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COVID-19  HAZARDS INCIDENT 
MANAGEMENT PLAN 

VIRAL DISEASES 
 March 2020 

This plan is intended to provide general direction for employees or volunteers to the City of College Park, Georgia.  
The directions provided herein shall be considered as policy and procedure for all persons directly tasked with 
managing incidents, incident response or supporting operations affiliated to a biological hazard influencing citizens 
or properties. 

Content may be amended by the City Manager of the City of College Park or by his/her designees as authorized. 
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             COVID-19 Hazards Incident 
                           Management 

Effective date:  01MAR2020 

   INTENT:   The City of College Park will maintain a comprehensive management plan to 
 address biological threats affecting residents, guests, special groups, businesses, facilities 
 utilities, thoroughfares and/or all aspects of the City and its infrastructure. 

GOAL 1:   Preparations will be undertaken to develop response-readiness among City personnel, 
 and with external support entities. Preparations will include training, facility support, and 

    acquisition of medical materials and emergency food rations. 

GOAL 2:   Response plans (strategies) will be developed for support of all persons and properties 
 within the City.  Strategies will include initial and sustained activities addressing small 
 (individual) and large-scale response to provide care, support effectiveness and limit  
 additional exposures. 

GOAL 3:   Ongoing and post-event evaluation will occur to maintain operational effectiveness and 
  to quickly and safely reinstate normal community activities and support service routines. 

ROLES / ACTIONS 

1. College Park Emergency Manager (CPEM)
(threat assessment, CORE briefing, overall event management, policy/procedure, evaluation)

• The CPEM “Community Oriented Response” (CORE) Team consists of the City Manager, Fire
Chief, Police Chief, PIO and Division of EMS.

• Fire Chief/CPEM, Division Chief of EMS and PIO will publish policy and procedure to include
interface with outside agencies and resources and will develop plans for
preliminary/actual/post-event response by City response teams and for public engagement.

2. Personnel
Preparation will include development of service sites and acquisition/staging of resources beneficial
to implementing the overall plan at all levels of responsibility and engagement, ie. First Responder
supplies, medical supplies, quarantine, decontamination, food inventory, bedding, etc.
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3. Public Advisory and Notification Network
(threat confirmation, information validation, initial bulletins, scheduled updates, media)

 Fire Chief/CPEM, City Manager or PIO will provide information to the CORE Team and publish
information to response groups and the general public ONLY when validated information is
received from qualified sources, ie. GEMA, AFCEMA, Georgia Department of Public Health,
Fulton County Department of Health and CDC.

 CORE Team will attend a defined schedule of meetings for CPEM briefings and team updates.

 All notifications will be issued by the designated CORE “Public Information Officer” (PIO)
and/or the City Manager and/or the Fire Chief/CPEM.

 Public notifications will be issued on a defined schedule established by the Fire Chief /CPEM,
City Manager, or PIO

 Official social media postings will be evaluated and approved by the PIO, City Manager or the
Fire Chief/CPEM.

 As needed, printed material will be considered for distribution to homes, at public gathering
points, mail boxes, public events, etc.

4. Fire/EMS/Police/Public Safety … Preparation and Management
(general readiness, response strategies, protocols, training, inventories)

 “First Responder” is defined as all City Fire, Police, EMS and Public Safety personnel and other
supporting “embedded” entities.

 All First Responder personnel will attend training for Bio-Hazard response.

 Initial contact, (suspected) patient care and decontamination protocols will be published to all
First Responder entities and public points-of-contact.

 Direct reports to the CPEM and written logs for all activities at hazard locations and patient
contact will be maintained without fail.

 All First Responders will adhere to patient contact and intervention protocols.

 Division Chief of EMS will establish required inventories and minimums necessary for
sustaining operations, patient care and personnel/volunteer safety for 96 hours or until
replenishment is possible from approved or external sources.

 Employees will be utilized or removed from active duties based on “alert level”/conditions or
individual wellness as authorized by their supervisors.

5. Facilities and Public Assembly
(Emergency Operations Center, distributed care, events)

 As needed, the City will maintain an Emergency Operations Center (EOC) in a “protected”
location capable of sustained operations around-the-clock.

 The Fire Chief/CPEM will establish an operations plan emanating from the EOC.

 CPEM or the Division Chief of EMS will maintain plans and agreements for implementing
“distributed care” at selected locations within the City or in the immediate region.
“Distributed care” includes places for the general public to receive medical care, perishable
items and/or shelter, as required.

 The City of College Park may prohibit the assembly of persons at given locations or scheduled
events as threat conditions warrant.
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REGIONAL SUPPORT ENTITIES … Management Relationship 

The City of College Park recognizes the authority and procedures of the Centers for Disease Control, the 
Georgia Department of Public Health, and Fulton County Public Health as the best (regulatory) entities to 
direct and/or influence the plans, preparations and activities of the City. 

CPEM (Fire Chief) will continuously monitor communications from the aforementioned entities and 
maintain direct contact leading up to a local threat response.    

“SUSPECTED THREAT” VIRAL DISEASE RESPONSE … GENERAL STRATEGY 

In all cases, the objective of the City of College Park and/or its representatives shall be to prevent further 
spread or contamination of biological threats while rendering appropriate aid to sustain life or prevent 
compromise. 

Response Strategy for Confirmed or Suspected Exposure INDIVIDUAL Patient(s) 

1. Limit patient contact to one person (one exposure), if possible. Non-critical personnel should
remain at least six feet from the threat area or patient.  (SEE CDC REFERENCE ITEM #___ )

2. All personnel should don eye protection, nose/mouth mask (N95), nitrile gloves and Tyvek
exposure suit before making patient contact. (SEE CDC REFERENCE ITEM # ____ )

3. Apply nose/mouth mask (N95) to patient.

4. Render appropriate aid.

5. Ask the patient/person if they have recently traveled internationally or had close contact with
someone diagnosed with an “emergent disease” such as Ebola, Smallpox, Influenza, COVID-19,
etc.  (SEE CDC REFERENCE ITEM # ____ )

6. Communicate patient information including type or nature of biological hazard to 911 Operator,
responding Public Safety personnel (units) or patient transport service.

7. Notify Supervisor and/or the Fire Chief/CPEM of (1) obvious or suspected biological hazard, and
(2) all personnel making patient contact.

8. Remove all items that may have been in contact with a patient/person(s) suspected of viral
sickness AND place in a sealed BIOLOGICAL HAZARDS bag.

9. Personnel, equipment and vehicles must be placed OUT-OF-SERVICE until exposure protocol
and/or decontamination has been confirmed to the department supervisor and/or the Fire Chief
/CPEM.



5 

EPIDEMIC OPERATIONS AND SUPPORT 

Biological threats rising to the level of a local or regional epidemic OR exposure will require requests for 
external support and resources.   

The City of College Park and CPEM will engage the following (primary contact) entities in rank order for 
preparation, implementation and support of local response efforts: 

1. Fulton County Department of Health

2. Atlanta-Fulton County Emergency Management Agency

3. Georgia Department of Public Health

4. Centers for Disease Control and Prevention

5. Georgia Emergency Management Agency

CPEM will maintain response plans and communications with the following peripheral (secondary contact) 
entities: 

1. Hospitals within 25 miles

2. Red Cross

3. Adjoining Fire/EMS jurisdictions (municipalities)

4. Atlanta Watershed Management

5. College Park Power

6. Georgia Department of Transportation

7. Georgia Department of Agriculture

8. Federal Emergency Management Agency

As needed, CPEM will maintain plans for utilizing residents, entities and resources as follows: 

1. Citizens currently employed in licensed medical roles

2. Citizens with basic medical or emergency response training

3. Individual volunteers

4. Area churches

5. Business owners

6. Citizens who own certain equipment vital to local emergency response

7. Special interest groups
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VIRAL DISEASE EPIDEMIC RESPONSE … GENERAL STRATEGY via CODE-RED 

1. Initially, residents will be informed a specific risk is confirmed (within the City) and elevated to a level
requiring immediate action and precautions.

