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Introduction
Key Principles, Rapid problem Recognition, Isolation and Containment
This document outlines how Saskatoon Regional Health Authority (SRHA) physicians and employees
should prepare for and respond to a suspect case of Ebola Virus Disease (EVD) in Saskatoon Health
Region. The objective for response is rapid control by rapid problem recognition, isolation and
containment (i.e. to reduce opportunities for transmission to contacts and ensure the timely
assessment of contacts).
The Public Health Agency of Canada determines the risk of acquiring EVD in Canada as extremely low
and to date there has never been a case of EVD in Canada. Nonetheless, given the ease of world‐wide
travel, preparedness is important.
Ebola viruses cause a severe form of viral hemorrhagic fever in people, known as Ebola Hemorrhagic
Fever (EHF), which is endemic in regions of central Africa. EVD is a public health threat in Africa, with a
worldwide effect through imported infections.
EVD has high case fatality rates. It is difficult to recognize and detect rapidly, EVD can spread easily in a
health‐care setting. EVD is classified as a biosafety level 4 pathogen, which means it requires the highest
level of biosafety precautions.
The abbreviation used to refer to Ebola Virus Disease throughout the remainder of this document is
EVD.

Mode of Transmission
EVD seems to enter the host through mucosal surfaces, breaks, and abrasions in the skin, or by
parenteral introduction e.g., a needle‐stick exposure. Most human infections in Ebola outbreaks occur
by direct contact with infected patients or cadavers. Infectious virus particles or viral RNA have been
detected in semen, genital secretions, and in skin of infected patients; they have also been isolated from
skin, body fluids, and nasal secretions of experimentally infected non‐human primates. Laboratory
exposure through needle stick and blood has been reported.
EVD is spread by direct contact with the blood or other bodily fluids of an infected person who is
symptomatic (showing signs of illness), contact with the deceased corpse of someone who died from
EVD or exposure to objects that have been contaminated with an infected person’s bodily fluids.
It is believed that sexual transmission of EVD is low; however, it is recommended that those recovering
from EVD either abstain from sexual intercourse or wear condoms for 15 weeks after the date of
symptom onset.
Airborne transmission has not been documented as a mechanism of person‐to‐person spread. The
incubation period for Ebola is usually 8‐10 days, but could potentially range from 2‐21 days. The risk for
person‐to‐person transmission is greatest during the later stages of illness when viral loads are highest.
EVD is not transmissible during the incubation period (i.e., before onset of fever). Symptoms include
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fever, headache, joint and muscle aches, sore throat, and weakness, followed by diarrhea, vomiting, and
stomach pain. Skin rash, red eyes, and internal and external bleeding may be seen in some patients.
There have been several studies identifying the Ebola virus in the vaginal, rectal and conjunctival
samples from persons during the convalescent phase of the illness. Of those individuals tested, the
Ebola virus was detected in vaginal, rectal and conjunctival samples 33 days after onset of illness.
Several individuals tested positive for the Ebola virus in seminal fluid 101 days after onset of illness.
Incubation Period
Varies from 2‐21 days, with an average range of 8‐10 days.
Period of Communicability
No risk of transmission during the incubation period. Infectivity begins when symptoms present.
Symptoms:
Fever
Nausea, vomiting
Diarrhea
Chills
Hemorrhaging (bleeding from inside and outside the body)

Sore throat
Headache
Rash
Muscle Pain

EVD Case Definitions
For the purposes of surveillance and public health management, the following case definition shall be
used for EVD:
Person Under investigation (PUI):
A symptomatic person with clinical evidence of illness not attributed to another medical condition
AND at least one of the following epidemiologic risk factors within the 21 days before the onset of
symptoms:
 Residence in or travel to an area where EVD transmission is active
 healthcare workers (HCWs) / personnel who have spent time in a setting where EVD patients
are being assessed or cared for in an EVD‐affected area who wore appropriate personal
protective equipment (PPE) and adhered to appropriate infection prevention and control (IPC)
measures (and with no known safety breaches)
 other patients and visitors who spent time in a healthcare facility where EVD patients are being
treated
 household members of an EVD patient without high‐risk exposures as defined below
 Laboratory processing of body fluids of probable or confirmed EVD cases with appropriate PPE
or contact biosafety precautions and no safety breaches
 Participation in funeral rites or other direct exposure to human remains in the geographic area
where the outbreak is occurring with appropriate PPE and no safety breaches
 Persons who had direct unprotected contact with bats or primates from EVD‐affected country
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Probable Case:
A symptomatic person with at least one of the following high‐risk exposures within the 21 days
before the onset of symptoms:
 Percutaneous or mucous membrane exposure or direct skin contact with body fluids of a person
with a confirmed or probable case of EVD without appropriate personal protective equipment
OR
 Laboratory processing of body fluids of probable or confirmed EVD cases without appropriate
PPE or contact biosafety precautions OR
 Participation in funeral rites or other direct exposure to human remains in the geographic area
where the outbreak is occurring without appropriate PPE
Confirmed Case:
A person will be confirmed as having EVD though one of these methods:
 Isolation and identification of EVD from an appropriate clinical specimen (blood, serum, tissue,
urine specimens or throat secretions) OR
 Detection of EVD‐specific Ribonucleic Acid (RNA) by reverse‐transcriptase Polymerase Chain
Reaction (PCR) from an appropriate clinical specimen (e.g. blood, serum, tissue) using two
independent targets or two independent samples OR
 Demonstration of virus antigen in tissue (e.g. skin, liver or spleen) by immunohistochemical or
immunofluorescent techniques AND another test e.g. PCR OR
 Demonstration of specific IgM AND IgG antibody by EIA, immunofluorescent assay or Western
Blot OR
 Demonstration of a fourfold rise in IgG serum antibody by EIA, immunofluorescent assay or
Western Blot from serial samples

Communications
Communication begins prior to a case of EVD through awareness and education. Communications
continues when there is a confirmed case of EVD with information designed to provide clear direction to
people and minimize anxiety. Finally, communication concludes in the post‐EVD period regarding the
resumption of normal services at Saskatoon Health Region.
The communications approach is designed to:





Assist Saskatoon Health Region employees and physicians to understand how to rapidly recognize
EVD, isolate and contain the virus and protect themselves and others from illness
Raise public awareness of potential and current risks, advise the public of needed actions and
minimize public concern
Work with members of the media to inform the public
Liaise with government officials (municipal, provincial, federal), health regions, and partner agencies
to ensure consistency of messaging and message timing
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Primary messages about the Region’s EVD plan include:






EVD does not spread easily from person to person. It is spread from contact with bodily fluids of a
person who is sick with, or has died from the disease, or from exposure to contaminated objects,
such as needles.
There NEVER been a case of Ebola virus disease (EVD) in Canada. The introduction of EVD into
Canada is possible but not likely and the risk to Canadians remains very low. Nevertheless, we want
to be prepared. At Saskatoon Health Region EVD planning and preparedness is led by Deputy
Medical Health Officer and Director of Enterprise Risk Management.
If a patient presents with fever, follow the established protocol:







Ask if they have travelled out of country within the past 21 days, especially Africa.
Remain calm and properly isolate the patient if they have travelled to EVD infected countries.
Properly don your personal protective equipment.
Call the Medical Health Officer at 306‐655‐4620.

The central source of EVD information and tools is at www.saskatoonhealthregion.ca/ebola.

Ethics – Health Care Worker’s Duty to Care in Pandemics; a Resource
Allocation Issue ‐ Appendix 6
The health care workforce is not an unlimited resource and therefore a balance must be maintained
between the patients’, families’ and communities’ benefits and risks to HCPs in pandemics. Saskatoon
Health Region should work with HCPs and local communities to establish a fair decision‐making
framework for emergency situations to allow for a balance between risks to the HCP and benefits to the
patient. “The value of reciprocity requires health care organizations to support and protect healthcare
workers, to help them cope with stressful situations, and to have workable plans for emergency
situations” (Singer et al., 2003, p.1343). Saskatoon Health Region should establish clear expectations of
duty to care in pandemics that promotes a fair and balanced approach to HCPs duty to provide care
against competing obligations for self and family; promote a safe working environment for HCPs; and
build trust between HCPs and patients, families and the community.

Community Partners
Saskatoon Health Region is committed to working with its community partners. These agencies have
developed their own EVD plans which may include interaction and support from Saskatoon Health
Region.





Saskatoon Fire Department
Saskatoon City Policy
Saskatoon Airport Authority
MD Ambulance
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Public Health
Mandate and Legislative Authority1
Provincial legislation empowers Population and Public Health to prevent the spread of communicable
disease and investigate and take action to prevent, minimize or remediate health hazards‐ the legislated
authority empowers the Medical Health Officer and other identified Public Health Officers to
investigate, search, and enter property, issue orders that are enforceable in court or take measures to
protect the public’s health. Action may include issuance of orders to control epidemics e.g., declaring an
outbreak or public health emergency situation, isolation and quarantine orders, closure of buildings,
seizing and supervising the destruction of any article liable to contamination with infective material, or
other action required to minimize the risk of the spread of a communicable disease pathogen2.

National Surveillance Requirements
Effective October 8, 2014 the Federal Minister of Health introduced additional measures to screen
travelers to Canada from Ebola affected regions. International border crossings to Canada are
monitored 24/7, and travelers from affected West African countries are identified and asked about their
health.
If these travelers are ill or identify as having been in contact with an ill person, they will be referred to a
Public Health Agency of Canada Quarantine. This new measure complements additional measures
already put in place by the Public Health Agency of Canada, including increasing its public health
presence at Canadian airports to assist in screening of travelers from Ebola‐affected regions and
delivering public health education to international travelers.3

Role of Public Health
The role of public health in case management is to support early identification of confirmed, probable
cases and determine persons under investigation (PUI) through surveillance, contact tracing, public and
health care professional education, and community activities.
Depending on the circumstance, there can be various other consultation roles for Public Health:



Intervene, if necessary, and facilitate the routing of possible EVD cases to other healthcare facilities.
Provide information regarding laboratory testing requirements and specimen protocols.

1

The Public Health Act, 1994 and other provincial legislation and regulations establish specific roles and authority for Public Health Services,
responding to threats of communicable disease or health hazards that may impact the general public are mandated programs (SHR is
accountable to the Ministry of Health, Saskatchewan to ensure that services are delivered). The management and control of public health
issues in the province of Saskatchewan is primarily handled on a local level. Ideally, local health departments and offices are staffed and
equipped to be the first line of defense for control of disease outbreaks and other public health emergencies.

2

The most likely impact of infectious disease of high consequence and possible source of onward transmission of these dangerous pathogens
in SHR will be in healthcare facilities. Consequently, control of spread in healthcare facilities is critical to controlling SARS, MERS‐CoV and VHF.
The keys to quickly controlling these pathogens are rapid and appropriate decision making and rapid and effective implementation of response
activities. The need for rapid and effective responses requires that planning and preparedness activities precede SARS‐CoV and VHF activity.
3
Statement from the Chief Public Health Officer of Canada on Additional Border Measures. http://www.phac‐aspc.gc.ca/cpho‐
acsp/statements‐declaration/20141008a‐eng.php
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Role of the Medical Health Officer (MHO)
The Medical Health Officers have the statutory authority to enforce the provisions of the Public Health
Law and other public health related legislation e.g., the Communicable Disease (CD) regulations. They
are required to immediately investigate any outbreaks of contagious diseases, and to make an
immediate and thorough investigation of a nuisance which may affect health. The initial
implementation of all the provisions of law relating to isolation, quarantine, examinations, treatment,
and searches and seizures is the responsibility of the local Medical Health Officer (who works in the
jurisdiction where the emergency event is occurring), which is accorded the force of law in a public
health emergency.
In the event a patient presents anywhere in the Saskatoon Health Region with EVD, the focus of public
health action may include:











Declare an outbreak
Strike an Outbreak Control Team (OCT)
Direct surveillance, screening, triage, and evaluation activities in healthcare facilities
Recommend infection control, isolation, and co‐horting measures, and environmental controls
Issue isolation and quarantine Orders
Work with Occupational Health & Safety (OH&S) to manage health‐care worker exposure reporting
and evaluation of risk
In the event the Region’s Health incident Command (HICS) is opened, work directly to complement
the region’s Business Continuity plan pertaining to administrative and organizational activities
Participate in communication and reporting as appropriate
Plan for continuation of community healthcare delivery during event
Make agreements with other agencies

Once a High Risk case is notified to the MHO On‐Call (306‐655‐4620), he/she is to prepare to set up a
local outbreak control team, plan contact tracing activities, and inform the provincial Chief Medical
Health Officer, Infectious Disease Specialist On‐Call (306‐655‐1000) and EPP Director On‐Call (306‐221‐
1770).

Contact Tracing for EVD –Appendix 16
Public Health will be responsible to maintain an up‐to‐date list of all confirmed and probable cases,
including case status/prognosis and location of hospitalization and provide updated information to
PHAC as requested for situational awareness and to meet International Health Regulations
requirements.
All contacts must be notified by Public Health as soon as possible after they are named as a possible
contact based on the history collected around the Index Case.
Once contacts have been triaged based on exposure, and the appropriate actions and advice has been
pursued, lines of communications between Public Health and/or Occupational Health and Safety (OH&S)
must remain clear.
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Mandated PUI temperature reporting, as long as the temperature is within normal range, can be
reported to Public Health by email if this is deemed satisfactory to both the contact and Public Health as
long as the full name of the contact, their birth date and their temperature (either in Celsius or
Fahrenheit) is clear in the email. New symptoms must be phoned in immediately by contacts.
Contacts should easily communicate with Public Health and/or OH&S for information and should be
directed to valid and up‐to‐date resources:


Public Health Agency of Canada: http://www.phac‐aspc.gc.ca/id‐mi/vhf‐fvh/ebola‐eng.php

Reporting to Public Health
It is important that Public Health be made immediately aware of any confirmed, probable or PUI cases
of EVD. Thus, it is expected that all these individuals are reported to Public Health by phone
immediately (655‐4612 day, 655‐4620 evening and weekends).

