personnel who transport SARS patients as recommended for hospital personnel (see Section IX). For more information, visit www.cdc.gov/ncidod/sars or call the CDC public response hotline at (888) 246-2675 (English), (888) 246-2857 (Español), or (866) 874-2646 (TTY) 

PPE For Aerosol-Generating Procedures

The optimal combination of PPE for preventing SARS-CoV transmission during aerosol-generating procedures has not been determined.  Wearing PPE during these procedures protects the respiratory tract from inhalation of droplet nuclei and the mucous membranes, skin, and clothing from contact with infectious respiratory secretions.  PPE should cover the torso, arms, and hands as well as the eyes, nose, and mouth.  PPE must be compatible with the needs of healthcare worker protection and patient care. The following PPE is recommended:

· Disposable isolation gown, preferably with fluid-resistant properties, to protect the body and exposed areas of the arms. A disposable full-body isolation suit is an option and may provide greater protection of the skin, especially around the neck. Surgical hoods, which fully cover the head, neck, and face, (with the addition of an N-95 or higher-level disposable particulate respirator), have been used in some settings. It is unknown whether covering exposed areas of skin or hair on the head will further reduce the risk of transmission.

· Pair of disposable gloves that fit snuggly over the gown cuff.

· Eye protection (i.e., goggles) to protect the eyes from respiratory splash or spray. Goggles should fit snuggly (but comfortably) around the eyes. A face shield may be worn over goggles to protect exposed areas of the face but should not be worn as a primary form of eye protection for these procedures.

· Respiratory protection -- During aerosol-generating procedures, there must be minimal respirator face-seal leakage to fully protect the worker from exposure to aerosolized infectious droplets. The following respiratory protection options should be considered:

Disposable particulate respirators (e.g., N-95, N-99, or N-100) are sufficient for routine respiratory protection for Airborne Infection Isolation and are the minimum level of respiratory protection required for healthcare workers who are performing aerosol-generating procedures. To ensure adequate protection, healthcare workers must be fit-tested to the respirator model that they will wear (www.cdc.gov/niosh/99-143.html) and also know how to check the face-piece seal. A fit-check should be performed each time a respirator is put on, before entering the patient room. Workers who cannot wear a disposable particulate respirator because of facial hair or other fit limitations should wear a loose-fitting (i.e., helmeted or hooded) PAPR.