2. Residents will be directed how to initiate precautions and provide self-care.

3. Residents will be directed how they may request an emergency medical response.

4. Residents may be provided medical assessment and care at a clinic or "point of distribution" (POD), as
threat conditions warrant.

5. Residents may be directed to remain in their homes and/or in quarantine for a defined period of time.

6. Public assembly may be suspended until a defined date, time or change in conditions.

7. Residents may be required to respond to a local public census to identify the following:

 Location

 Number of persons per residence/location

 Health/wellness of each person

 Travel within past 30 days

 Human points of contact

8. Triage/Mobile medical units may be established to admit persons for continuous observation
care, as threat conditions require or as directed by regulatory entities.

9. Patients may be removed from a residence or locale for care at a medical facility.
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VIRAL DISEASE 

 
FIRE / EMS DEPARTMENT - INDIVIDUAL INCIDENT RESPONSE 

 
1. Limit patient contact to one person (one exposure), if possible. Non-critical personnel should remain 

at least six feet from the threat area or patient.  (SEE CDC REFERENCE ITEM #___ ) 

2. All personnel should don eye protection, nose/mouth mask (N95), nitrile gloves and Tyvek exposure 
suit before making patient contact. (SEE CDC REFERENCE ITEM # ____ ) 

3. Apply nose/mouth mask (N95) to patient. 

4. Render appropriate aid. 

5. Ask the patient/person if they have recently traveled internationally or had close contact with 
someone diagnosed with an “emergent disease” such as Ebola, Smallpox, Influenza, COVID-19, etc.  
(SEE CDC REFERENCE ITEM # ____ ) 

6. Communicate patient information including type or nature of biological hazard to Dispatch, patient 
transport service, or hospital if patient status dictates transport by CHFD. 

7. Notify Supervisor and/or the Fire Chief /CPEM of (1) obvious or suspected biological hazard, and (2) all 
personnel making patient contact. 

8. Remove all items that may have been in contact with a patient/person(s) suspected of viral sickness 
AND place in a sealed BIOLOGICAL HAZARDS bag.   

9. Personnel, equipment and vehicles must be placed OUT-OF-SERVICE until exposure protocol and/or 
decontamination is completed and confirmed to the shift supervisor and/or the Fire Chief/CPEM. 

10. Immediately report any personal viral symptoms to Supervisor up to 14 days 
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VIRAL DISEASE 
 

POLICE DEPARTMENT - INDIVIDUAL INCIDENT RESPONSE 

1. Do not enter structures or vehicles or engage a patient unless critically necessary (when possible, 
allow EMS to handle incident and all patient contact) 

2. Enter structures or vehicles only after applying face mask, gloves and eye protection  

3. Do not touch inside surfaces  

4. Do not physically engage suspected patient  

5. Direct patient to apply a personal face mask 

6. Confirm patient symptoms 

7. Ask patient if they have traveled outside the U.S. or been in contact with person(s) suspected of viral 
sickness 

8. Limit number of responding personnel engaging a patient or entering a structure or vehicle  

9. Report to Dispatch patient status and pertinent information  

10. Maintain six feet separation from patient and all other persons inside the structure or vehicle until 
EMS arrives  

11. After exiting structure, vehicle or separating from patient AND BEFORE ENTERING DEPARTMENT 
VEHICLE, remove and discard face mask and gloves according to defined protocol  

12. Clean and decontaminate any item with potential exposure according to defined protocol  

13. Report actions and names of responding personnel to Supervisor  

14. Immediately report any personal viral symptoms to Supervisor up to 14 days 
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VIRAL DISEASE 

 
PUBLIC WORKS- INDIVIDUAL INCIDENT RESPONSE 

1. Allow EMS to handle incidents 

2. When absolutely necessary, enter a structure containing a suspected virus patient only after applying 
face mask, gloves and eye protection  

3. Do not touch surfaces inside or outside the structure  

4. Do not physically engage suspected patient  

5. Direct patient to apply a personal face mask 

6. Confirm patient symptoms 

7. Limit number of responding personnel inside structure or engaging patient  

8. Maintain six feet separation from all other persons occupying the structure or affiliated to the patient  

9. Exit structure or maintain six feet separation from patient until EMS arrives  

10. After exiting structure or separating from patient AND BEFORE ENTERING VEHICLE, remove and 
discard face mask and gloves according to defined protocol  

11. Clean and decontaminate any item with potential exposure according to defined protocol  

12. Report actions and names of involved personnel to Supervisor  

13. Immediately report any personal viral symptoms to Supervisor up to 14 days 
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VIRAL DISEASE 

 
RECREATION AND CULTURAL ARTS- INDIVIDUAL INCIDENT RESPONSE 
 

1. Affix printed notices to windows or doors where the public is directly engaged  

RECOMMENDED SIGN TEXT:    IF YOU HAVE VIRUS SYMPTOMS PLEASE APPLY A FACE MASK OR EXIT 
                                                       THE BUILDING AND RETURN WHEN SYMPTOMS HAVE ABATED. 

2. When engaging a person already wearing a face mask, ask politely:  "Do you have viral symptoms or is 
your mask a personal precaution?" 

3. Staff should apply their own face mask and gloves, as  necessary 

4. Limit time, contact and number of staff engaging a suspected patient  

5. Maintain six feet separation from suspected virus patients 

6. After engagement, remove/discard face mask and gloves according to defined protocol  

7. Clean and decontaminate affected surfaces and items using approved cleaners according to defined 
protocol 

8. Report concerns to Supervisor  

9. Immediately report any personal symptoms to Supervisor up to 14 days 

 

 

 

 

 

 

 

 

 

 

  



11 
 

VIRAL DISEASE 

 
CITY HALL - ADMINISTRATION  

1. Affix printed notices to windows or doors where the public is directly engaged  

RECOMMENDED SIGN TEXT:    IF YOU HAVE VIRUS SYMPTOMS PLEASE APPLY A FACE MASK OR EXIT 
                                                       THE BUILDING AND RETURN WHEN SYMPTOMS HAVE ABATED. 

2. When engaging a person already wearing a face mask, ask politely:  "Do you have viral symptoms or is 
your mask a personal precaution?" 

3. Staff should apply their own face mask and gloves, as  necessary 

4. Limit time, contact and number of staff engaging a suspected patient  

5. Maintain six feet separation from suspected virus patients 

6. After engagement, remove/discard face mask and gloves according to defined protocol  

7. Clean and decontaminate affected surfaces and items using approved cleaners according to defined 
protocol 

8. Report concerns to Supervisor  

9. Immediately report any personal symptoms to Supervisor up to 14 days 
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CORE TEAM REFERENCE 

 

CORE TEAM 

1. Terrence Moore, City Manager (tmoore@collegeparkga.com– 770-669-3756) 

2. Wade Elmore, Fire Chief/CPEM (welmore@collegeparkga.com- 404-766-8248) 

3. Ferman Williford, Police Chief (fwilliford@collegeparkga.com- 404-761-3131) 

4. Ron Taylor, Division Chief of EMS(rtaylor@collegeparkga.com – 404-766-8248) 

5. Gerald Walker, PIO (gwalker@collegeparkga.com – 404-767-1537) 

 

DECISION PROTOCOL 

The CORE Team shall make determinations concerning the cessation or continuation of City services, specific incident 
response or necessary activities related to extenuating circumstances at-hand.   