Public Health Actions
Saskatoon Health Region Public Health, upon being notified of the presence of a case (confirmed,
probable or PUI) shall immediately report both the provincial health department and PHAC (Toll‐Free 24
hour line: 1‐800‐545‐7661) using the case report forms.
Public Health shall then facilitate transport of the case (confirmed, probable or PUI) to a medical facility
equipped to handle such a pathogen, if necessary.
Public Health shall identify close contacts of confirmed and probable cases.
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Saskatoon Health Region Community Agencies
Primary Health Care, Medi‐Clinics and Family Physicians
An individual infected with EVD will likely seek medical care in any one of the facilities in Saskatoon
Health Region. Depending on their condition at the time, they may present to their family physician, to a
Medi‐clinic or the hospital emergency department (ED).
The clinical presentation of EVD early in the disease process can be non‐specific and may resemble
influenza. Thus, all primary care facilities should be using routine infection control practices on a regular
basis. Consistently, use EVD risk assessment and personal protective equipment (PPE) document should
be performed to ascertain the risk of a communicable disease in any person presenting for care, and if
there is any suspicion a person presenting could be considered a probable case of EVD, droplet and
contact precautions (including PPE) are recommended (no airborne rooms available in Primary Care or
Medi‐clinics).
Any patient presenting for care should be triaged based on whether they have had a fever in the last
24hrs and travelled in an area known to have an outbreak of Ebola in the last 21 days. Based on the
presence of both of these findings, the EVD Risk Assessment Algorithm should be followed.

Gamma Dynacare and Other Community‐Based Labs
No testing or phlebotomy or obtaining other samples for EVD in the community is recommended. All
suspect cases and persons under investigation will have the minimal blood work needed for care drawn
only at a designated location in Saskatoon Health Region.
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Operations
This section encompasses the work standards of department within Saskatoon Health Region that may
be impacted by a suspected/confirmed EVD patient. Detailed department work standards are attached
as appendices to this planning document.
Any patient with fever, and a clinically compatible illness, and that has been in a country affected by the
EVD outbreak in the past 21 days before fever onset should immediately be isolated in a single room
with a private bathroom and with the door to the hallway closed. Precautions should be maintained
while a more thorough risk assessment is completed.

Emergency Services –Appendix 2 and 3
Emergency Departments at each acute site have specific work standards in the event a suspected EVD
patient presents.

Emergency Medical Services (EMS) – Appendix 4
The person should be transported to St Paul’s Hospital via ambulance services after contacting Acute
Care Access Line (ACAL) dispatch service. Ambulance services must be made aware that the person to be
transported is a PUI for EVD. Ambulance services should be made aware of the level of precautions
required (contact, droplet), the possibility of patient deterioration en route and the mode of
transmission of the Ebola virus. Ambulance staff should maintain in constant communication with the
hospital destination.
Only necessary equipment should be on board the ambulance to reduce cross contamination. If
possible, items that must remain on board, but are not used by the patient being transported should be
distanced to reduce the potential for contamination.
Appropriate PPE should be worn by all ambulance personnel.
Upon completion of the transfer the ambulance and equipment must be decontaminated. All disposable
ambulance equipment, blankets, linen, clothes, etc. must be treated as infectious waste and should be
secured and clearly labeled as “infectious for incineration”.

Equipment & Supplies
Dedicated medical equipment and supplies, preferably disposable, should be used as much as possible.
All non‐disposable medical equipment and supplies should be cleaned and disinfected according to
manufacturer’s instructions and hospital policies. Saskatoon Health Region currently uses an acceptable
disinfectant for a Level 4 Pathogen ‐ Accelerated Hydrogen Peroxide product (Percept) requires five
minute wet time and left to dry.
Linen
 Disposable linen is preferred
 Linen should be changed after use and when soiled
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Regular linen should be placed in a no‐touch receptacle. Outside of bags should be wiped down
with AHP (Percept) and transported directly to the laundry area and handled as per routine
protocols
Linen with blood and/or body fluids should be placed in clearly labeled, leak proof bags at the
point of use in a no‐touch receptacle. Outside of bags should be wiped down with AHP (Percept)
and transported directly to laundry area and handled as per routine protocols. If laundry is
extremely saturated disposal of linen in a biohazard bag/bin is recommended and handled per
biohazard waste protocol
Disposable linen should be discarded in a no‐touch garbage/waste receptacle at point of use
Any staff handling contaminated linen should wear protective PPE

Dishes/ Cutlery
 Disposable dishes and cutlery are preferred and must be disposed of in the bio‐hazard stream
 If dishes are contaminated with blood and body fluids, discard in biohazard waste

EVD Assessment/Triage








The possibility of EVD should be considered in any sick traveler with fever, who has travelled within
the past 21 days from an endemic country and who has no clear features of an alternative diagnosis
Ideally, assessment should be done by trained health‐care provider, such as infectious disease
specialist
Timely, consistent and calm communication with staff regarding potential infection risks is very
important
While St. Paul’s Hospital (SPH) is the preferred site for caring for adult EVD patients in the 2A Flex
Unit 2 (formerly Progressive Care Unit (PCU)), located adjacent to the Intensive Care Unit,
individuals with EVD symptoms may present themselves at any health services provider
ACAL will direct any calls for potential cases to SPH, as the designated acute care site in Saskatoon
Health Region (the south provincial site is site Regina General Hospital)
Initial placement in a private room with door (for initial assessment in Saskatoon Health Region ERs)
place in:
 RUH Emergency – Room #307 (alternative Room #302)
 SPH Emergency –Assessment Room #2 (with alternative Trauma Room #1)
 SCH Emergency –Intensive Room #6

EVD Initial Management






Patients designated as “at risk” patients should be investigated urgently and have contact and
droplet infection control precautions applied. If they have bruising, bleeding, diarrhea or vomiting,
they should be put into a single room and contact and droplet precautions should be implemented
For patients designated as “high risk” advice, on a precautionary basis, the use of routine practices
with additional precautions (Contact, Droplet and placed in an Airborne Infection Isolation Room
(AIIR)) at all times
Effective public health management of EVD is dependent on the immediate assessment by the
frontline clinician followed by notification of the MHO, as soon as a High Risk case is suspected
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All suspect adult and confirmed cases of EVD should be transferred to the St. Paul’s Hospital 2A Flex
Unit 2 (formerly Progressive Care Unit (PCU)) as long as it is medically safe to transfer the patient. In
addition, a High Risk patient with bleeding, bruising, vomiting or diarrhea should be considered for
early transfer prior to obtaining the result of the EVD test

Health Incident Command System (HICS) –Appendix 5
The Region’s EVD Response Plan is designed to complement the region’s Business Continuity Plan. The
Health Incident Command System (HICS) will be used to respond to a confirmed case of EVD. The role of
the HICS is to oversee health care service operations during a pandemic and implement pandemic‐
specific protocols developed by the Outbreak Control Team (OCT), the OCT will also coordinate the
following aspects of the plan; surveillance, infection control and clinical guidelines.
The Saskatoon Health Region Pandemic Response Structure and Trigger Tool for Incident Command are
below. Some of the structure positions have been populated with job titles. Ultimately, the Regional
Commander/Incident Commander will decide who will fill these positions.
Regional Incident Command will be implemented when/if the MHO contacts the EPP Director On‐Call to
inform them of a patient testing positive for Ebola.

Infection Prevention and Control – Appendix 9
For confirmed cases of EVD and for patients assigned as high risk, the advice recommends the use of
routine practices and additional precautions (Contact, Droplet and any additional precautions as
determined by the patient’s clinical condition and the required care). As soon as EVD is being
considered, Population and Public Health, Infectious Diseases and the regional infection control team
must be actively consulted and included in all decisions regarding patient isolation requirements, use of
personal protective equipment and patient transport arrangements. Enhanced PPE (e.g. double gloving)
will be required for exposures that pose an increased risk of blood exposure. In the event of death,
post‐mortem/autopsy examination should not be carried out.

Laboratory Services ‐ Appendix 10
Consultation with the laboratory is essential prior to sampling. Only specimens essential for diagnosis or
monitoring should be obtained for investigation.
Urgent point‐of‐care testing will be performed as necessary at the patient’s bedside and in the
designated area at St Paul’s Hospital. Testing for Ebola, however, will be carried out at the National
Microbiology Laboratory located in Winnipeg, Manitoba.
Samples from suspected EVD samples must not be processed at any laboratory outside the designated
area at St Paul’s Hospital. In the event that a laboratory receives samples from a suspected EVD patient
without prior knowledge of the diagnosis, the Microbiologist on Call must be alerted immediately.
Laboratory investigations should be carried out at BSL3. If specimens are inactivated, tests can be
processed at BSL2. Preliminary EVD results will be reported within 24 hours. If results are negative, the
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possibility of the patient having an EVD infection should be maintained until an alternative diagnosis is
confirmed.
Laboratory personnel involved in the testing processes must be trained in the proper use of personal
protective equipment (PPE). Laboratory personnel sending out the referred out samples must be
certified in TDGR (Transportation of Dangerous Goods Regulations), Canada. Pending results of Ebola
testing, the possibility of a patient having EVD should be maintained until an alternative diagnosis is
confirmed.
All laboratory testing in should be done in consultation with the National Microbiology Laboratory
(NML) as any testing related to a suspect case of EVD must be carried out in a containment level 4 (CL4)
laboratory (only available in Canada at the NML in Winnipeg).
Requests for diagnostic testing of Ebola virus of a probable care or PUI should be immediately directed
to PHAC through its 24 hour emergency line: 1‐800‐545‐7661 in order that the Emergency Response
Assistance Plan be activated.

Occupational Health and Safety – Appendix 13
Occupational Health & Safety will promote and support protection of employees against any health or
safety hazard that may arise out of their work.
Transmission of EVD occurs when non‐intact skin or mucus membranes have direct or indirect contact
with blood or body fluids of an infected person. Appropriate infection control measures like proper use
and removal of PPE, environmental cleaning, and waste management are essential for safe practice.
There is no risk of transmission during the incubation period (i.e. when no symptoms are present).
Trained observers are required to monitor PPE donning and doffing steps when patient symptoms
and/or care activities are determined to be a potential high risk.

Post Mortem Procedures for Ebola Patients – Appendix 15
The Medical Health Officer should be notified before the body is released. A formal written case report
form (CRF) should be completed and submitted to Public Health.
The body should be removed into a sealable heavy duty zippered body bag (150 mm thick) and then
placed in a second body bag (double bagging). The bag should be labeled as high‐risk of infection then
placed in a hermetically sealed casket. Once sealed, the casket containing the body bag must not be
opened.
Due to the highly infectious nature and to minimize contact with EVD human remains, cremation will
not be allowed in the Saskatoon Health Region. As per The Funeral and Cremation Services Act, Section
92 (5) – An Owner of a crematorium is not required to accept human remains for cremations. For
additional information visit http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5308a1.htm.
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Support Services ‐ Appendix 19
Environmental Cleaning
 All cleaning staff are required to wear the appropriate PPE (limit staff in and out of room)
 Accelerated Hydrogen Peroxide product sufficient (Percept) with five minute wet time and left
to dry
 Surfaces that are likely to be touched and/or used frequently should be cleaned and disinfected
when soiled and upon patient leaving room/location this includes surfaces that are in close
proximity to the symptomatic patient (e.g. frequently touched surfaces in the care environment,
such as door knobs, and surfaces in the bathroom)
 Additional cleaning measures or frequency may be warranted in situations where environmental
soiling has occurred
 When a patient is moved, terminal cleaning should be performed which includes:
 Remove all dirty/used items (e.g. suction container, disposable items)
 Remove curtains (privacy, window, shower) before starting to clean the room
 Use fresh cloths, mop, supplies and recommended solutions to clean the room
 Use several cloths to clean a room: use each cloth on time only; do not dip a cloth back into
disinfectant solution after use do not re‐use cloths
 Clean and disinfect all surfaces and allow for the appropriate contact time with the
disinfectant
 All cleaning equipment should be dedicated to patient room and all equipment must be
cleaned and disinfected before being put back into general use
 Disposable cleaning equipment and items are preferred
Waste Management
All waste from patients identified as at high risk of EVD, or confirmed as having EVD, must be
treated as high‐level infectious waste. All acute hospitals should have a supply of appropriate
biomedical waste disposal packaging (minimum four).






Routine management for regular waste disposal is sufficient waste should be contained at the
point‐of‐use
Collect all solid, non‐sharp medical waste using leak proof waste bags with a no‐touch
garbage/waste receptacle
Outside of bags should be wiped down with Accelerated Hydrogen Peroxide product (Percept)
prior to removal
Liquids from patient or patient care activities can be disposed of through the normal sanitary
sewer system
Biomedical waste should be disposed of in clearly marked biohazard bins; outside of bins should
be wiped down with Accelerated Hydrogen Peroxide product (Percept) prior to removal and
transport
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Appendix 1.1 - Children’s Services EVD Response Plan

Children’s Health Services Ebola Plan 0 – 16 Years of Age

Initial Contact and
Identification at ED, POPD
or Community Clinic

Registration will ask
Intial screening
Questions

If yes, patient
goes to
Emergency Dept.