In the event of all members of the CORE Team are not available, City Manager, Fire Chief and PIO, at a minimum, shall make 
determinations in the best interest of the team and City. 

The determinations of the CORE Team will be communicated immediately to the Mayor and members of the City Council and 
then to citizens and stakeholders in the best and most rapid manner possible. 

 

  

mailto:tmoore@collegeparkga.com
mailto:welmore@collegeparkga.com-
mailto:fwilliford@collegeparkga.com-
mailto:rtaylor@collegeparkga.com
mailto:gwalker@collegeparkga.com
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(SAMPLE CORE Team report) 
 
 

CPEM BIOLOGICAL HAZARDS/COVID-19 Report, 06:00 hrs on 11MARCH2020 
 
The following information is provided to assist members of the College Park CORE Team and Mayor and the members of City 
Council in understanding the status of City EMA operations and readiness related to the COVID-19 viral threat. This 
information is not intended for public distribution in its current format. 
 
NEWEST/HOURLY DEVELOPMENTS REPORTED BY GEORGIA or FULTON EMA OR DEPT OF PUBLIC HEALTH  

1. NO CHANGE in threat conditions/alert level 
2. Fulton County schools to return to normal operations on Thursday, March 12 (excluding Bear Creek and Woodland 

middle schools) 
3. Testing kits not locally distributed at this time 

 
EXPOSURES WITHIN CITY 

 Diagnosed:  0 

 Presumptive: 0 

 Watch Quarantine: 0  

 Suspected:  0 

 Closures:  0 
 
PRIORITY HIGH-RISK POINTS 

1. South Fulton Pkwy (vehicle "through" traffic, motor-vehicle accidents) 
2. Expressways (I-85, I -285) 
3. Secondary roads (vehicle traffic, motor-vehicle accidents) 
4. Public assembly locations (GICC, Arena at Gateway Center, schools, day-cares, hotels, restaurants and church 

facilities) 
5. Neighborhood developments  

 
CITY GOVERNMENT ACTION/CHANGE  

1. No change in normal services  
2. Employees trained  
3. Public advisories and support provided 
4. Decontamination protocols and vendor confirmed, as needed 

 
INDIVIDUAL RECOMMENDATIONS  

1. Comply with CDC/Georgia DPH recommended practices for exposure prevention, medical care and reporting  
2. Closely monitor children age <5 yrs, adults age 60+, and all age persons with respiratory illness (or history), 

depressed immune system, or diabetes. 
3. Contact personal physician immediately for suspected illnesses. Testing is NOT LOCALLY AVAILABLE at this time; 

expect Georgia Health Dept involvement. 
4. Phone 911 for local EMS response, as necessary  

 
COMMUNITY STAKEHOLDER/GROUPS RECOMMENDATIONS  

1. Post CDC/Georgia DPH "Best Practices" advisories for public reference  
2. Initiate precautions related to public assembly 
3. Consider future plan for cancellation of public assembly 
4. Consider/Initiate temporary cancellation of food preparation and service to public 

 
REPORT/UPDATES 

 CORE Team NEXT UPDATE:  Friday, March 13, 20202 10:30AM-11:00AM or immediately, as required  

 GA/Fulton EMA & DPH Update to CPEM: daily/hourly AND weekly phone conference on Friday, 9AM  
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Te information following is from the Center for Disease Control & Prevention, 01MAR2020  
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html 

RECOMMENDATIONS FOR EMS CLINICIANS AND MEDICAL FIRST RESPONDERS 

EMS clinician practices should be based on the most up-to-date COVID-19 clinical recommendations and 
information from appropriate public health authorities and EMS medical direction. 

State and local EMS authorities may direct EMS clinicians to modify their practices as described below. 

Patient assessment 

 If PSAP call takers advise that the patient is suspected of having COVID-19, EMS clinicians should put on 
appropriate PPE before entering the scene. EMS clinicians should consider the signs, symptoms, and risk 
factors of COVID-19 (https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html). 

 If information about potential for COVID-19 has not been provided by the PSAP, EMS clinicians should 
exercise appropriate precautions when responding to any patient with signs or symptoms of a respiratory 
infection. Initial assessment should begin from a distance of at least 6 feet from the patient, if possible. 
Patient contact should be minimized to the extent possible until a facemask is on the patient. If COVID-19 
is suspected, all PPE as described below should be used. If COVID-19 is not suspected, EMS clinicians 
should follow standard procedures and use appropriate PPE for evaluating a patient with a potential 
respiratory infection. 

 A facemask should be worn by the patient for source control. If a nasal cannula is in place, a facemask 
should be worn over the nasal cannula. Alternatively, an oxygen mask can be used if clinically indicated. If 
the patient requires intubation, see below for additional precautions for aerosol-generating procedures. 

 During transport, limit the number of providers in the patient compartment to essential personnel to 
minimize possible exposures. 

 

RECOMMENDED PERSONAL PROTECTIVE EQUIPMENT (PPE) 

 EMS clinicians who will directly care for a patient with possible COVID-19 infection or who will be in the 
compartment with the patient should follow Standard, Contact, and Airborne Precautions, including the 
use of eye protection. Recommended PPE includes: 

o A single pair of disposable patient examination gloves. Change gloves if they become torn or 
heavily contaminated, 

o Disposable isolation gown, 
o Respiratory protection (i.e., N-95 or higher-level respirator), and 
o Eye protection (i.e., goggles or disposable face shield that fully covers the front and sides of the 

face). 
 Drivers, if they provide direct patient care (e.g., moving patients onto stretchers), should wear all 

recommended PPE. After completing patient care and before entering an isolated driver’s compartment, 
the driver should remove and dispose of PPE and perform hand hygiene to avoid soiling the 
compartment. 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html#recommended-ppe
https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html
https://wwwdev.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html#recommended-ppe


15 
 

o If the transport vehicle does not have an isolated driver’s compartment, the driver should remove 
the face shield or goggles, gown and gloves and perform hand hygiene. A respirator should 
continue to be used during transport. 

 All personnel should avoid touching their face while working. 
 On arrival, after the patient is released to the facility, EMS clinicians should remove and discard PPE and 

perform hand hygiene. Used PPE should be discarded in accordance with routine procedures. 
 Other required aspects of Standard Precautions (e.g., injection safety, hand hygiene) are not emphasized 

in this document but can be found in the guideline titled Guideline for Isolation Precautions: Preventing 
Transmission of Infectious Agents in Healthcare Settings. 

 

PRECAUTIONS FOR AEROSOL-GENERATING PROCEDURES 

 If possible, consult with medical control before performing aerosol-generating procedures. 
 In addition to the PPE described above, EMS clinicians should exercise caution if an aerosol-generating 

procedure (e.g., bag valve mask (BVM) ventilation, oropharyngeal suctioning, endotracheal intubation, 
nebulizer treatment, continuous positive airway pressure (CPAP), bi-phasic positive airway pressure 
(biPAP), or resuscitation involving emergency intubation or cardiopulmonary resuscitation (CPR) is 
necessary. 

o BVMs, and other ventilatory equipment, should be equipped with HEPA filtration. 
o EMS organizations should consult their ventilator equipment manufacturer to confirm 

appropriate filtration capability and the effect of filtration on positive-pressure ventilation. 
 If possible, the rear doors of the transport vehicle should be opened and the HVAC system should be 

activated during aerosol-generating procedures. This should be done away from pedestrian traffic. 