Has patient been in contact with a
patient with a stronly suspected
case of Ebola?
Initial
Assessment

Does patient have fever and has
been in a country with an Ebola
outbreak (Guinea, Sierra, Liberia,
Republic of Congo)?
RUH CES

Minimize contact with
patient – do not do vital
signs, further assessment or
phlebotomy

Have patient
put mask on

Prepare an isolate with a
bathroom (see attached
list)

Walk patient to isolate
in room and keep
patient in the room

Identify dedicated
RN staff to look
after patient

Notify ACAL and a call
will be initiated with
Regional MHO and
others

Patient isolated must be
communicated to all
care givers

Consult ID
regarding expected
results

Child symptomatic
for Ebola with
travel history

Child identified in Regina –
same process as
Saskatoon Pediatric
Intensivist in Saskatoon
will act as consultant to
ICU Ebola Team at Regina
General Hospital

Place Droplet
Precaution
sign on door

Place a sign in sheet for
anyone who comes in
contact with the patient

Obtain PPE and
use according to
training

Community
Office

POPD Peds ED –
from ED basement
storage room

Manager will
notify Director

Transfer to SPH
Ebola Unit

* Children identified as
high risk elsewhere in the
province will be
transported by road to
Saskatoon or Regina and
treatment will proceed
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Director will
notify VP

Patient contained
at RUH

Care provided by SPH
Ebola team with
Pediatrician as consulting
MRP

Child cared for by
Critical Care Ebola
Team with Pediatric
intesivist as
consultant

RN from Peds?
(Depending on age
of child)

? PICU nursing
team (Depending
on age of child)
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APPENDIX 2.1 SPH EMERGENCY DEPT COORDINATOR/CHARGE NURSE

Name of Activity: Level 4 Pathogen Coordinator/Charge Nurse Plan:
EVD
Role performing Activity: RN (or designate)

WORK
STANDARD

Location: SPH
Department: EMERGENCY
Document Owner: Emergency Manager
Date Prepared:
Last Revision:
Date Approved:
Nov 10, 2014

Work Standard Summary:

1.

Essential Tasks
Throughout the shift ensure you have a plan if a suspected/actual Level 4 Pathogen risk presents in the
ED.

2.

When notified of a suspected Level 4 Pathogen
1. Prepare an isolation room and removes any extras from that room
2. Obtain PPE cart and set up Level 4 Precaution Signage and Sign In Sheet outside of the patient care
area
3. Placing red garbage bins with lids both inside and outside of isolation room
4. Inform the ED physicians of the person under investigation (PUI)
5. Contact the MON or designate
6. Alert other ED staff, security and volunteers of PUI
7. Notify MD Ambulance about suspected Level 4 Pathogen Risk in department

3.

Identify an RN who will provide sole care to the PUI.
*This will be done first by asking the RN staff who would volunteer to care for the patient, prior to a
conversation ensuing regarding selection of staff (per conversation with Union)

4.

Find a replacement RN and ED physician to meet baseline staffing needs by:
*checking with other ED’s for extra/float staff
*contact staff scheduling (1-855-778-4141 option “0”) for immediate needs
*coordinating efforts with MON or designate

5.

Provide assistance to staff as needs evolve, with focus on staff safety (PPE), minimizing exposure time &
ensuring hand hygiene.

6.

Once suspected case confirmed by Medical Health Officer notify SPH ICU Charge Nurse.
If patient needs to leave the department ensure receiving department is notified to allow sufficient time to
prepare

7.

When the PUI is to be transported anywhere outside of the ED:
1. The coordinator/trained observer will accompany the patient, primary RN and security.
2. All staff accompanying/caring for patient will wear appropriate PPE.
3. The patient will be required to wear a mask, and be covered with a blanket.
4. Security will be notified to ensure there is a clear and safe path for the patient bed to proceed
through.
*Any Surface Areas Touched Must be Cleaned With an Approved Cleaner(ie.
Clorox/Accel/Percept Wipes)

8.

The Coordinator/Trained Observer will remain with Security and the RN caring for the PUI until transfer
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APPENDIX 2.1 SPH EMERGENCY DEPT COORDINATOR/CHARGE NURSE

of care has taken place in SPH 2A Flex Unit 2 (formerly PCU).
9.

The Coordinator will return to regular duties once they have doffed, showered and changed into hospital
greens.
General Guidelines for Care/Exposure of PUI (Level 4 Pathogen Risk)

*Staff to wear hospital provided green scrubs and PPE per SHR Protocols.
*Hospital greens to be disposed of at the end of shift.
*Footwear to be wiped down with approved cleaning agent (Clorox/Accel/Percept wipes) at the end of shift and
kept at the hospital.
*Limit exposure/time spent caring for any PUI.
*Log must be signed for any/all staff who come in contact with a PUI.
*SPH ED preferred rooms for any PUI will be: Assessment Bed #2, Trauma Bed #1 and/or MAT Bed #11.
*SPH 2A Flex Unit 2 Bed #3 has been designated for any PUI.
*Hand Hygiene and proper donning and doffing of PPE is essential to limiting spread of virus.

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

3

APPENDIX 2.2 SPH EMERGENCY DEPT – SUPPORT STAFF

Name of Activity: Level 4 Pathogen Risk Support Staff Plan
Role performing Activity: UA/CCA

WORK
STANDARD

Location: SPH
Department: EMERGENCY
Document Owner: Emergency Manager
Date Prepared:
Last Revision:
Date Approved:
Nov 10, 2014

Work Standard Summary:
1. At the onset of each shift, ensure the Level 4 Precaution PPE cart is covered and stocked with sufficient
supplies:
*Extended cuff gloves (size: Sm, M, Lg & XL)
*Gowns
*Face Shields and Masks
*Head covers
*Extended length boot covers
2. When notified of a suspected Level 4 Pathogen
1. Assist Coordinator with preparation of an isolation room and remove any extras from that room
2. Obtain PPE cart and set up Level 4 Precaution Signage and Sign In Sheet outside of the patient care
area
3. Placing red garbage bins with lids both inside and outside of isolation room
3. Delegate one of the support staff to remain nearby to assist where able
General Guidelines for Care/Exposure of PUI (Level 4 Pathogen Risk)
*Staff to wear hospital provided green scrubs and PPE per SHR Protocols
*Hospital greens to be disposed of at the end of shift
*Footwear to be wiped down with approved cleaning agent (Clorox/Accel/Percept wipes) at the end of shift and kept
at the hospital
*Limit exposure/time spent caring for any PUI
*Log must be signed for any/all staff who come in contact with a PUI
*SPH ED preferred rooms for any PUI will be: Assessment Bed #2, Trauma Bed #1 and/or MAT Bed #11
*SPH 2A Flex Unit 2 (formerly PCU) Bed #3 has been designated for any PUI
*Hand Hygiene and proper donning and doffing of PPE is essential to limiting spread of virus
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APPENDIX 2.3 – SPH EMERGENCY DEPT TRIAGE PLAN OUTSIDE OF ED

Name of Activity: Level 4 Pathogen Triage Plan: EVD
Role performing Activity: RN (primary)
Registration Clerk (secondary)

WORK
STANDARD

Location: SPH
Department: EMERGENCY
Document Owner: Emergency Manager
Date Prepared:
Last Revision:
Date Approved:
Nov 10, 2014

Standard Work Summary:
1.

Essential Tasks
Ensure blankets, gloves, patient masks and PPE accessible at the onset of each shift in the Triage Area (1 at each
desk).

2.

Identify “at risk” patients as soon as possible using the Triage Script which will occur over the telephone from one
of the many areas patients can present to: Diagnostic Imaging, Dialysis, Ambulatory Care, etc.

3.

If patient meets criteria for Level 4 Pathogen exposure:
1. Encourage staff on phone to isolate patient as best they can.
2. Request that they have the patient put a mask on and drape a blanket over their shoulders/back.
3. Request that staff don PPE and remain with the patient until a plan for transferring the patient can occur.
4. Obtain a call back number in case the phone call is disconnected.
5. Contact ED Coordinator (Cell # 306-270-4279) and inform them of person under investigation (PUI) in an
area outside of the Emergency Department.

4.

Triage RN or Reg Clerk to inform Security of the PUI in their respective area.

5.

Triage or ED Coordinator will proceed to the respective department (take a mask and blanket for patient if needed)
and assist in transporting the PUI to either (PPE will be donned prior to leaving ED).
1. If going to SPH 2A Flex Unit 2 (formerly PCU), determine shortest route there and ensure clear path for staff
and PUI.
2. If going to SPH ED due to a lack of availability of a 2A Flex Unit 2 bed, determine shortest route there and
ensure clear path for staff and PUI. Once in room please supply call bell and ask the patient to remain in the
room.
**The patient will be informed that visitation will be limited to health care providers only until further direction is
given**

6.

Triage RN will doff PPE and use proper hand hygiene prior to returning to work station (as long as there has been
no direct contact with patient) and coordinate terminal clean for the affected Triage surface areas
General Guidelines for Care/Exposure of PUI (Level 4 Pathogen Risk)

*Staff to wear hospital provided green scrubs and PPE per SHR Protocols.
*Hospital greens to be disposed of at the end of shift.
*Footwear to be wiped down with approved cleaning agent (Clorox/Accel/Percept wipes) at the end of shift and kept at
the hospital.
*Limit exposure/time spent caring for any PUI.
*Log must be signed for any/all staff who come in contact with a PUI.
*SPH ED preferred rooms for any PUI will be: Assessment Bed #2, Trauma Bed #1 and/or MAT Bed #11.
*SPH 2A Flex Unit 2 Bed #3 has been designated for any PUI.
*Hand Hygiene and proper donning and doffing of PPE is essential to limiting spread of virus.
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APPENDIX 2.4 – SPH EMERGENCY DEPT – TRIAGE PLAN TO ED

Name of Activity: Level 4 Pathogen Triage Plan: EVD presenting in
SPH ED

WORK
STANDARD

Role performing Activity: RN (primary)
Registration Clerk (secondary)
Location: SPH
Department: EMERGENCY
Document Owner: Emergency Manager
Date Prepared:
Last Revision:
Date Approved:
Nov 10, 2014

Work Standard Summary:
1.

Essential Tasks
Ensure blankets, gloves, patient masks and PPE accessible at the onset of each shift in the Triage Area (1 at each
desk)

2.

Identify “at risk” patients as soon as possible using the Triage Script

3.

If patient meets criteria for Level 4 Pathogen exposure:
1. Place a blanket and mask down on the corner of the triage desk.
2. Ask the patient to put mask on and drape blanket over their shoulders/back
3. Request that the patient remain seated until an isolation room is ready

4.

RN/Reg Clerk to don PPE

5.

Contact Coordinator and inform them of the patient meeting Level 4 Pathogen criteria; Triage RN to remain with
patient until isolation room becomes available (Coordinator Cell #: 306-270-4279)

6.

Registration Clerk to alert Security to potential infection risk.
Security to don PPE and setup barrier to space around Triage Desk

7.

Registration Clerk to assist in redirecting any other patients waiting in Triage area/line to use the other Triage
desk

8.

Triage RN will accompany patient to room, supply call bell and ask the patient to remain in the room.
The patient will be informed that visitation will be limited to health care providers only until further direction is
given.

9.

Triage RN will doff PPE and use proper hand hygiene prior to returning to work station (as long as there has been
no direct contact with patient) and coordinate terminal clean for the affected Triage surface areas

General Guidelines for Care/Exposure of PUI (Level 4 Pathogen Risk)
*Staff to wear hospital provided green scrubs and PPE per SHR Protocols.
*Hospital greens to be disposed of at the end of shift.
*Footwear to be wiped down with approved cleaning agent (Clorox/Accel/Percept wipes) at the end of shift and kept at
the hospital.
*Limit exposure/time spent caring for any PUI.
*Log must be signed for any/all staff who come in contact with a PUI.
*SPH ED preferred rooms for any PUI will be: Assessment Bed #2, Trauma Bed #1 and/or MAT Bed #11.
*SPH 2A Flex Unit 2 (formerly PCU) Bed #3 has been designated for any PUI.
*Hand Hygiene and proper donning and doffing of PPE is essential to limiting spread of virus.
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APPENDIX 2.5 EMERGENCY ROOM - PERSONAL PROTECTIVE EQUIPMENT CART - HIGH RISK

4. Extended

cuff nitrile glove
(XS - XL)

5. Gowns

3. Head cover

2. Knee high
shoe cover
(regular and
XL) and shoe
covers

Starting at the bottom left
and working clockwise,
PPE set as shown will flow
with donning PPE – high
risk procedure.

1. Alcoholbased hand
rub
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6. N95

respirators
(3M and KC)

7. Face
shields
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Appendix 2.6 and 3.4 – Triage Script for ED

Triage Script for Suspected EVD Patient:
*Hello, my name is ________________, what brings you into the Emergency
Department today?
1. Have you had a recent fever and/or travelled recently to a country with a
known Ebola outbreak in the last 21 days?
2. Have you cared for/come in contact with anyone who may have been exposed
to, or has been diagnosed with Ebola?
*If YES to question 1 or 2, complete the following steps below. If NO to the same
questions, normal triage questions and process will ensue:
1. RN to place a mask and blanket on the edge of the triage desk and instruct the
patient to apply the mask and drape the blanket around their shoulders/back and
arms.
2. Triage RN dons a pair of gloves, gown and surgical mask/shield
3. RN asks Registration Clerk to contact Clinical Coordinator/Charge Nurse via cell
phone (306-270-4279) and alert them of the patient. The Coordinator will assist
in determining which bed to move the patient to.
4. Triage RN will accompany the patient to the necessary isolation room
(Assessment 2, Trauma 1 or MAT 11). Once in the room, the Triage RN will
provide the nursing call bell and inform the patient as to why the precautions are
being taken. The patient will be requested to remain in the room while awaiting
an assessment by the Health Care Team.
5. While the Triage RN is transporting the patient, the Registration Clerk will shut
down that Triage space and relocate to a different computer/desk. The
Registration Clerk will notify security to ensure the potentially contaminated area
is cordoned off until it can be cleaned.
6. The Triage RN/Registration Clerk/Housekeeping will clean the Triage
Desk/equipment and any potentially contaminated ED waiting area
chairs/surfaces.
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Appendix 3 – RUH & SCH ER Assessment

Emergency Services – Royal University Hospital and Saskatoon City Hospital
Initial assessment: does the patient have fever
and has been in a country where Ebola
outbreak is ongoing/or cared for/or come into
contact with a patient or their body fluids from
a strongly suspected case of Ebola?