 

EMS TRANSPORT OF A PUI OR PATIENT WITH CONFIRMED COVID-19 TO A HEALTHCARE FACILITY 
(INCLUDING INTERFACILITY TRANSPORT) 

If a patient with an exposure history and signs and symptoms suggestive of COVID-19 requires transport to a 
healthcare facility for further evaluation and management (subject to EMS medical direction), the following 
actions should occur during transport: 

 EMS clinicians should notify the receiving healthcare facility that the patient has an exposure history and 
signs and symptoms suggestive of COVID-19 so that appropriate infection control precautions may be 
taken prior to patient arrival. 

 Keep the patient separated from other people as much as possible. 
 Family members and other contacts of patients with possible COVID-19 should not ride in the transport 

vehicle, if possible. If riding in the transport vehicle, they should wear a facemask. 
 Isolate the ambulance driver from the patient compartment and keep pass-through doors and windows 

tightly shut. 
 When possible, use vehicles that have isolated driver and patient compartments that can provide 

separate ventilation to each area. 
o Close the door/window between these compartments before bringing the patient on board. 
o During transport, vehicle ventilation in both compartments should be on non-recirculated mode 

to maximize air changes that reduce potentially infectious particles in the vehicle. 
o 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. 

https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html
https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html
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o 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 air changes per hour (ACH) (https://www.cdc.gov/niosh/hhe/reports/pdfs/1995-0031-
2601.pdfpdf icon). 

 If a vehicle without an isolated driver compartment 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. 

 Follow routine procedures for a transfer of the patient to the receiving healthcare facility (e.g., wheel the 
patient directly into an Airborne Infection Isolation Room). 

 

DOCUMENTATION OF PATIENT CARE 

 Documentation of patient care should be done after EMS clinicians have completed transport, removed 
their PPE, and performed hand hygiene. 

o Any written documentation should match the verbal communication given to the emergency 
department providers at the time patient care was transferred. 

 EMS documentation should include a listing of EMS clinicians and public safety providers involved in the 
response and level of contact with the patient (for example, no contact with patient, provided direct 

patient care). This documentation may need to be shared with local public health authorities. 

 

CLEANING EMS VEHICLES AFTER TRANSPORTING A PUI OR PATIENT WITH CONFIRMED COVID-19 

 The following are general guidelines for cleaning or maintaining EMS transport vehicles and equipment after 
transporting a PUI: 

 After transporting the patient, leave the rear doors of the transport vehicle open to allow for sufficient air 
changes to remove potentially infectious particles. 

o The time to complete transfer of the patient to the receiving facility and complete all 
documentation should provide sufficient air changes. 

 When cleaning the vehicle, EMS clinicians should wear a disposable gown and gloves. A face shield or 
facemask and goggles should also be worn if splashes or sprays during cleaning are anticipated. 

 Ensure that environmental cleaning and disinfection procedures are followed consistently and correctly, 
to include the provision of adequate ventilation when chemicals are in use. Doors should remain open 
when cleaning the vehicle. 

 Routine cleaning and disinfection procedures (e.g., using cleaners and water to pre-clean surfaces prior to 
applying an EPA-registered, hospital-grade disinfectant to frequently touched surfaces or objects for 
appropriate contact times as indicated on the product’s label) are appropriate for SARS-CoV-2 (the virus 
that causes COVID-19) in healthcare settings, including those patient-care areas in which aerosol-
generating procedures are performed. 

 Products with EPA-approved emerging viral pathogens claims are recommended for use against SARS-
CoV-2. These products can be identified by the following claim: 

https://www.cdc.gov/niosh/hhe/reports/pdfs/1995-0031-2601.pdf
https://www.cdc.gov/niosh/hhe/reports/pdfs/1995-0031-2601.pdf
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o “[Product name] has demonstrated effectiveness against viruses similar to SARS-CoV-2 on hard 
non-porous surfaces. Therefore, this product can be used against SARS-CoV-2 when used in 
accordance with the directions for use against [name of supporting virus] on hard, non-porous 
surfaces.” 

o This claim or a similar claim, will be made only through the following communications outlets: 
technical literature distributed exclusively to health care facilities, physicians, nurses and public 
health officials, “1-800” consumer information services, social media sites and company websites 
(non-label related). Specific claims for “SARS-CoV-2” will not appear on the product or master 
label. 

o See additional information about EPA-approved emerging viral pathogens claims external icon. 
 If there are no available EPA-registered products that have an approved emerging viral pathogen claim, 

products with label claims against human coronaviruses should be used according to label instructions. 
 Clean and disinfect the vehicle in accordance with standard operating procedures. 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 grade disinfectant in accordance with the product label. 

 Clean and disinfect reusable patient-care equipment before use on another patient, according to 
manufacturer’s instructions. 

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

 Follow standard operating procedures for containing and laundering used linen. Avoid shaking the linen. 

 

FOLLOW-UP / REPORTING MEASURES BY EMS CLINICIANS AFTER CARING FOR A PUI OR PATIENT WITH 
CONFIRMED COVID-19 

EMS clinicians should be aware of the follow-up and/or reporting measures they should take after caring for a PUI 
or patient with confirmed COVID-19: 

 State or local public health authorities should be notified about the patient so appropriate follow-up 
monitoring can occur. 

 EMS agencies should develop policies for assessing exposure risk and management of EMS personnel 
potentially exposed to SARS-CoV-2 in coordination with state or local public health authorities. Decisions 
for monitoring, excluding from work, or other public health actions for HCP with potential exposure to 
SARS-CoV-2 should be made in consultation with state or local public health authorities. Refer to 
the Interim U.S. Guidance for Risk Assessment and Public Health Management of Healthcare Personnel 
with Potential Exposure in a Healthcare Setting to Patients with Coronavirus Disease 2019 (COVID-19) for 
additional information. 

 EMS agencies should develop sick-leave policies for EMS personnel that are nonpunitive, flexible, and 
consistent with public health guidance. Ensure all EMS personnel, including staff who are not directly 
employed by the healthcare facility but provide essential daily services, are aware of the sick-leave 
policies. 

 EMS personnel who have been exposed to a patient with suspected or confirmed COVID-19 should notify 
their chain of command to ensure appropriate follow-up. 

o Any unprotected exposure (e.g., not wearing recommended PPE) should be reported to 
occupational health services, a supervisor, or a designated infection control officer for evaluation. 

https://www.epa.gov/pesticide-registration/guidance-registrants-process-making-claims-against-emerging-viral-pathogens
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
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o EMS clinicians should be alert for fever or respiratory symptoms (e.g., cough, shortness of breath, 
sore throat). If symptoms develop, they should self-isolate and notify occupational health services 
and/or their public health authority to arrange for appropriate evaluation. 

 

EMS EMPLOYER RESPONSIBILITIES  

The responsibilities described in this section are not specific for the care and transport of PUIs or patients with 
confirmed COVID-19. However, this interim guidance presents an opportunity to assess current practices and 
verify that training and procedures are up-to-date. 

 EMS units should have infection control policies and procedures in place, including describing a 
recommended sequence for safely donning and doffing PPE. 

 Provide all EMS clinicians with job- or task-specific education and training on preventing transmission of 
infectious agents, including refresher training. 

 Ensure that EMS clinicians are educated, trained, and have practiced the appropriate use of PPE prior to 
caring for a patient, including attention to correct use of PPE and prevention of contamination of clothing, 
skin, and environment during the process of removing such equipment. 