Post provider sign in sheet
outside of the door for
provider tracking.

Infectious disease physician on
call will contact Regional
Medical Health Office via ACAL

Yes

Obtain PPE from
PPE cart.

Minimize contact with the
patient – do not do vital signs or
further assessment or
phlebotomy.

Walk patient to the prepared
isolation room and keep patient
care in the room.

Clinical coordinator will notify
Manager (on-call manager if off
hours).

Have the patient put on
a surgical/procedure
mask.

Prepare an isolation room with
a bathroom or designated
commode (RUH – 302/307; SCH
– Int 6;)

Identify dedicated RN/
support staff to care for
patient.

Notify ED physician
of case.

Manager will notify Director
(on-call if off hours).

Place Droplet and Contact
Precaution signage on
door.

ED physician notify the
Deputy MHO on call via ACAL.

Director will notify VP (on-call if
off hours).

**If patient requires transport, patient will be covered with a blanket
and wear a surgical/procedure mask.
**Patient isolation MUST be communicated to other departments as
needed (lab, DI, ECG, etc.).
**Each department has a specific plan (ie: housekeeping, lab, EMS,
diagnostic imaging, etc.) and will refer to their processes as needed
throughout patient journey.
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Appendix 3 – RUH & SCH ER Assessment

Emergency Services – Royal University Hospital and Saskatoon City Hospital
Initial assessment: does the patient have fever
and has been in a country where Ebola
outbreak is ongoing/or cared for/or come into
contact with a patient or their body fluids from
a strongly suspected case of Ebola?

Post provider sign in sheet
outside of the door for
provider tracking.

Infectious disease physician on
call will contact Regional
Medical Health Office via ACAL

Yes

Obtain PPE from
PPE cart.

Minimize contact with the
patient – do not do vital signs or
further assessment or
phlebotomy.

Walk patient to the prepared
isolation room and keep patient
care in the room.

Clinical coordinator will notify
Manager (on-call manager if off
hours).

Have the patient put on
a surgical/procedure
mask.

Prepare an isolation room with
a bathroom or designated
commode (RUH – 302/307; SCH
– Int 6;)

Identify dedicated RN/
support staff to care for
patient.

Notify ED physician
of case.

Manager will notify Director
(on-call if off hours).

Place Droplet and Contact
Precaution signage on
door.

ED physician notify the
Deputy MHO on call via ACAL.

Director will notify VP (on-call if
off hours).

**If patient requires transport, patient will be covered with a blanket
and wear a surgical/procedure mask.
**Patient isolation MUST be communicated to other departments as
needed (lab, DI, ECG, etc.).
**Each department has a specific plan (ie: housekeeping, lab, EMS,
diagnostic imaging, etc.) and will refer to their processes as needed
throughout patient journey.
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APPENDIX 3.2 – EMERGENCY DEPARTMENT, ROSTHERN HOSPITAL

Name of Activity: EVD Triage Plan
Role performing Activity: RN (primary)
Location: Rosthern Hospital

Work
Standard

Document Owner:
Site Leader – Rosthern Hospital
Date Prepared:
Last Revision:
January 2015

Department:
EMERGENCY

Date Approved:

Standard Work Summary:
Task Sequence
(Order in which
tasks occur)

1.
2.
3.

4.
5.
6.
7.
8.

9.

Ensure blankets, gloves, patient masks and PPE accessible at the onset of each
shift
Identify “at risk” patients as soon as possible using the Triage Script
If patient meets criteria for Ebola exposure:
1. Place a blanket and mask down on the corner of the triage desk.
2. Ask the patient to put mask on and drape blanket over their shoulders/back
3. Request that the patient remain seated until an isolation room is ready
RN to don PPE
Triage RN to remain with patient until isolation room becomes available
Contact Site Manager and inform them of the patient meeting Ubola criteria;
Other staff to assist in redirecting any other patients waiting in Emergency area
Triage RN will accompany patient to room, supply call bell and ask the patient to
remain in the room.
The patient will be informed that visitation will be limited to health care
providers only until further direction is given.
Log must be signed for all staff that comes in contact with a PUI
Triage RN will doff PPE and use proper hand hygiene prior to returning to work
station and coordinate terminal clean for the affected Triage surface areas
Footwear to be wiped down with approved cleaning agent (Clorox/Accel/Percept
wipes) at the end of shift and kept at the hospital
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APPENDIX 3.3 - EMERGENCY ROOM - PERSONAL PROTECTIVE EQUIPMENT CART - HIGH RISK

4. Extended

cuff nitrile glove
(XS - XL)

5. Gowns

3. Head cover

2. Knee high
shoe cover
(regular and
XL) and shoe
covers

Starting at the bottom left
and working clockwise,
PPE set as shown will flow
with donning PPE – high
risk procedure.

1. Alcoholbased hand
rub
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6. N95

respirators
(3M and KC)

7. Face
shields
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Appendix 2.6 and 3.4 – Triage Script for ED

Triage Script for Suspected EVD Patient:
*Hello, my name is ________________, what brings you into the Emergency
Department today?
1. Have you had a recent fever and/or travelled recently to a country with a
known Ebola outbreak in the last 21 days?
2. Have you cared for/come in contact with anyone who may have been exposed
to, or has been diagnosed with Ebola?
*If YES to question 1 or 2, complete the following steps below. If NO to the same
questions, normal triage questions and process will ensue:
1. RN to place a mask and blanket on the edge of the triage desk and instruct the
patient to apply the mask and drape the blanket around their shoulders/back and
arms.
2. Triage RN dons a pair of gloves, gown and surgical mask/shield
3. RN asks Registration Clerk to contact Clinical Coordinator/Charge Nurse via cell
phone (306-270-4279) and alert them of the patient. The Coordinator will assist
in determining which bed to move the patient to.
4. Triage RN will accompany the patient to the necessary isolation room
(Assessment 2, Trauma 1 or MAT 11). Once in the room, the Triage RN will
provide the nursing call bell and inform the patient as to why the precautions are
being taken. The patient will be requested to remain in the room while awaiting
an assessment by the Health Care Team.
5. While the Triage RN is transporting the patient, the Registration Clerk will shut
down that Triage space and relocate to a different computer/desk. The
Registration Clerk will notify security to ensure the potentially contaminated area
is cordoned off until it can be cleaned.
6. The Triage RN/Registration Clerk/Housekeeping will clean the Triage
Desk/equipment and any potentially contaminated ED waiting area
chairs/surfaces.
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APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES

Ebola
Education & Procedure Package for EMS
January 2015

Introduction
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APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES
The Education and Procedural Package was developed in partnership with the Saskatchewan Ministry of Health, the Saskatoon Health
Region, and the Regina Qu’Appelle Health Region.
This material was prepared for the use of Regina Qu’Appelle Health Region and the Saskatoon Regional Health Authority (SRHA). This
material may not be suitable for other agencies. SRHA & RQHR makes no warranties or representation regarding this information and each
agency is urged to update and modify this information for its own use.
We would like to thank the Saskatchewan Ministry of Health, RQHR and SHR for sharing documents which have been included or modified
within this learning package.
After completion of this Education and Procedure package each individual is must complete the attached Learning Point Quiz and sign
the Education Completion Declaration.

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

15

APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES

Table of Contents
Contents
Education................................................................................................................................................................................................ 5
What is Viral Hemorrhagic Fever (VHF)?..................................................................................................................................... 5
What is Ebola Virus Disease (EVD) ................................................................................................................................................ 5
Exposure Risk Factors ....................................................................................................................................................................... 5
Sign and Symptoms of VHF (WHO, 2014) ................................................................................................................................... 5
Personal Protective Equipment......................................................................................................................................................... 6
Contact precautions ....................................................................................................................................................................... 6
Droplet precautions ......................................................................................................................................................................... 6
PPE for High Risk Procedures .......................................................................................................................................................... 6
Recommended PPE should be used by EMS personnel as follows: ................................................................................... 7
Preparing the EMS Vehicle to transport suspected or confirmed Ebola............................................................................... 7
Patient Compartment Preparation ............................................................................................................................................. 7
Driver’s Compartment Preparation ............................................................................................................................................. 7
Cleaning Ambulance .......................................................................................................................................................................... 8
Decontamination and Disinfection: ............................................................................................................................................ 8
Appendix A: initial clinical assessment and management flow map .................................................................................. 9
Appendix B: Ebola Risk Assessment & Level of PPE protection ................................................................................................ 9
Work Standard 1: SHR Ebola/Viral Hemorrhagic Fever (VHF) Dispatch Process ............................................................... 10
Work Standard 2: RQHR Ebola/Viral Hemorrhagic Fever (VHF) Dispatch Process ........................................................... 12
Work Standard 3: Ebola/Viral Hemorrhagic Fever (VHF) Destination Bypass .................................................................... 13
Work Standard 4: EMS presentation process and Communication Map ........................................................................... 14
Work Standard 5: EMS Interfacility Transport Presentation Process and Communication Map ................................... 15
Contact Log for Public Health Ebola/Viral Hemorrhagic Fever (VHF) ................................................................................. 16
Work Standard 6: Post Suspected/confirmed Ebola/Viral Hemorrhagic Fever Ambulance & Equipment Cleaning
................................................................................................................................................................................................................. 17
Work Standard 7: Environmental Services Procedures (cleaning of the EMS Stretcher of Level 4 Pathogen)......... 19
Appendix C: Antiseptic and Disinfectants....................................................................................Error! Bookmark not defined.
Appendix D: Level 4 Precaution Signage, Ebola Risk Assessment & Level of PPE protection ....................................... 24
Personal Protective Equipment (PPE) Guidelines for *HIGH RISK ........................................................................................... 25
Personal Protective Equipment Supplies .................................................................................................................................. 25
DONNING Personal Protective Equipment (PPE) Procedure* HIGH RISK ........................................................................ 26
Paramedic DOFFING Personal Protective Equipment (PPE) Procedure* HIGH RISK .................................................... 30
Trained Observer Checklist for Personal Protective Equipment (PPE) Donning ............................................................ 35
Trained Observer Checklist for Personal Protective Equipment (PPE) Doffing .............................................................. 36
Trained Observer DOFFING Personal Protective Equipment (PPE) Procedure .............................................................. 37

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

16

APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES
Appendix F: Learning Check point Quiz ...................................................................................................................................... 39
Appendix G: Learning Check point Answer to the Quiz ......................................................................................................... 40
Education Completion Declaration .............................................................................................................................................. 41
SHR Level 3-4 Pathogen PPE List with SKU..................................................................................................................................... 42
Additional Resources ......................................................................................................................................................................... 43
References............................................................................................................................................................................................ 43

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

17

APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES

Education
What is Viral Hemorrhagic Fever (VHF)?
Viral hemorrhagic fever is a general term for a severe illness that’s sometimes associated with bleeding that may be caused
by number of Viruses (WHO, 2014). The term is usually applied to disease caused by Arenaviridae (Lassa fever, junin and
Machupo), Bunyaviridae (Crimean-Congo haemorrhagic fever, Rift Valley Fever, Hantaan hemorrhagic fevers), Filoviridae
(Ebola and Marburg) and Flaviviridae (yellow fever, dengue, Omsk hemorrhagic fever, Kyasanur forest disease) (WHO,
2014). Ebola will be the focus in this package.

What is Ebola Virus Disease (EVD)
Ebola virus disease also known as Ebola hemorrhagic fever is a severe illness in humans, with a case fatality rate of up to
90%. EVD outbreaks occur primarily in remote villages such as Central and West Africa, near tropical rainforests. The virus is
transmitted to people from wild animals and spread to human populations through human-to-human transmission (WHO,
2014).
The natural host of the Ebola virus is considered to be from fruit bats of the Pteropodidae family. There are currently no
treatment or vaccine available for either people or animals (WHO, 2014). Currently, treatment is supportive, such as oral
rehydration and IV fluids to prevent dehydration, to maintain renal function and electrolyte balance. Treatment may also
be directed toward combatting hemorrhage and shock. Ebola virus disease is endemic in Western, Central and Eastern
Africa; outbreaks have occurred in Guinea, Liberia, Nigeria and Sierra Leone, Democratic Republic of Congo, Sudan,
Uganda, Gabon, Republic of Congo, Cote d’Ivoire (WHO, 2014).
For up-to-date information see WHO outbreak news at: http://www.who.int/csr/don/archive/disease/ebola/en/

Exposure Risk Factors
•
•

Contact with blood, urine, feces, other bodily secretions, or tissues of a person or animal known or strongly
suspected as having VHF
Failure to use appropriate personal protective equipment (PPE) when in contact with a case of EVD.

Sign and Symptoms of VHF (WHO, 2014)
•
•
•
•
•
•
•
•
•
•

Recently traveled internationally or had close contact with someone who recently traveled from Africa.
Fever (≥38.6 ºC)
Cough
Trouble breathing
Vomiting/diarrhea
Rash, red eye, no appetite
Headache, joint and muscle aches/weakness
Abdominal pain
Difficulty swallowing
Bleeding inside (GI bleeding)/outside (ocular, skin) of the body.

Symptoms of EVD are similar to those of other viral hemorrhagic fevers. Public Health Ontario (2014) noted that the early
Symptoms, sudden onset are: Fever (≥38.5ºC), headache, malaise, and myalgia.
Subsequent symptoms, gastrointestinal: Diarrhea, abdominal pain vomiting.
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Personal Protective Equipment
Viral hemorrhagic fever or Ebola viruses are transmitted through direct or indirect contact with blood or body fluids of an
infected person. The appropriate PPE would be contact and droplet precaution. You can only get Ebola from touching
bodily fluids from a person who is sick with or has died from Ebola, or from exposure to contaminated objects, such as
needles. Ebola is NOT spread through infected people who are asymptomatic. Ebola is NOT spread through air, food or
water. It is vital for the EMS personnel to safely don and remove the personal protective equipment (PPE) for safe practice. It
is also imperative for the EMS to put a procedure mask on patients who display signs and symptoms of Ebola. The use of PPE
does not preclude the need to follow basic infection control measures such as hand hygiene.

Contact precautions refers to the transfer of microorganism by direct contact with patient (hand or skin-to-skin contact)
or indirect contact with environmental surfaces or patient care items in the patient’s environment. Precautions are
important for paramedics to follow to prevent and control the spread of infectious disease.

Droplet precautions refer to the potential exposure to microorganisms when droplets exit from the respiratory tract of a
person. Droplets can be generated during coughing, sneezing, talking or during some procedures performed on the
respiratory tract such as suctioning, bronchoscopy or nebulized therapies. These droplets are propelled a short distance
(i.e., within 2 meters) through the air and deposited on the nasal/oral mucosa or the conjunctiva of a host. Droplets do not
remain suspended but settle on surfaces in the person’s immediate environment. Some microorganisms, especially
respiratory viruses, remain viable for extended periods of time. Contact transmission can occur by touching surfaces and
objects contaminated by these respiratory droplets.

PPE for High Risk Procedures
There are some procedures performed in pre-hospital care that are associated with a higher risk of aerosolization of
respiratory secretions and exposure to blood and body fluids. Whenever possible, avoid any invasive procedure such as
those that generate aerosolizing. Extra care must be taken when performing these procedures to prevent accidental
exposures to potentially infectious materials. Please see Appendix B: Ebola Risk Assessment & Level of PPE protection.
EMS personnel should wear (Centers for Disease Control and Prevention, 2014):
•
•
•
•
•

•

Gloves
Gown (fluid resistant or impermeable)
Eye protection (goggles or face shield that fully covers the front and sides of the face)
Facemask
Additional PPE might be required in certain situations (e.g., large amounts of blood and body fluids present in the
environment), due to the potential increased risk for contact with blood and body fluids including but not limited to
double gloving, disposable shoe covers, and leg coverings.
N95 respirator with aerosolization with repository secretions.

If blood, body fluids, secretions, or excretions from a patient with suspected Ebola come into direct contact with the EMS
provider’s skin or mucous membranes, then the EMS provider should immediately stop working. They should wash the
affected skin surfaces with soap and water and report exposure to an occupational health provider or supervisor for followup (Centers for Disease Control and Prevention, 2014).
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Recommended PPE should be used by EMS personnel as follows:
PPE should be worn upon entry into the scene until personnel are no longer in contact with the patient. PPE should be
carefully removed without contaminating one’s eyes, mucous membranes, or clothing with potentially infectious materials.
PPE should be placed into a medical waste container at the hospital or double bagged and held in a secure location.
Hand hygiene should be performed immediately after removal of PPE (Centers for Disease Control and Prevention, 2014).

Preparing the EMS Vehicle to transport suspected or confirmed Ebola
Once it is determined that the patient that you will be transporting is suspect or confirmed Ebola patient the EMS service
unit must be prepared prior to transporting.
The following procedure is an option for ambulance services. In theory the procedure of draping an ambulance to protect
surfaces from pathogens is thought to have some value but the process of removing these barriers could increase the risk of
exposure. It does seem prudent to remove unnecessary equipment and create a barrier between the patient
compartment and the driver compartment of the ambulance.
If the EMS crew has already been in contact with the potential Ebola patient they will remove their PPE perform hand
hygiene and prepare the EMS unit for the transport. Depending on the patient condition one EMS attendant will remain in
PPE and remain with the patient providing care while the other EMS attendant removes PPE, performs hand hygiene and
prepares the ambulance unit to transport the potential Ebola patient (Heartland Health Region EMS, 2014).

Patient Compartment Preparation
•
•

•
•
•
•
•
•
•

Remove all non-essential equipment from the ambulance unit (e.g. secondary stretchers, extra linens, etc.)
Ensure the patient care report forms, any paper products, signage, etc. are removed from the patient
compartment and stored in a secure area. One PCR per patient being transported and supplemental trip report
should be secured in a plastic baggie with a pen and be placed in the driver’s compartment - a small white board
should be used by the attendant to make notes on the patient that can be safely transferred to the paper patient
care report form after the call and cleaning has occurred
Limit the use of any fabric/cloth equipment or bags:
Do not use fabric airway/trauma/house/equipment storage kits – remove the supplies needed for the transport and
leave the bags and other supplies in a secure area that has not had potential exposure to Ebola
Remove the cardiac monitor protective casing and monitor paper from the printer, remove the supplies needed
for transport and leave the cover and other supplies in a secure area that has not had potential exposure to Ebola
Remove the cloth stretcher straps from the stretcher and any other cloth pieces of the stretcher; replace the cloth
stretcher straps with plastic strapping that can be disinfected after the call.
Turn on the main oxygen supply to the unit
Remove and place the essential equipment that will be needed to care for the patient during transport on the
bench seat in the patient compartment then cover and seal the equipment cabinets with poly and duct tape
Seal the walkway/pass through between the patient compartment and the driver’s compartment with poly and
duct tape (Heartland Health Region EMS, 2014).

Driver’s Compartment Preparation
•

•

Remove all non-essential equipment for the trip from the compartment (extra PCR books, maps, manuals, survival
kits, glove boxes –ensure there is an adequate supply to use on the call, etc.) There should be one PCR per patient
being transported, a pen and one supplemental form in a sealed baggie in the driver’s compartment to use after
the call and disinfection to document the call (Heartland Health Region EMS, 2014).
Cover all cloth/fabric surfaces completely with poly and seal with duct tape; do not forget to cover the seats and
ceiling of the driver’s compartment (Heartland Health Region EMS, 2014).
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Decontamination and Disinfection:

Cleaning Ambulance

The following are general guidelines for cleaning or maintaining EMS transport vehicles and equipment after transporting a
patient with suspected or confirmed Ebola (Centers for Disease Control and Prevention, 2014):
•

•
•

•

•

•

•

•

EMS personnel performing cleaning and disinfection should wear recommended PPE (described above) and
consider use of additional barriers (e.g., rubber boots or shoe and leg coverings) if needed. Face protection
(facemask with goggles or face shield) should be worn since tasks such as liquid waste disposal can generate
splashes.
Patient-care surfaces (including stretchers, railings, medical equipment control panels, and adjacent flooring, walls
and work surfaces) are likely to become contaminated and should be cleaned and disinfected after transport.
A blood spill or spill of other body fluid or substance (e.g., feces or vomit) should be managed through removal of
bulk spill matter, cleaning the site, and then disinfecting the site. For large spills, a chemical disinfectant with
sufficient potency is needed to overcome the tendency of proteins in blood and other body substances to
neutralize the disinfectant’s active ingredient.
An EPA-registered hospital disinfectant with label claims for viruses that share some technical similarities to Ebola
(such as, norovirus, rotavirus, adenovirus, and poliovirus) and instructions for cleaning and decontaminating
surfaces or objects soiled with blood or body fluids should be used according to those instructions.
The doors and windows of the ambulance should be left open to assist drying; all exterior work surfaces, fixtures and
fittings, stretcher, seats, handrails and equipment should be washed and wiped down with detergent and cloths.
The cloths should be placed in a bio hazardous risk waste container
Contaminated reusable patient care equipment should be placed in biohazard bags and labeled for cleaning
and disinfection. Reusable equipment should be cleaned and disinfected according to manufacturer's instructions
by trained personnel wearing correct PPE. Avoid contamination of reusable porous surfaces that cannot be made
single use.
Dry off all equipment with paper towels and dispose of all used paper towels in bio hazardous risk waste bags;
clean the floor, stretcher, mattress, and work surfaces with new clean cloths using 10,000ppm available chlorine
solution and leave for 30 minutes to dry;
Re-wash work surfaces, stretcher, seats, handrails and equipment with detergent and cloths; and dry off all
equipment with paper towels and dispose of all used paper towels in bio hazardous risk waste container.

When finished cleaning and disinfecting the vehicle, the ambulance crew should remove their outer PPE, and secure it in a
bio hazardous risk waste bag for disposal. Please see appendix C: Antiseptic and Disinfectants
Once the crew are satisfied that any outstanding matters have been addressed, the crew should report their status to
Dispatch Centre. Once equipment and supplies in the ambulance have been replenished, the ambulance will be available
to return to normal operational duties.
EMS personnel with exposure to blood, bodily fluids, secretions, or excretions from a patient with suspected or confirmed
Ebola should immediately (Centers for Disease Control and Prevention, 2014):
•
•
•

Stop working and wash the affected skin surfaces with soap and water. Mucous membranes (e.g., conjunctiva)
should be irrigated with a large amount of water or eyewash solution;
Contact occupational health/supervisor for assessment and access to post-exposure management services; and
Receive medical evaluation and follow-up care, including fever monitoring twice daily for 21 days, after the last
known exposure. They may continue to work while receiving twice daily fever checks

EMS personnel who develop sudden onset of fever, intense weakness or muscle pains, vomiting, diarrhea, or any signs of
hemorrhage after an unprotected exposure (i.e., not wearing recommended PPE at the time of patient contact or through
direct contact to blood or body fluids) to a patient with suspected or confirmed Ebola should (Centers for Disease Control
and Prevention, 2014):
•
•
•
•

Not report to work or immediately stop working and isolate themselves;
Notify their supervisor, who should notify regional and provincial health authorities;
Contact occupational health/supervisor for assessment and access to post-exposure management services; and
Comply with work exclusions until they are deemed no longer infectious to others.
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Appendix A: initial clinical assessment and management flow map

EBOLA / VIRAL HEMORRHAGIC FEVER1 (VHF)
INITIAL CLINICAL ASSESSMENT AND MANAGEMENT FLOW MAP
A. Does the patient have a fever or a history of fever AND in the 21 days prior to fever onset has been in
a country where an outbreak of Ebola/VHF 2 is occurring or a country where VHF is endemic3?

OR
B. Does the patient have a fever or history of fever AND in the 21 days prior to fever onset has cared for
or come into contact with body fluids/handled clinical specimens from an individual known or
strongly suspected to have Ebola?

NO to A & B
If symptomatic,
evaluate for other
Illness
Primary
Practitioner
to notify:
Infectious Disease
(ID) physician on
call4
to initiate a more
detailed exposure
risk assessment5 and
review any
additional
symptoms6
Regional Medical
Health Officer
(MHO)
Staff to notify:
Senior Leader on
call

YES to A or B For walk-in patient to Emergency Dept. or Clinic
1. Minimize contact with patient: Do not take vital signs or complete further
assessment, do not draw blood (phlebotomy, finger prick) for diagnostic
testing until after consult with ID physician
2. Have patient put on a surgical or procedure face mask
3. Immediately prepare a private room with bathroom or designated commode
(Remove all mobile carts & equipment before bringing patient in. Ensure
Droplet/Contact precaution signage and PPE supplies are in place STAT)
4. Walk patient to assigned room and keep them there until further notice
5. Exit room and perform hand hygiene
6. Apply disposable full PPE before entering room (gloves, long-sleeved cuffed
fluid resistant gown, procedure or surgical face mask and full face shield)

Yes to A or B Patient being picked up and transported by ambulance
from community to health care facility
1. Do not start routine IV, do not draw blood (phlebotomy, finger prick) for
diagnostic testing, or do any aerosol generating treatments until consult with
ID physician.
2. Have private room prepared as above
3. Apply full PPE before entering room (gloves, long-sleeved cuffed fluid
resistant gown, procedure or surgical face mask and full face shield)
4. Assess the need for Additional PPE (impervious gown, regular or impervious
shoe covers, N95 respirators, double gloves, hair covering) if patient at high
risk of requiring resuscitation or has copious amounts of body fluids

Following assessment by ID Physician and MHO, if patient is to be transferred to RQHR
and SktnHR designated facility:
1. Discuss move with Infection Control/Senior Leadership to plan a route with least amount of contact to
others. If facility transfer is planned, inform Ambulance Dispatch and receiving facility staff.
2. Patient will wear mask and be covered with blanket to minimize exposure.
3. Transport staff will wear disposable full PPE (gloves, long-sleeved cuffed fluid resistant gown,
procedure or surgical face mask and full face shield)
Appendix B: Ebola Risk Assessment & Level of PPE protection
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Ebola Risk Assessment & Level of PPE Protection
Transmission of Ebola virus occurs when non-intact skin and mucous membranes have direct or indirect contact
with blood or body fluids of an infection person. Appropriate Infection Control measures like Environmental
Cleaning, Waste Management and proper use and removal of Personal Protective Equipment (PPE) are essential
for safe practice.