 Ensure EMS clinicians are medically cleared, trained, and fit tested for respiratory protection device use 
(e.g., N95 filtering facepiece respirators), or medically cleared and trained in the use of an alternative 
respiratory protection device (e.g., Powered Air-Purifying Respirator, PAPR) whenever respirators are 
required. OSHA has a number of respiratory training videosexternal icon. 

 EMS units should have an adequate supply of PPE. 
 Ensure an adequate supply of or access to EPA-registered hospital grade disinfectants (see above for more 

information) for adequate decontamination of EMS transport vehicles and their contents. 
 Ensure that EMS clinicians and biohazard cleaners contracted by the EMS employer tasked to the 

decontamination process are educated, trained, and have practiced the process according to the 
manufacturer’s recommendations or the EMS agency’s standard operating procedures. 

  

https://www.osha.gov/SLTC/respiratoryprotection/training_videos.html
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The information following is from the Center for Disease Control & Prevention, 01MAR2020  
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html 

Interim Infection Prevention and Control Recommendations for Patients with 
Confirmed Coronavirus Disease 2019 (COVID-19) or Persons Under Investigation for 
COVID-19 in Healthcare Settings 

Infection control procedures including administrative rules and engineering controls, environmental hygiene, 
correct work practices, and appropriate use of personal protective equipment (PPE) are all necessary to prevent 
infections from spreading during healthcare delivery. Prompt detection and effective triage and isolation of 
potentially infectious patients are essential to prevent unnecessary exposures among patients, healthcare 
personnel, and visitors at the facility. All healthcare facilities must ensure that their personnel are correctly 
trained and capable of implementing infection control procedures; individual healthcare personnel should ensure 
they understand and can adhere to infection control requirements. 

This guidance is based on the currently limited information available about coronavirus disease 2019 related to 
disease severity, transmission efficiency, and shedding duration. This cautious approach will be refined and 
updated as more information becomes available and as response needs change in the United States. This 
guidance is applicable to all U.S. healthcare settings. This guidance is not intended for non-healthcare settings 
(e.g., schools) OR to persons outside of healthcare settings. For recommendations regarding clinical 
management, air or ground medical transport, or laboratory settings, refer to the main CDC COVID-19 website. 

Definition of Healthcare Personnel (HCP) – For the purposes of this guidance, HCP refers to all persons, paid and 
unpaid, working in healthcare settings engaged in patient care activities, including: patient assessment for triage, 
entering examination rooms or patient rooms to provide care or clean and disinfect the environment, obtaining 
clinical specimens, handling soiled medical supplies or equipment, and coming in contact with potentially 
contaminated environmental surfaces. 
 

RECOMMENDATIONS 

1. Minimize Chance for Exposures 

Ensure facility policies and practices are in place to minimize exposures to respiratory pathogens including SARS-
CoV-2, the virus that causes COVID-19. Measures should be implemented before patient arrival, upon arrival, and 
throughout the duration of the affected patient’s presence in the healthcare setting. 

 Before Arrival 
o When scheduling appointments, instruct patients and persons who accompany them to call ahead 

or inform HCP upon arrival if they have symptoms of any respiratory infection (e.g., cough, runny 
nose, fever1) and to take appropriate preventive actions (e.g., wear a facemask upon entry to 
contain cough, follow triage procedures). 

o If a patient is arriving via emergency medical transport (EMS), the driver should contact the receiving 
emergency department (ED) or healthcare facility and follow local or regional transport protocols. 
This will allow the healthcare facility to prepare for receipt of the patient. 
 
 

 Upon Arrival and During the Visit 
o Take steps to ensure all persons with symptoms of suspected COVID-19 or other respiratory 

infection (e.g., fever, cough) adhere to respiratory hygiene and cough etiquette, hand hygiene, and 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html
https://www.cdc.gov/coronavirus/2019-nCoV/guidance-hcp.html
https://www.cdc.gov/coronavirus/mers/infection-prevention-control.html#foot1
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triage procedures throughout the duration of the visit. Consider posting visual alerts (e.g., signs, 
posters) at the entrance and in strategic places (e.g., waiting areas, elevators, cafeterias) to provide 
patients and HCP with instructions (in appropriate languages) about hand hygiene, respiratory 
hygiene, and cough etiquette. Instructions should include how to use facemasks (See definition of 
facemask in Appendix) or tissues to cover nose and mouth when coughing or sneezing, to dispose of 
tissues and contaminated items in waste receptacles, and how and when to perform hand hygiene. 

o Ensure that patients with symptoms of suspected COVID-19 or other respiratory infection (e.g., 
fever, cough) are not allowed to wait among other patients seeking care.  Identify a separate, well-
ventilated space that allows waiting patients to be separated by 6 or more feet, with easy access to 
respiratory hygiene supplies. In some settings, medically-stable patients might opt to wait in a 
personal vehicle or outside the healthcare facility where they can be contacted by mobile phone 
when it is their turn to be evaluated. 

o Ensure rapid triage and isolation of patients with symptoms of suspected COVID-19 or other 
respiratory infection (e.g., fever, cough): 

 Identify patients at risk for having COVID-19 infection before or immediately upon arrival to 
the healthcare facility. 

 Implement triage procedures to detect persons under investigation (PUI) for COVID-
19  during or before patient triage or registration (e.g., at the time of patient check-
in) and ensure that all patients are asked about the presence of symptoms of a 
respiratory infection and history of travel to areas experiencing transmission of 
SARS-CoV-2, the virus that causes COVID-19,  or contact with possible COVID-19 
patients. 

 Implement respiratory hygiene and cough etiquette (i.e., placing a facemask over the 
patient’s nose and mouth if that has not already been done) and isolate the PUI for COVID-
19 in an Airborne Infection Isolation Room (AIIR), if available. See recommendations for 
“Patient Placement” below. Additional guidance for evaluating patients in U.S. for COVID-19 
infection can be found on the CDC COVID-19 website. 

 Inform infection prevention and control services, local and state public health authorities, 
and other healthcare facility staff as appropriate about the presence of a person under 
investigation for COVID-19. 

o Provide supplies for respiratory hygiene and cough etiquette, including 60%-95% alcohol-based 
hand sanitizer (ABHS), tissues, no touch receptacles for disposal, and facemasks at healthcare facility 
entrances, waiting rooms, patient check-ins, etc. 

 

2. Adherence to Standard, Contact, and Airborne Precautions, Including the Use of Eye Protection 

Standard Precautions assume that every person is potentially infected or colonized with a pathogen that could be 
transmitted in the healthcare setting. Elements of Standard Precautions that apply to patients with respiratory 
infections, including those caused by COVID-19, are summarized below. Attention should be paid to training on 
correct use, proper donning (putting on) and doffing (taking off), and disposal of any PPE. This document does not 
emphasize all aspects of Standard Precautions (e.g., injection safety) that are required for all patient care; the full 
description is provided in the Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in 
Healthcare Settings. All HCP (see section 3 for measures for non-HCP visitors) who enter the room of a patient 
with known or suspected COVID-19 (i.e., PUI) should adhere to Standard, Contact, and Airborne Precautions, 
including the following: 

 Patient Placement 

https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-nCoV/guidance-hcp.html
https://www.cdc.gov/infectioncontrol/guidelines/isolation/
https://www.cdc.gov/infectioncontrol/guidelines/isolation/
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o Place a patient with known or suspected COVID-19 (i.e., PUI) in an AIIR that has been constructed 
and maintained in accordance with current guidelines. 

 AIIRs are single patient rooms at negative pressure relative to the surrounding areas, and 
with a minimum of 6 air changes per hour (12 air changes per hour are recommended for 
new construction or renovation). Air from these rooms should be exhausted directly to the 
outside or be filtered through a high-efficiency particulate air (HEPA) filter before 
recirculation. Room doors should be kept closed except when entering or leaving the room, 
and entry and exit should be minimized. Facilities should monitor and document the proper 
negative-pressure function of these rooms. 

 If an AIIR is not available, patients who require hospitalization should be transferred as soon 
as is feasible to a facility where an AIIR is available. If the patient does not require 
hospitalization they can be discharged to home (in consultation with state or local public 
health authorities) if deemed medically and socially appropriate. Pending transfer or 
discharge, place a facemask on the patient and isolate him/her in an examination room with 
the door closed. Ideally, the patient should not be placed in any room where room exhaust 
is recirculated within the building without HEPA filtration. 

o Once in an AIIR, the patient’s facemask may be removed. Limit transport and movement of the 
patient outside of the AIIR to medically-essential purposes. When not in an AIIR (e.g., during 
transport or if an AIIR is not available), patients should wear a facemask to contain secretions. 

o Personnel entering the room should use PPE, including respiratory protection, as described below. 
o Only essential personnel should enter the room. Implement staffing policies to minimize the number 

of HCP who enter the room. 
 Facilities should consider caring for these patients with dedicated HCP to minimize risk of 

transmission and exposure to other patients and other HCP. 
o Facilities should keep a log of all persons who care for or enter the rooms or care area of these 

patients. 
o Use dedicated or disposable noncritical patient-care equipment (e.g., blood pressure cuffs). If 

equipment will be used for more than one patient, clean and disinfect such equipment before use 
on another patient according to manufacturer’s instructions. 

o HCP entering the room soon after a patient vacates the room should use respiratory protection. (See 
personal protective equipment section below) Standard practice for pathogens spread by the 
airborne route (e.g., measles, tuberculosis) is to restrict unprotected individuals, including HCP, from 
entering a vacated room until sufficient time has elapsed for enough air changes to remove 
potentially infectious particles (more information on clearance rates under differing ventilation 
conditions is available). We do not yet know how long COVID-19 remains infectious in the air. In the 
interim, it is reasonable to apply a similar time period before entering the room without respiratory 
protection as used for pathogens spread by the airborne route (e.g., measles, tuberculosis). In 
addition, the room should undergo appropriate cleaning and surface disinfection before it is 
returned to routine use. 
 

 Hand Hygiene 
o HCP should perform hand hygiene using ABHS before and after all patient contact, contact with 

potentially infectious material, and before putting on and upon removal of PPE, including gloves. 
Hand hygiene in healthcare settings also can be performed by washing with soap and water for at 
least 20 seconds. If hands are visibly soiled, use soap and water before returning to ABHS. 

o Healthcare facilities should ensure that hand hygiene supplies are readily available in every care 
location. 
 

 Personal Protective Equipment 
Employers should select appropriate PPE and provide it to HCP in accordance with OSHA’s PPE standards (29 
CFR 1910 Subpart I)external icon. HCP must receive training on and demonstrate an understanding of when 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-home-care.html
https://www.cdc.gov/infectioncontrol/guidelines/environmental/appendix/air.html#tableb1
https://www.cdc.gov/infectioncontrol/guidelines/environmental/appendix/air.html#tableb1
https://www.osha.gov/laws-regs/regulations/standardnumber/1910
https://www.osha.gov/laws-regs/regulations/standardnumber/1910
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to use PPE; what PPE is necessary; how to properly don, use, and doffpdf icon PPE in a manner to prevent 
self-contamination; how to properly dispose of or disinfect and maintain PPE; and the limitations of PPE. Any 
reusable PPE must be properly cleaned, decontaminated, and maintained after and between uses. Facilities 
should have policies/procedures describing a recommended sequence for safely donning and doffing PPE: 

o Gloves 
 Perform hand hygiene, then put on clean, non-sterile gloves upon entry into the patient 

room or care area. Change gloves if they become torn or heavily contaminated. 
 Remove and discard gloves when leaving the patient room or care area, and immediately 

perform hand hygiene. 
o Gowns 

 Put on a clean isolation gown upon entry into the patient room or area. Change the gown if 
it becomes soiled. Remove and discard the gown in a dedicated container for waste or linen 
before leaving the patient room or care area. Disposable gowns should be discarded after 
use. Cloth gowns should be laundered after each use. 

o Respiratory Protection 
 Use respiratory protection (i.e., a respirator) that is at least as protective as a fit-tested 

NIOSH-certified disposable N95 filtering facepiece respirator before entry into the patient 
room or care area. See appendix for respirator definition. 

 Disposable respirators should be removed and discarded after exiting the patient’s room or 
care area and closing the door. Perform hand hygiene after discarding the respirator. 

 If reusable respirators (e.g., powered air purifying respirator/PAPR) are used, they must be 
cleaned and disinfected according to manufacturer’s reprocessing instructions prior to re-
use. 

 Respirator use must be in the context of a complete respiratory protection program in 
accordance with Occupational Safety and Health Administration (OSHA) Respiratory 
Protection standard (29 CFR 1910.134external icon). Staff should be medically cleared and 
fit-tested if using respirators with tight-fitting facepieces (e.g., a NIOSH-certified disposable 
N95) and trained in the proper use of respirators, safe removal and disposal, and medical 
contraindications to respirator use. 

o Eye Protection 
 Put on eye protection (e.g., goggles, a disposable face shield that covers the front and sides 

of the face) upon entry to the patient room or care area. Remove eye protection before 
leaving the patient room or care area. Reusable eye protection (e.g., goggles) must be 
cleaned and disinfected according to manufacturer’s reprocessing instructions prior to re-
use.  Disposable eye protection should be discarded after use. 
 

 Use Caution When Performing Aerosol-Generating Procedures 
o Some procedures performed on COVID-19 patients could generate infectious aerosols. In particular, 

procedures that are likely to induce coughing (e.g., sputum induction, open suctioning of airways) 
should be performed cautiously and avoided if possible. 

o If performed, these procedures should take place in an AIIR and personnel should use respiratory 
protection as described above. In addition: 

 Limit the number of HCP present during the procedure to only those essential for patient 
care and procedural support. 

 Clean and disinfect procedure room surfaces promptly as described in the section on 
environmental infection control below. 
 

 Diagnostic Respiratory Specimen Collection 
o Collecting diagnostic respiratory specimens (e.g., nasopharyngeal swab) are likely to induce 

coughing or sneezing. Individuals in the room during the procedure should, ideally, be limited to the 
patient and the healthcare provider obtaining the specimen. 

https://www.cdc.gov/hai/pdfs/ppe/ppe-sequence.pdf
https://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=12716
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o HCP collecting specimens for testing for SARS-CoV-2, the virus that causes COVID-19, from patients 
with known or suspected COVID-19 (i.e., PUI) should adhere to Standard, Contact, and Airborne 
Precautions, including the use of eye protection. 

o These procedures should take place in an AIIR or in an examination room with the door 
closed.  Ideally, the patient should not be placed in any room where room exhaust is recirculated 
within the building without HEPA filtration. 
 

 Duration of Isolation Precautions for PUIs and confirmed COVID-19 patients 
o Until information is available regarding viral shedding after clinical improvement, discontinuation of 

isolation precautions should be determined on a case-by-case basis, in conjunction with local, state, 
and federal health authorities. 

o Factors that should be considered include: presence of symptoms related to COVID-19 infection, 
date symptoms resolved, other conditions that would require specific precautions (e.g., 
tuberculosis, Clostridioides difficile), other laboratory information reflecting clinical status, 
alternatives to inpatient isolation, such as the possibility of safe recovery at home. 

o For additional information refer to the Interim Considerations for Disposition of Hospitalized 
Patients with COVID-19. 