Risk of Ebola and
Symptoms or

Routine
practices as
for all patients

Patient Care Activities

Patient under
Investigation
For Ebola but has no
symptoms1
( no symptoms = no risk)
Ebola Suspected
No high risk symptoms2
Ebola suspected
No high risk symptoms2
Requires AGMP3
Ebola suspected
High risk symptoms
present4
and/or High risk
procedure required

Gloves
Fluid resistant
Mask Fluid
resistant Gown
Full face shield

Increase to:
N95 Respirator
Add: head
cover & shoe
covers

Fluid resistant mask or
N95 respirator,
Full face shield
Increase PPE level to:
Double gloves,
Impervious gown,
impervious booties,
head cover

YES

NO

NO

NO

YES

YES

NO

NO

YES

YES

YES

NO

YES

YES

YES

YES

There is no risk of transmission during the incubation period (i.e., when no symptoms are present. Early and
symptoms of Ebola Virus Disease include: acute fever(> 38.6°C), headache, joint and muscle aches,
abdominal pain, weakness, diarrhea, vomiting, lack of appetite, rash red eyes, hiccoughs, cough, chest pain,
difficulty breathing, difficulty swallowing, bleeding inside or outside of the body
1

2

Examples of high risk symptoms include: bleeding OR uncontrolled diarrhea OR uncontrolled vomiting

3

AGMP (aerosol generating medical procedures) include: intubation, and related procedures, open
respiratory/airway suctioning, high- frequency oscillatory ventilation, nebulized therapy, non-invasive, positive
pressure ventilation
4

High Risk Procedures include: cardiopulmonary resuscitation, central line insertion, procedures that result in
copious amounts of body fluid contamination
The decision to upgrade to a higher level of protection than suggested is based
on your assessment of risk in each situation

Work Standard 1: SHR Ebola/Viral Hemorrhagic Fever (VHF) Dispatch Process
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Name of Activity: Ebola/Viral Hemorrhagic Fever (VHF)
Dispatch Process
Role performing Activity: MD Communications

WORK
STANDARD

Location:
Department:
MD Communications
Pre-hospital EMS
Document Owner:
Region/Organization where this Work
Manager, Pre-hospital EMS
Standard originated: SHR
Date Prepared:
Last Revision:
Date Approved:
September 16, 2014
Dec 19, 2014
Nov 21, 2014

Overview
This document contains the standardized process for MD Communications when dispatch screening indicates a
patient has symptoms VHR/Ebola (fever and has travelled to Africa or been in contact with someone who have
travelled in Africa the last 21 days).
Context
The following process is to be used when a patient is at high risk for Ebola/VHF to determine is they need to be
bypassed to St. Paul’s Hospital, or Regina General Hospital.
Reference Documents
VHF/EMS Process Map
Ebola/Viral Hemorrhagic Fever (VHF) Initial Clinical Assessment and Management Flow Map.
Saskatchewan Wide-Area-Dispatch Centre’s Call Evaluation Process Using Severe Respiratory infection Tool (SRI).
Special Notes:
Please have EMS crews take precautions for the response.
First Responders will be not be deployed in these circumstances.
Secondary agencies such as RCMP, Stars, etc. will be notified of potential risk.

Work Standard Summary:
1.

2.

3.
4.
5.
6.

Essential Tasks:
Upon call into 911 Dispatch WAD, Emergency Medical Dispatcher (EMD) screens call to determine if
patient has symptoms of Ebola/VHF.
EMS contacts WAD for Saskatoon (MD Communications) (306-310-5000) to link into MD ACAL to connect
by phone the MHO (SHR Medical Health Officer 306-655-4620) and Infection Disease (ID Specialist 306655-8008) and Emergency Preparedness Director on call (306-221-1770) of patient assessment.
If in Saskatoon and the patient is pregnant or pediatric patient contact Dr. Martel at
306-227-0447
EMD dispatches closest EMS ambulance and alert EMS personnel if the patient is at risk for VHF by saying
“VHF Precautions”
EMD informs the closest EMS ambulance to stage two –five blocks away.
EMD cancels first responders and fire departments.
MHO/ID Specialist will advise EMS team whether patient needs to be transported to one of the two –
Saskatoon, St. Paul’s Hospital – Saskatoon, Regina General Hospital.
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Work Standard 2: RQHR Ebola/Viral Hemorrhagic Fever (VHF) Dispatch Process

Name of Activity: Ebola/Viral Hemorrhagic Fever
(VHF) Dispatch Process
Role performing Activity: RQHR Regional
Communications Centre
Location: RQHR
Department: EMS

WORK
STANDARD

Region/Organization where
Document Owner:
this Standard Work originated:
Director, Manager of
SHR
Urban Operations
Date Prepared: Last Revision:
Date Approved:
September 16,
January 15,
January 19,
2014
2015
2015

Overview
This document contains the standardized process for RQHR Regional Communications when dispatch screening indicates a
patient has symptoms VHR/Ebola (fever and has travelled to Africa or been in contact with someone who have travelled in
Africa the last 21 days).
Reference Documents
VHF/EMS Process Map
Ebola/Viral Hemorrhagic Fever (VHF) Initial Clinical Assessment and Management Flow Map.
Saskatchewan Wide-Area-Dispatch Centre’s Call Evaluation Process Using Severe Respiratory infection Tool (SRI).
Work Standard Summary:

1.
2.
3.
4.
5.
6.

7.

Essential Tasks:

Upon call into 911 Regional Communications Centre, Communications Officer
screens call to determine if patient has symptoms of Ebola/VHF and has had
recent travel to an effected country in Africa.
Communications Officer dispatches closest EMS ambulance and alerts personnel
if the patient is at risk by saying “VHF Precautions” and to stage.
Communications Officer will not deploy First Responders and fire departments.
MHO/ID Specialist will be contacted and brought into the call with WAD and
original 911 caller to determine EVD risk of patient.
If MHO/ID Specialist determines there is no EVD risk, Communications Officer will
inform staging crew to continue to call with regular PPE.
If MHO/ID Specialist suspects EVD risk, RQHR Field Superintendent will be
contacted and advised of situation and designated EMS level 4 pathogen team
will be deployed to patient’s location.
Original EMS crew will remain staging until directed by ID or designated Ebola
EMS crew arrives on scene.
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Work Standard 3: Ebola/Viral Hemorrhagic Fever (VHF) Destination Bypass

Name of Activity: Ebola/Viral Hemorrhagic Fever (VHF)
Destination Bypass
Role performing Activity: Pre-hospital EMS

WORK
STANDARD

Location:
Department:
EMS Operations
Pre-hospital EMS
Document Owner:
Region/Organization where this Work
Manager, Pre-hospital EMS
Standard originated: SHR
Date Prepared:
Last Revision:
Date Approved:
September 7, 2014 Dec 19, 2014
Nov 21, 2014

Overview
This document contains the standardized process for SHR EMS Operations when in contact with a patient presenting
with symptoms of fever and has travelled to Africa or been in contact with someone who have travelled in Africa the
last 21 days.
Context
The following process is to be used when a patient is at high risk for Ebola/VHF and must be bypassed to Regina
General Hospital, Royal University Hospital or St. Paul’s Hospital. EMS to follow VHF/EMS Process Map and Ebola/Viral
Hemorrhagic Fever (VHF) Initial Clinical Assessment and Management Flow Map.
Work Standard Summary:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Essential Tasks:
Upon call into 911 Dispatch, Emergency Medical Dispatcher (EMD) screens call to determine if patient
has symptoms of Ebola/VHF. See Ebola Risk Assessment and PPE Matrix.
EMS contact WAD (MD Communications) (1-306-310-5000) to link into MD ACAL to connect by phone
the MHO (Medical Health Officer 306-655-4620), EPP Director on call (306-221-1770), and Infection
Disease (ID Specialist 306-655-800) of patient assessment.
If in Saskatoon and the patient is pregnant or pediatric patient contact Dr. Martel at 306-227-0447
MHO/ID Specialist will advise EMS team whether patient needs to be transported to one of the two
designated hospitals (Regina General Hospital, St. Paul’s Hospital – Saskatoon
EMD dispatch closest EMS ambulance and alert EMS personnel if the patient is at risk for VHF by saying
“VHF Precautions”
Paramedics prepare prior to patient contact by donning contact precautions (water resistant gown and
foot covers, head cover, gloves, N95 respirator, and face shield).
EMS assesses patient. If clinical assessment identifies travel to Africa or contact with someone who has
traveled to Africa and fever using the screening tool.
EMS bypasses to appropriate hospital if indicated by MHO/ID Specialist. Otherwise transport as per
protocols. If bypassing to designated hospitals, follow remaining steps
EMS contacts ER directly to patch in to ensure all necessary information is available for consultation with
receiving facility.
EMS calls the selected health care facility on route and provides registration with patient’s information
(Name, Date of Birth, HSN, Gender).
Upon arrival at designated emergency room, patient should be directed to the following rooms: RGH:
Room 8; SPH Progressive Care Unit (PCU)
Paramedics on call to complete Ebola-VHF contact log for EMS 2014 and send to public health via fax to
306-655-4723
Paramedics to follow ambulance cleaning procedures as per document: Standard Work - SHR EMS VHF
Ebola Cleaning
Public Health contacts and provides direction to transporting paramedics within 12 – 24 hours. If
paramedic has not heard from Public Health, please contact them at: 306-655-4612.

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

26

APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES
Work Standard 4: EMS presentation process and Communication Map

EMS Presentation Process and Communication Map for Suspect VHF / Ebola Cases
Patient
Assessed? High
risk VHF/ Ebola
(fever > 38.6 &
travel to Africa <
21 days)
Patient
Presents
to EMS

Droplet &
Contact
Precautions.
Apply
procedure mask
to patient.

No = END

EMS contact
(306-310-5000)
who will link EMS
to SHR ID
specialist, MHO &
EPP Director on
call

ID Specialist/
MHO/EMS/EPP
director
determine
patient
destination

Patient at high
risk for
VHF/Ebola
EMS Code:
“VHF
Precautions”

No = END

EMS initiates bypass
and transport directly
at one of:
SPH Progressive Care
Unit (PCU)
RGH (8)

Cleaning
ambulance &
equipment

Refer to
Standard
Work
Document

No = END

NOTES:
•
•
•
•

Regional communications will be utilizing a SIR screening tool. If patient t screened as a risk of VHF/Ebola, will broadcast “VHF Precautions” and no first
responders will be sent.
Use Droplet and Contact Precautions. Whenever possible, avoid any invasive procedure such as those that generate aerosolizing.
To reach On Call Infection Diseases (ID) Specialist, Medical Health Officer (MHO) and Emergency Preparedness Director (EPP) on call (306-221-1770), call MD
dispatch (310-5000) and have them patch you in through MD ACAL.
VHR means Viral Hemorrhagic Fever.

For more information on the process map of Ebola case presenting through 911 call, please see the Provincial VHF/Ebola Process Map
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Work Standard 5: EMS Interfacility Transport Presentation Process and Communication Map

EMS Interfacility Transport
Presentation Process and Communication Map for Suspect VHF / Ebola Cases
Patient
presents in
Primary Care
Site/
Interfacility
Transfer/
Direct
Notification in
the
Community

Patient
Assessed? High
risk VHF/ Ebola
(fever > 38.5 &
travel to Africa <
21 days)
Droplet &
Contact
Precautions.
Apply
procedure mask
to patient.

No = END

HCP Contact
MD
communication
(306-310-5000)
who will link EMS
to SHR ID
specialist, MHO &
EPP Director on
call

ID Specialist/
MHO/EMS/EPP
Director on call
determine
patient
destination

No = END

Patient at high
risk for
VHF/Ebola

Ambulance
Dispatched
Code: “VHF
Precautions”

EMS transport
directly to
Progressive Care
Unit (PCU) at SPH;
RGH (8)

Cleaning
ambulance &
equipment
Refer to
Standard
Work
Document

No = END

NOTES:
•
•
•
•

Healthcare Professionals (HCP) use a SIR screening tool. If patient screened as a risk of VHF/Ebola, MD Communications will broadcast “VHF Precautions”
Use Droplet and Contact Precautions. Whenever possible, avoid any invasive procedure such as those that generate aerosolizing.
To reach On Call Infection Diseases (ID) Specialist, Medical Health Officer (MHO) and Emergency Preparedness Director (EPP) on call (306-221-1770), call MD
dispatch (310-5000) and have them patch you in through MD ACAL.
VHR means Viral Hemorrhagic Fever.
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Contact Log for Public Health Ebola/Viral Hemorrhagic Fever (VHF)

Ebola/VHF Contact Log
Use this log form when you are in contact with patient when screening indicates is at risk
Ebola/VHF. Paramedics on the call are to complete this Ebola-VHF contact log for EMS and send
via fax to Public Health Disease Control 306-655-4723.
Immediately upon suspicion of Ebola/VHF, a contact log of all individuals who come into
proximity of the patient needs to be established.
A copy of the contact log should remain with the patient record and provided to the public
health official of the designated infection control facilities (Regina General Hospital, St. Paul’s
Hospital).
Test results, whether positive or negative, should be communicated to everyone on the contact
log.
Please fill out all information

Name

Organization

Phone number

Briefly describe contact with
patient
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Work Standard 6: Post Suspected/confirmed Ebola/Viral Hemorrhagic Fever Ambulance & Equipment Cleaning

STANDARD
WORK

Name of Activity: Post Suspected/Confirmed Ebola/Viral
Hemorrhagic Fever (VHF) Ambulance and Equipment Cleaning
Role performing: All EMS Primary, Intermediate & Advanced Care
Paramedics
Location: Saskatoon Health Department: EMS, RQHR-EMS
Region (SHR) EMS, RQHR
Document Owner:
Region/Organization where this
Manager, Pre-hospital EMS Standard Work originated: RQHR-EMS
Date Prepared:
Last Revision:
Date Approved:
August 29, 2014
January 15, 2015
January 19, 2015

Work Standard Summary: To ensure proper cleaning post suspected/confirmed Ebola/VHF
cases for the ambulance and equipment.
Criteria: All transport of patients with suspected/confirmed Ebola/VHF requires proper cleaning
of the ambulance and equipment to prevent further transmission of the virus to other healthcare
workers and the public.
Task
Task Definition
1.
While still having PPE donned, clean stretcher and equipment attached to patient using
Accelerated Hydrogen Peroxide wipes prior to departing patient room.
NOTE: Disposing of linens and cloth stretcher straps appropriately in a bio hazardous
receptacle will be warranted to prevent cross contamination.
NOTE: Accelerated hydrogen peroxide requires a kill (wet) time of 3 – 5 minutes for it to be
effective. Read manufacturers guidelines and refer to chart below: Accelerated Hydrogen
Peroxide (AHP) Environmental Cleaning/Disinfecting Products.
2.
Remove contaminated PPE as per SHR/RQHR removal guidelines for droplet and contact
precautions.
NOTE: Ensure appropriate hand washing throughout process.
3.
Ensure immediate access to bio hazardous disposal prior to initiation of ambulance
cleaning.
4.
Ambulance that is in Saskatoon will be cleaned in the Attridge base. Ambulance in Regina
will be in cleaned in the West bay of the south station. EMS personnel are responsible for
cleaning the ambulance.
5.
Don PPE to facilitate cleaning of ambulance and equipment (level 4 impervious waterproof
knee high shoe cover, surgical hood and gown, procedure face mask, face shield, gloves)
6.
Clean and disinfect stretcher using accelerated hydrogen peroxide wipes. Ensure mattress is
removed for appropriate, thorough cleaning. Stretcher should be cleaned from top to
bottom.
7.
Clean and disinfect all equipment used and exposed using accelerated hydrogen peroxide
wipes.
NOTE: Attempt to avoid using equipment with porous surfaces that cannot be made single
use.
8.
Clean and disinfect rear interior of ambulance, including ceiling and walls, using
accelerated hydrogen peroxide wipes.
9.
The organic material (blood & body fluids) should be cleaned up with an absorbent material
first (ie: paper towels); then area can be disinfected with AHP product or bleach. The
disposal of the paper towels/absorbent material should be in a bio hazardous bin/disposal
container.
10.
Clean and disinfect front of ambulance using accelerated hydrogen peroxide wipes
including radio, control panels, computer, steering column, doors, and dash board.
11.
Clean and disinfect outside handles to doors and compartments using accelerated
hydrogen peroxide wipes.
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Accelerated Hydrogen Peroxide (AHP) Environmental
Cleaning/Disinfecting Products
AHP can be variety of products and dilutions (e.g. PerDiem, PerCept, ACCEL). These products vary to how
they are available, premixed liquids, concentrate liquid to be diluted and wipes. Wet time can be anyway
were from 3-10 minutes depending on the product/dilution used.