 

3. Manage Visitor Access and Movement Within the Facility 

 Establish procedures for monitoring, managing and training visitors. 
 Restrict visitors from entering the room of known or suspected COVID-19 patients (i.e., PUI). Alternative 

mechanisms for patient and visitor interactions, such as video-call applications on cell phones or tablets 
should be explored. Facilities can consider exceptions based on end-of-life situations or when a visitor is 
essential for the patient’s emotional well-being and care. 

 Visitors to patients with known or suspected COVID-19 (i.e., PUI) should be scheduled and controlled to 
allow for: 

o Screening visitors for symptoms of acute respiratory illness before entering the healthcare facility. 
o Facilities should evaluate risk to the health of the visitor (e.g., visitor might have underlying illness 

putting them at higher risk for COVID-19) and ability to comply with precautions. 
o Facilities should provide instruction, before visitors enter patients’ rooms, on hand hygiene, limiting 

surfaces touched, and use of PPE according to current facility policy while in the patient’s room. 
o Facilities should maintain a record (e.g., log book) of all visitors who enter patient rooms. 
o Visitors should not be present during aerosol-generating procedures. 
o Visitors should be instructed to limit their movement within the facility. 
o Exposed visitors (e.g., contact with COVID-19 patient prior to admission) should be advised to report 

any signs and symptoms of acute illness to their health care provider for a period of at least 14 days 
after the last known exposure to the sick patient. 

 All visitors should follow respiratory hygiene and cough etiquette precautions while in the common areas of 
the facility. 

 

4. Implement Engineering Controls 

 Consider designing and installing engineering controls to reduce or eliminate exposures by shielding HCP 
and other patients from infected individuals. Examples of engineering controls include physical barriers or 
partitions to guide patients through triage areas, curtains between patients in shared areas, closed 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
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suctioning systems for airway suctioning for intubated patients, as well as appropriate air-handling systems 
(with appropriate directionality, filtration, exchange rate, etc.) that are installed and properly maintained. 

 

5. Monitor and Manage Ill and Exposed Healthcare Personnel 

 Movement and monitoring decisions for HCP with exposure to COVID-19 should be made in consultation 
with public health authorities. Refer to the Interim U.S. Guidance for Risk Assessment and Public Health 
Management of Healthcare Personnel with Potential Exposure in a Healthcare Setting to Patients with 
Coronavirus Disease 2019 (COVID-19) for additional information. 

 Facilities and organizations providing healthcare should implement sick leave policies for HCP that are non-
punitive, flexible, and consistent with public health guidance. 

 

 6. Train and Educate Healthcare Personnel 

 Provide HCP with job- or task-specific education and training on preventing transmission of infectious 
agents, including refresher training. 

 HCP must be medically cleared, trained, and fit tested for respiratory protection device use (e.g., N95 
filtering facepiece respirators), or medically cleared and trained in the use of an alternative respiratory 
protection device (e.g., Powered Air-Purifying Respirator, PAPR) whenever respirators are required. OSHA 
has a number of respiratory training videosexternal icon. 

 Ensure that HCP are educated, trained, and have practiced the appropriate use of PPE prior to caring for a 
patient, including attention to correct use of PPE and prevention of contamination of clothing, skin, and 
environment during the process of removing such equipment. 

 

7. Implement Environmental Infection Control 

 Dedicated medical equipment should be used for patient care. 
 All non-dedicated, non-disposable medical equipment used for patient care should be cleaned and 

disinfected according to manufacturer’s instructions and facility policies. 
 Ensure that environmental cleaning and disinfection procedures are followed consistently and correctly. 
 Routine cleaning and disinfection procedures (e.g., using cleaners and water to pre-clean surfaces prior to 

applying an EPA-registered, hospital-grade disinfectant to frequently touched surfaces or objects for 
appropriate contact times as indicated on the product’s label) are appropriate for COVID-19 in healthcare 
settings, including those patient-care areas in which aerosol-generating procedures are performed. Products 
with EPA-approved emerging viral pathogens claims are recommended for use against COVID-19. These 
products can be identified by the following claim: 

o “[Product name] has demonstrated effectiveness against viruses similar to COVID-19 on hard non-
porous surfaces. Therefore, this product can be used against COVID-19 when used in accordance 
with the directions for use against [name of supporting virus] on hard, non-porous surfaces.” 

o This claim or a similar claim, will be made only through the following communications outlets: 
technical literature distributed exclusively to health care facilities, physicians, nurses and public 
health officials, “1-800” consumer information services, social media sites and company websites 
(non-label related). Specific claims for “COVID-19” will not appear on the product or master label. 

o See additional information about EPA-approved emerging viral pathogens claimsexternal icon. 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/infectioncontrol/guidelines/healthcare-personnel/index.html
https://www.osha.gov/SLTC/respiratoryprotection/training_videos.html
https://www.epa.gov/pesticide-registration/guidance-registrants-process-making-claims-against-emerging-viral-pathogens
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o If there are no available EPA-registered products that have an approved emerging viral pathogen 
claim for COVID-19, products with label claims against human coronaviruses should be used 
according to label instructions. 

 Management of laundry, food service utensils, and medical waste should also be performed in accordance 
with routine procedures. 

 Detailed information on environmental infection control in healthcare settings can be found in 
CDC’s Guidelines for Environmental Infection Control in Health-Care Facilities and Guideline for Isolation 
Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings [section IV.F. Care of the 
environment]. 

 

8. Establish Reporting within Healthcare Facilities and to Public Health Authorities 

 Implement mechanisms and policies that promptly alert key facility staff including infection control, 
healthcare epidemiology, facility leadership, occupational health, clinical laboratory, and frontline staff 
about known or suspected COVID-19 patients (i.e., PUI). 

 Communicate and collaborate with public health authorities. 
o Promptly notify state or local public health authorities of patients with known or suspected COVID-

19 (i.e., PUI). Facilities should designate specific persons within the healthcare facility who are 
responsible for communication with public health officials and dissemination of information to HCP. 

  

https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5210a1.htm
https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html
https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html
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The information following is from the Center for Disease Control & Prevention, 01MAR2020  
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html 

 

INFORMATION ABOUT RESPIRATORS 

 A respirator is a personal protective device that is worn on the face, covers at least the nose and mouth, and 
is used to reduce the wearer’s risk of inhaling hazardous airborne particles (including dust particles and 
infectious agents), gases, or vapors. Respirators are certified by the CDC/NIOSH, including those intended for 
use in healthcare. 

 Respirator use must be in the context of a complete respiratory protection program in accordance with 
OSHA Respiratory Protection standard (29 CFR 1910.134external icon). HCP should be medically cleared and 
fit-tested if using respirators with tight-fitting facepieces (e.g., a NIOSH-approved N95 respirator) and 
trained in the proper use of respirators, safe removal and disposal, and medical contraindications to 
respirator use. 
 

Filtering Facepiece Respirators (FFR) including N95 Respirators 

 A commonly used respirator is a filtering facepiece respirator (commonly referred to as an N95). Filtering 
facepiece respirators are disposable half facepiece respirators that filter out particles. 

 To work properly, FFRs must be worn throughout the period of exposure and be specially fitted for each 
person who wears one (this is called “fit-testing” and is usually done in a workplace where respirators are 
used). 

 FFR users should also perform a user seal check to ensure proper fit each time an FFR is used. 

 

Powered Air-Purifying Respirators (PAPRs) 

 Powered air-purifying respirators (PAPRs) have a battery-powered blower that pulls air through attached 
filters, canisters, or cartridges. They provide protection against gases, vapors, or particles, when equipped 
with the appropriate cartridge, canister, or filter. 