Product
ACCEL
PREVention Wipes
Ready to use product
PerCept ACCEL
Used in precaution
situations/ rooms and
critical care areas
PerDiem
Daily cleaning

Concentration

Formulation

Contact Time

SKU #

0.5% AHP

Wipes

3 minutes

203390

0.5% AHP

Solution

5 minutes

203369
203389 – 1.5 gallon

0.1% AHP

Solution

10 minutes

203368 - 1.5 gallon
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Work Standard 7: Environmental Services Procedures (cleaning of the EMS Stretcher of Level 4 Pathogen)

Name of Activity: Post Suspected/Confirmed
Ebola/Viral Hemorrhagic Fever (VHF) Ambulance and
Equipment Cleaning
Role performing: Environmental Services Staff

STANDARD
WORK

Location: Saskatoon Health Department: Environmental
Region (SHR) EMS, RQHR
Services
Document Owner:
Region/Organization where this
Terri Carson, Executive
Standard Work originated: RQHR
Director Support Services &
Central scheduling
Date Prepared:
Last Revision:
Date Approved:
08, 2014
November 4, 2014

Work Standard Summary: Clearing and disinfection of EMS stretcher after patient admitted
to MICU as per Droplet & Contact Isolation Clean for VHF
Task
Sequence
1.
2.
3.
4.

5.
6.
7.

8.

9.
10.
11.

Task Definition
EMS will be using a designated stretcher that is stored in the MRI department at the
RGH.
Quality Monitor to observe the EVS employee Donne the Level 4 PPE as protocol.
EMS arrives to the RGH staff entrance and transports the patient to MICU as per Level 4
Pathogen protocol.
Nursing staff will do the initial clean of the stretcher in the patient room after the patient
is moved onto the bed. They will use the Clorox Bleach Wipes to wipe the entire
stretcher down and then will pass the stretcher over the chemical floor mat to remove
it from the room.
The EVS employee (Team 2) will be waiting on the outside of the patient room to
receive the stretcher. EVS will cover the entire stretcher with a plastic bag.
The stretcher will then be removed from the unit and taken down to the EVS equipment
wash bay.
The mattress will be discard
‐ Wipe entire mattress with Clorox bleach wipes
‐ Place entire mattress in plastic bag
‐ Place mattress in bag in the cold room – holding area for biomed to pick‐up.
EVS to do the final terminal clean of the stretcher using Clorox Bleach Wipes and if
necessary can use the AHP (accelerated hydrogen peroxide) in the J
‐fil
spray it off and get into those hard to reach crevices. NOTE: use caution when spraying
to not get splashed on your personal body.
EVS to return to MICU to have the Quality Monitor observe you doffing your PPE.
EVS to return the clean stretcher to its designated storage area in MRI.
EVS Supervisor to inform EVS manager that the EMS stretcher mattress has been
discarded and a replacement mattress will be required. Contact EMS: Cory Brossart –
Manager Urban Operations at 766-6267.
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Appendix D: Level 4 Precaution Signage, Ebola Risk Assessment & Level of PPE protection

Level 4 Precaution1 Signage
Patient Placement: Single room with private bathroom or dedicated commode or Airborne Infection Isolation
Room (AIIR) only if available.

Restrict patient to room.

Door to remain closed.

Limit patient contacts: Only essential hospital personnel and visitors essential to assist with patient care

should enter room. All who enter must use Personal Protective Equipment (PPE) listed below.
Monitoring: Maintain a log of persons entering room or having patient contact. Provide instructions and
monitor for the consistent use and removal of PPE for all who enter or leave the room.
Environmental Considerations: Only use an approved2 hospital grade disinfectant. Ensure environmental
surfaces and non-critical patient care equipment are cleaned regularly. If soiling occurs increase cleaning
frequency. Disposable or dedicated patient care equipment is recommended. Do not bring in patient
chart or store non-essential supplies in patient room.

All staff are required to complete a Risk Assessment to determine Level of PPE required before
entering Visitors must be authorized by staff and instructed on PPE requirements to enter room.

No High Risk
Symptoms4 Present
AND
No High Risk
Procedure6 Planned

Aerosol
Generating
Medical
Procedure5
(AGMP) required

High Risk Symptoms4
present and/or
High Risk Procedure6
Required or Planned

YES

YES

YES

Not required

BASIC

IMPERVOUS

FLUID RESISTANT

FLUID RESISTANT

FLUID RESISTANT

Not required

BASIC

FLUID RESISTANT

Surgical/Procedure Mask

N95 RESPIRATOR

 N95 RESPIRATOR

Full Face Shield

YES

YES

YES

Nitrile Gloves

YES

YES

Use double gloves
Extended 12”cuff model
for 2nd pair If available

Symptoms
and/or
Patient Care
Activities
Hand Hygiene
Basic shoe cover
or Impervious
shoe cover/boot
Level 4 Fluid Resistant
gown with knitted cuffs
or thumb loops
Basic Head cover
or Fluid Resistant Head
cover
Surgical/Procedure mask
or
N95 Respirator

1

Refer to Ebola Risk Assessment for further details, (SASKATCHEWAN VHF CONTINGENCY PLAN, Sept, 2014)
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Personal Protective Equipment (PPE) Guidelines for *HIGH RISK
Personal Protective Equipment Supplies

4. Extended
cuff glove

5. Surgical

3. Surgical
Hood

2. Knee high
shoe cover

Gowns

Starting at the bottom left
and working clockwise,
PPE set as shown will
flow with donning PPE –
high risk procedure.

1. Hand
Sanitizer

6. N95

respirators

7. Goggles
& Face
shields
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DONNING Personal Protective Equipment (PPE) Procedure* HIGH RISK

* Please note that RQHR has its own protocol on Donning and Doffing of PPE procedure for high risk patient
* High risk:
Patient is suspected OR confirmed to have Ebola Virus Disease
AND
•
•

has high risk symptoms such as bleeding or uncontrolled diarrhea or uncontrolled vomiting; or
is unstable and requires a high risk procedure such as an aerosol generating medical procedure
(includes intubation, open respiratory/airway suctioning, high-frequency oscillatory ventilation, nebulized
therapy, non-invasive positive pressure ventilation), cardiopulmonary resuscitation, central line insertion,
or any procedure that could potentially result in copious amounts of body fluid generation or exposure

*If using the high risk PPE donning protocol, you must ensure that a trained observer is present to monitor PPE
donning and to document the steps on the Checklist for PPE Donning*
PPE Supply Container
• Area outside of the patient house (i.e., inside or nearby the ambulance) where clean PPE is stored and
where paramedics can put on PPE under the guidance of a trained observer before entering the
patient house.
PPE Donning (to put on) Inspection Area Ensure:
• Donning PPE instructions are available (all in one clip board/binder)
• N95 respirator application instructions available
• SHR sanitize your hands and wash your hands poster
• Place to sit that has a wipe able surface is available
PPE Doffing (to take off) Inspection Area Ensure:
• Doffing PPE instructions are available (all in one clip board/binder)
• N95 respirator instructions are available
• SHR sanitize your hands and wash your hands poster
• Place to sit that can be wipe able surface
• A leak-proof infectious waste receptacle is present
• Hand sanitizer is present
• Hospital-grade approved disinfectant wipes (e.g., Accel Prevention) are available
• A supply of nitrile gloves – all sizes
Move slowly, do not rush, when putting on PPE before entering the patient house/room
Pre-Donning Activities (Start Trained Observer Checklist for PPE Donning – High Risk)
• The trained observer is assigned to monitor and document the steps of the Checklist for PPE Donning
• Changed from personal clothing into healthcare uniform and appropriate footwear (washable, closed
in toe and closed in heel)
• Remove all personal items (i.e., jewelry, watch, cell phone, pagers, pens, lanyards, stethoscope)
• Fingernails are clean and short – no artificial nails and polish
• Prescription glasses fit securely
• Ensure a clean shaven face
• Hydrate (no drinking or eating in the patient care area) and recently used washroom
• Tie hair up if long and off neck – not above the crown
• All required supplies and sizes of PPE are available
• Sign log book
Trained Observer PPE
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•

The trained observer will wear shoe covers, gown, face shield and gloves

1. Hand hygiene

2. Knee high shoe covers

• Trained observer and paramedic perform hand hygiene
following the Sanitize Your Hands or Wash Your Hands SHR
resources
• Alcohol-based hand rub (ABHR) is preferred
• Soap and water is used when hands are visibly soiled
• Both methods are effective

• Sit on a clean wipe able chair
• Roll top edge down, stretch ankle elastic
• If range of motion allows, with knees apart, lift toe keeping heel
planted and put over toe, then lift heel keeping toe planted
and pull over heel
• Pull sleeve to bottom of knee

SKU# 216864-65

3. Hand hygiene

4.

N95 respirator

• Perform hand hygiene

• Select assigned fit tested respirator
• Remove prescription glasses
• Follow the application steps for the respirator (OH&S Resources
for Respiratory Fit Testing 3M 1870-9210 and 3M 1860-1860S)
• Put prescription glasses on – do not push to fit
*Goggles should be worn at this time, as additional PPE*

SKU# 3M 200183-85; KC RD-46827, RD-46727
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6. Extended cuff nitrile gloves

• First set of gloves worn under gown cuffs
• Snug fit
• Inspect for tears

SKU# 83599; 83074-77

7. Gown
• Trained observer secure gown at neck, waist and back using all
Velcro/ties
• First set of gloves remain under gown cuffs

SKU# 45380; 216863

5. Surgical hood

• Cover hair and ears
• Extends past the neck, over the shoulders and over the gown

SKU# 216962

8. Non-vented full face shield

• Trained observer holds edges of foam to paramedic forehead
overlapping hood while paramedic places strap at crown of
head
• Band is flat without any twist or wave

SKU# 46899

Page 28 of 43

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

41

APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES

9. Extended cuff nitrile gloves

• Second set of gloves worn over gown cuffs
• Grasp cuff of gown before putting on glove
• Inspect for tears

SKU# 83599; 83074-77

10. Inspection

11. Trained observer
12. Patient care

• Trained observer inspects PPE for gaps and adjust if needed
• Conduct range of motion activities to ensure PPE stays intact.
• The goal is for the PPE to be secure and the paramedic to be
comfortable.
• Put on PPE: Shoe covers (should be already on per start of
DONNING checklist) gown, then face shield, then gloves
• Trained observer state aloud:
Role of trained observer is to direct sequence and technique of
putting on and taking off PPE and never to go in the patient
house.
• Trained observer reminds paramedics to avoid touching their
face or adjusting PPE once they are in the patient house.
• Trained observer reminds paramedics to put patient on PPE
before transport (e.g. Gowns, surgical mask, and gloves).
• When ready to transport patient from stretcher to the
ambulance, trained observer will remind paramedic to keep
hands on stretch during transport and patient to keep hands
close to his/her body.
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Paramedic DOFFING Personal Protective Equipment (PPE) Procedure* HIGH RISK
* Please note that RQHR has its own protocol on Donning and Doffing of PPE procedure for high risk patient
* High risk:
Patient is suspected OR confirmed to have Ebola Virus Disease
AND
•
•

has high risk symptoms such as bleeding or uncontrolled diarrhea or uncontrolled
vomiting; or
is unstable and requires a high risk procedure such as an aerosol generating medical
procedure (includes intubation, open respiratory/airway suctioning, high-frequency
oscillatory ventilation, nebulized therapy, non-invasive positive pressure ventilation),
cardiopulmonary resuscitation, central line insertion, or any procedure that could
potentially result in copious amounts of body fluid generation or exposure