 Loose-fitting PAPRs do not require fit testing and can be used with facial hair. 
 A list of NIOSH-approved PAPRs is located on the NIOSH Certified Equipment List 

Information about Facemasks: 

 If worn properly, a facemask helps block respiratory secretions produced by the wearer from contaminating 
other persons and surfaces (often called source control). 

 Facemasks are cleared by the U.S. Food and Drug Administration (FDA) for use as medical devices. 
Facemasks should be used once and then thrown away in the trash. 

  

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html
https://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=12716
https://www.cdc.gov/niosh/npptl/topics/respirators/cel/
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The information following is from the Center for Disease Control & Prevention, 01MAR2020  
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html 

 

INTERIM GUIDANCE FOR IMPLEMENTING HOME CARE OF PEOPLE NOT REQUIRING 
HOSPITALIZATION FOR 2019 NOVEL CORONAVIRUS (2019-NCOV) 

This interim guidance is for staff at local and state health departments, infection prevention and control 
professionals, and healthcare personnel who are coordinating the home care and isolation1 of people with 
confirmed or suspected 2019-nCoV infection, including persons under investigation (see Criteria to Guide 
Evaluation of Persons Under Investigation (PUI) for 2019-nCoV). This includes patients evaluated in an outpatient 
setting who do not require hospitalization (i.e., patients who are medically stable and can receive care at home) 
or patients who are discharged home following a hospitalization with confirmed 2019-nCoV infection. 

In general, people should adhere to appropriate transmission-based isolation precautions until the risk of 
secondary transmission is thought to be low. Current information on 2019-nCoV is limited, thus home precautions 
should be conservative based on general recommendations for other coronaviruses, like Middle Eastern 
Respiratory Syndrome (MERS), and may last up to 14 days. 

This document does not apply to patients in healthcare settings. For interim healthcare infection prevention and 
control recommendations, see Interim Infection Prevention and Control Recommendations for Patients with 
Known or Persons Under Investigation for 2019 Novel Coronavirus (2019-NCoV) in a Healthcare Setting. CDC will 
update this interim guidance as needed and as more information becomes available. 

Assess the Suitability of the Residential Setting for Home Care 
In consultation with state or local health department staff, a healthcare professional should assess whether the 
residential setting is appropriate for home care. Considerations for care at home include whether: 

 The patient is stable enough to receive care at home. 
 Appropriate caregivers are available at home. 
 There is a separate bedroom where the patient can recover without sharing immediate space with others. 
 Resources for access to food and other necessities are available. 
 The patient and other household members have access to appropriate, recommended personal protective 

equipment (at a minimum, gloves and facemask) and are capable of adhering to precautions recommended 
as part of home care or isolation (e.g., respiratory hygiene and cough etiquette, hand hygiene); 

 There are household members who may be at increased risk of complications from 2019-nCoV infection 
(.e.g., people >65 years old, young children, pregnant women, people who are immunocompromised or who 
have chronic heart, lung, or kidney conditions). 

Provide Guidance for Precautions to Implement during Home Care 
A healthcare professional should … 

 Provide CDC’s Interim Guidance for Preventing 2019 Novel Coronavirus (2019-nCoV) from Spreading to 
Others in Homes and Communities to the patient, caregiver, and household members; and 

 Contact their state or local health department to discuss criteria for discontinuing any such measures. 

The information following is from the Center for Disease Control & Prevention, 01MAR2020  
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html
https://www.cdc.gov/coronavirus/2019-ncov/guidance-home-care.html#footnote1
https://www.cdc.gov/coronavirus/2019-nCoV/hcp/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-nCoV/hcp/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-nCoV/hcp/infection-control.html
https://www.cdc.gov/coronavirus/2019-nCoV/hcp/infection-control.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-prevent-spread.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-prevent-spread.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html
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BIOTERRORISM AGENTS / DISEASES 

Category A  Definition 
The U.S. public health system and primary healthcare providers must be prepared to address various biological 
agents, including pathogens that are rarely seen in the United States. High-priority agents include organisms that 
pose a risk to national security because they 

 can be easily disseminated or transmitted from person to person; 
 result in high mortality rates and have the potential for major public health impact; 
 might cause public panic and social disruption; and 
 require special action for public health preparedness. 

Agents/Diseases 

 Anthrax (Bacillus anthracis) 

 Botulism (Clostridium botulinum toxin) 

 Plague (Yersinia pestis) 

 Smallpox (variola major) 

 Tularemia (Francisella tularensis) 

 Viral hemorrhagic fevers, including 
o Filoviruses (Ebola, Marburg) 
o Arenaviruses (Lassa, Machupo) 

 

Category B  Definition 
Second highest priority agents include those that 

 are moderately easy to disseminate; 
 result in moderate morbidity rates and low mortality rates; and 
 require specific enhancements of CDC’s diagnostic capacity and enhanced disease surveillance. 

Agents/Diseases 

 Brucellosis (Brucella species) 

 Epsilon toxin of Clostridium perfringens 

 Food safety threats (Salmonella species, Escherichia coli O157:H7, Shigella) 

 Glanders (Burkholderia mallei) 

 Melioidosis (Burkholderia pseudomallei) 

 Psittacosis (Chlamydia psittaci) 

 Q fever (Coxiella burnetii) 

 Ricin toxin from Ricinus communis (castor beans) 

 Staphylococcal enterotoxin B 

 Typhus fever (Rickettsia prowazekii) 

 Viral encephalitis (alphaviruses, such as eastern equine encephalitis, Venezuelan equine encephalitis, and 
western equine encephalitis]) 

 Water safety threats (Vibrio cholerae, Cryptosporidium parvum) 

 

Category C  Definition 
Third highest priority agents include emerging pathogens that could be engineered for mass dissemination in the 
future because of 

https://www.cdc.gov/anthrax/
https://www.cdc.gov/botulism/
https://www.cdc.gov/plague/
https://www.cdc.gov/smallpox/
https://www.cdc.gov/tularemia/
https://www.cdc.gov/vhf/
https://www.cdc.gov/vhf/virus-families/filoviridae.html
https://www.cdc.gov/vhf/ebola
https://www.cdc.gov/vhf/marburg/index.html
https://www.cdc.gov/vhf/virus-families/arenaviridae.html
https://www.cdc.gov/vhf/lassa/index.html
https://www.cdc.gov/brucellosis/
https://www.cdc.gov/foodsafety/diseases/clostridium-perfringens.html
https://www.cdc.gov/foodsafety/foodborne-germs.html
https://www.cdc.gov/salmonella/index.html
https://www.cdc.gov/ecoli/index.html
https://www.cdc.gov/shigella/index.html
https://www.cdc.gov/glanders/
http://www.cdc.gov/melioidosis/
https://www.cdc.gov/pneumonia/atypical/psittacosis.html
https://www.cdc.gov/qfever/
https://emergency.cdc.gov/agent/ricin/facts.asp
https://www.cdc.gov/foodsafety/diseases/staphylococcal.html
https://www.cdc.gov/typhus/
https://www.cdc.gov/easternequineencephalitis/index.html
https://www.cdc.gov/cholera/
https://www.cdc.gov/parasites/crypto/index.html
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 availability; 
 ease of production and dissemination; and 
 potential for high morbidity and mortality rates and major health impact. 

Agents 

 Emerging infectious diseases such as Nipah virus and hantavirus 
  

https://www.cdc.gov/vhf/nipah/index.html
https://www.cdc.gov/hantavirus/
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