Remove PPE slowly and discard one piece at a time in a hands-free waste receptacle.
PPE Doffing (to take off) Inspection Area Ensure:
• An area in close proximity to the outside of a patient’s room (e.g., anteroom or adjacent
vacant room) where paramedics can take off and discard PPE (This would be in hospital
setting, where patient was transported to).
• If a hallway is used outside a patient room, construct physical barriers to close hallway
traffic (thereby creating an anteroom).
• Alternatively, some steps of the PPE removal process may be performed in a clearly
designated area of the patient room near to a door at the hospital, which ensures that all
doffing steps can be seen and directed by the trained observer (e.g., through a window
so that the instructions of the trained observer can still be heard)
• Due to the unexpected work environment that EMS are in, some or all steps of the PPE
removal process may be performed outside of hospital. Thus it is important to note the
area is clear, ambulance unit nearby and ensuring that all doffing steps can be seen and
directed by the trained observer.
• Doffing PPE instructions are available
• N95 respirator instructions are available
• SHR Sanitize Your Hands and Wash Your Hands posters are available
• Place to sit that has wipe able surface available
• There are covered hands-free, leak-proof infectious waste receptacles present
• Hand sanitizer is available
• Hospital-grade approved disinfectant wipes (e.g., Accel Prevention)are present
• A supply of nitrile gloves – all sizes
• Post appropriate signage indicating room designation and purpose
Pre-Doffing Activities (Paramedic)
• Trained observer is assigned to monitor and document the steps of the Checklist for PPE
Doffing
Pre-Doffing Activities (Trained observer)
• The trained observer will wear shoe covers, gown, face shield and gloves
• Read aloud each step of the PPE doffing procedure to paramedics and provide
reminders to avoid reflexive actions that may put them at risk, such as touching eyes,
nose and mouth, especially after taking off the N95 respirator
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1. Take off gloves

2. Inspect

3. Gown

4. Take off gloves

5. Hand hygiene

6. Put on gloves

off in patient room (hospital setting)
• Glove-to-glove, then glove-to-cuff
• Discard one at a time – do not ball gloves together to
minimize risk of self-contamination
• Enter designated anteroom for removal of PPE
• Take

• Trained observer inspects PPE for visible contamination or
tears, including shoe covers
• Inspect gloves
• Assess exposure risk to non-intact skin or mucous
membranes
• Trained observer to keep side visual of paramedic when
taking off gown to monitor for paramedic contamination risk
• Trained observer unfasten back, starting under back of
hood at neck, then outside waist tie, then inside waist tie
• Slide 2 fingers under cuff of gown, pull hand into gown.
Using covered hand, grab opposite sleeve of gown and
pull over hand.
• Fold gown inward, rolling it outside-in, away from you
• Glove-to-glove, then skin-to-skin
• Discard one at a time – do not ball gloves together to
minimize risk of self-contamination

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources

• Ensure your hands are dry
• Put on gloves to remove shoe covers

Page 31 of 43

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

44

APPENDIX 4.1 – EMERGENCY M EDICAL SERVICES

7. Shoe covers

8. Take off gloves

9. Hand hygiene

10. Put on gloves

11. Face shield

• Sit on a clean wipe able chair
• Roll top edge down, stretch ankle elastic
• If range of motion allows, with knees apart, lift heel
keeping toe planted and slip off heel, then lift toe
keeping heel planted and slip off front of shoe – avoid
crossing legs over knee to prevent uniform contamination
• Discard one at a time
• Glove-to-glove, then skin-to-skin
• Discard one at a time – do not ball gloves together to
minimize risk of self-contamination

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources
• Soap and water is used when hands are visibly soiled
• Ensure your hands are dry
• Put on gloves to remove face shield

• Front of face shield is considered contaminated
• Handle only by the strap, grasp the strap where it meets
the foam band and pull it out and up and bring it forward
to discard.

12. Take off gloves

• Glove-to-glove, then skin-to-skin
• Discard one at a time – do not ball gloves together to
minimize risk of self-contamination
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13. Hand hygiene

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources
• soap and water is used when hands are visibly soiled

14. Put on gloves

15. Surgical hood

• Ensure your hands are dry
• Put on gloves to remove surgical hood

• Grasp top of the hood with dominant hand and bottom
middle of hood with non-dominant hand
• Bend slightly forward, close eyes and pull hood forward in
a slow controlled motion
• Non-dominant hand assist hood over N95 respirator

16. Take off gloves

• Glove-to-glove, then skin-to-skin
• Discard one at a time – do not ball gloves together to
minimize risk of self-contamination

17. Hand hygiene

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources
• Soap and water is used when hands are visibly soiled

18. N95 respirator
• Remind paramedics not to touch face after
removal until hand hygiene is performed

• Remove prescription glasses
• If wearing goggles, remove them at this time
• Both hands go to base of neck, grasp bottom strap lifting
up and over keeping hands away from front of respirator
and pull past chin
• Hold bottom strap taught with one hand, your free hand
goes to your ear, grasp top strap lifting up and overhead
• Bring both arms forward and bring the respirator away
from your face and discard
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19. Hand hygiene

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources
• Soap and water is used when hands are visibly soiled

20. Put on gloves

21. Clean shoes

• Ensure your hands are dry
• Put on gloves to clean shoes

• Sit on a clean wipe able chair designated to clean shoes
• Trained observer to give paramedic hospital-grade
disinfectant wipes using one wipe for each shoe
• Wipe top, sides and bottoms of each shoe

22. Take off gloves

• Glove-to-glove, then skin-to-skin
• Discard one at a time – do not ball gloves together to
minimize risk of self-contamination

23. Hand hygiene

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources
• Soap and water is used when hands are visibly soiled

24. Trained observer to pick up items on floor

• While still wearing PPE, trained observer will pick up any
items, one at a time, that fell to floor and discard

25. Trained observer to take off PPE

• Using the Trained Observer DOFFING PPE instructions
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Trained Observer Checklist for Personal Protective Equipment (PPE) Donning
Done √

Review page 1 of DONNING PPE Procedure *HIGH RISK
Trained observer is available, performed hand hygiene and has put on
(donned) shoe covers
Trained observer is ready to monitor the steps of the Checklist for PPE
Donning and will assist paramedics as required
Trained observer has signed log book
Paramedic has completed the following pre-donning activities:

1.
2.
3.
4.

a. Changed from personal clothing to healthcare uniform and
appropriate footwear (washable, closed in toe and heel)
b. Removed all personal items (i.e., jewelry, phones, pagers, pens,
lanyards, stethoscopes)
c. Fingernails are clean and short – no artificial nails and polish
d. Prescription glasses fit securely
e. Clean shaved face
f. Hydrated and recently used washroom
g. Hair tied up and off neck – not above crown
h. All required PPE are available in sizing appropriate for paramedics’ fit
i. Signed log book

Hand hygiene
Put on knee high shoe covers
Hand hygiene
Put on N95 respirator

Note: Goggles maybe worn at this time, as additional PPE*

5. Put on inner gloves
6. Put on gown
7. Put on surgical hood
8. Put on face shield
9. Put on outer gloves
10. Trained observer inspects PPE
11. Trained observer to put on remaining required PPE:
a. Gown, then face shield, then gloves
12. Trained observer state their role. Remind paramedics to avoid
touching face or adjusting PPE.
Review Page 1 of Paramedic DOFFING PPE Procedure *HIGH RISK
Date/Time__________________________

Paramedic #1 ________________________________

Trained Observer________________________

Paramedic #2 ________________________________

High risk symptoms: Bleeding or uncontrolled diarrhea or uncontrolled vomiting
High risk procedures: Aerosol generating medical procedures (AGMPs), CPR, central line insertion,
procedures that result in copious amounts of body fluid contamination
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Trained Observer Checklist for Personal Protective Equipment (PPE) Doffing
Done √

Review page 1 of Paramedic DOFFING PPE Procedure *HIGH RISK
Trained observer is available wearing shoe covers, gown, face shield, gloves
Trained observer is ready to monitor the steps of the Checklist for PPE Doffing
by reading aloud each step of the procedure
Prior to taking off PPE, the trained observer will remind the paramedics to
avoid reflexive actions that may put them at risk such as touching eyes, nose,
mouth and to perform each step slowly
1. Take off outside gloves inside patient room (hospital setting)
2. Trained observer visually inspects paramedics PPE
3. Take off gown
4. Take off gloves
5. Hand hygiene
6. Put on gloves
7. Take off shoe cover
8. Take off gloves
9. Hand hygiene
10. Put on gloves
11. Take off face shield
12. Take off gloves
13. Hand hygiene
14. Put on gloves
15. Take off surgical hood
16. Take off gloves
17. Hand hygiene
18. Remove N95 respirator – remind paramedic not to touch face after
removal until hand hygiene is performed.
Note: If wearing goggles, remove at this time
19. Hand hygiene
20. Put on gloves
21. Clean shoes
22. Take off gloves
23. Hand hygiene
24. Trained observer to pick up any items that fell to floor
25. Trained observer to take off PPE using the Trained Observer DOFFING
PPE

Date/Time__________________________

Paramedic #1 ________________________________

Trained Observer________________________

Paramedic #2 ________________________________

High risk symptoms: Bleeding or uncontrolled diarrhea or uncontrolled vomiting
High risk procedures: Aerosol generating medical procedures (AGMPs), CPR, central line insertion,
procedures that result in copious amounts of body fluid contamination
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Trained Observer DOFFING Personal Protective Equipment (PPE) Procedure
* Please note that RQHR has its own protocol on Donning and Doffing of PPE procedure for high risk patient

Doffing Activities - Trained Observer
•
•
•

Pick up any items on the floor prior to taking off PPE
Take off gloves, gown, shoe covers and face shield in the designated anteroom
One of paramedic may assist with taking off gown if needed

PPE items shall be removed slowly and carefully and discarded one piece at a
time in a hands-free waste receptacle

1. Take off gloves

2. Hand hygiene

3. Gown

4. Hand hygiene

5. Put on gloves

6. Shoe covers

• Glove-to-glove, then skin-to-cuff
• Discard one at a time – do not ball gloves together to minimize
risk of self-contamination

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources

• Paramedic unfasten the back, starting at neck, then waist tie(s)
• Slide 2 fingers under cuff of gown, pull hand into gown. Using
covered hand, grab opposite sleeve of gown and pull over
hand.
• Fold gown inward, rolling it outside-in, away from you
• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources

• Ensure your hands are dry
• Put on gloves to remove shoe covers

• Sit on a clean wipeable chair
• If range of motion allows, with knees apart, lift heel
keeping toe planted and slip off heel, then lift toe keeping
heel planted and slip off front of shoe
• Discard one at a time
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7. Take off gloves

8. Hand hygiene

9. Face shield

• Glove-to-glove, then skin-to-skin
• Discard one at a time – do not ball gloves together to minimize
risk of self-contamination

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources

• Handle only by the strap, grasp the strap where it meets
the foam band and pull it out and up

10. Hand hygiene

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources

11. Put on gloves

12. Clean shoes

• Ensure your hands are dry
• Put on gloves to clean shoes

• Sit on a clean wipeable chair designated to clean shoes
• Paramedic to give trained observer hospital-grade disinfectant
wipes using one wipe for each shoe
• Wipe top, sides and bottoms of each shoe

13. Take off gloves

• Glove-to-glove, then skin-to-skin
• Discard one at a time – do not ball gloves together to minimize
risk of self-contamination

10. Hand hygiene

• Perform hand hygiene
• Follow the Sanitize Your Hands or Wash Your Hands SHR
resources
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Appendix F: Learning Check point Quiz

Personal Protective Equipment (PPE) Questions
1)

Viral hemorrhagic fever or Ebola viruses are transmitted by contact only.
True or False

2) You can only get Ebola from touching bodily fluids from a person who is sick with or has died from
Ebola, or from exposure to contaminated objects such as needles.
True or False
3) As long as EMS personnel have safely donned and removed the PPE, it is not as important to follow
hand hygiene practice.
True or False
4) Droplet contaminants can be generated during coughing, sneezing, talking or during some procedures
performed on the respiratory system such as suctioning, bronchoscopy procedures or nebulized
therapy.
True or False
5) PPE for suspected or confirmed Ebola cases would include: Gloves, regular gowns, eye protection
(goggles or face shield that covers the front and side of the face), booties, and a facemask.
True or False

Ambulance Transportation Questions
1) It is safe to transport a patient who is suspected or confirmed Ebola with another patient as long as the
infected patient does not touch the other patient.
True or False
2) If time permits and safe to do so, EMS personnel can do an invasive procedure or even insert

an intravenous line as waiting to transport patient.
True or False

3) It is important for EMS to keep a contact log of anyone who has been in contact with the

suspected or confirmed Ebola patient and fax it in to public health.
True or False
Cleaning Ambulance Questions

1) When cleaning the ambulance after transporting a suspected Ebola patient, there is no need to
continue wearing the PPE since patient is not present.
True or False
2) When cleaning organic matter/ body fluids such as feces or vomit, the bulk should be removed first with
paper towels, and then the areas disinfected with appropriate cleaners.
True or False
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Appendix G: Learning Check point Answer to the Quiz

Personal Protective Equipment (PPE) Answers
1) False: Viral hemorrhagic fever or Ebola viruses are transmitted through contact precautions and droplet
precautions.
2) True
3) False: It is vital for the EMS personnel to safely don and remove the personal protective equipment (PPE)
for safe practice. The use of PPE does not replace the need to follow basic infection control measures
such as hand hygiene.
4) True
5) False: To don the PPE for suspected or confirmed Ebola would include: Gloves, not a regular gowns but
fluid resistant or impermeable, eye protection (goggles or face shield that covers the front and side of
the face), booties, facemask.

Ambulance Transportation Answers
1) False: If patient who is suspected or confirmed Ebola should be transported to nearest hospital alone.
Try to limit exposure to others as much as possible.
2) False: Whenever possible, avoid any invasive procedure such as those that generate aerosolizing.
3) True

Cleaning Ambulance Answers
1) False: EMS personnel must don PPE (Gloves, fluid resistant or impermeable, eye protection (goggles or
face shield that covers the front and side of the face), booties, facemask) when cleaning ambulance.
This would help with the spread of the disease.
2) True
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Education Completion Declaration
I have reviewed the information presented in this education module (Viral Hemorrhagic Fever –
VHF and Ebola Education).
I understand the expectations of me as an EMS worker in the treatment and transport of patients
with suspect or confirmed VHF/Ebola.
I understand the personal protective equipment requirements that must be followed when
treating and transporting a suspect or confirmed VHF/Ebola patient.
I understand the cleaning procedures that must be completed after having responded to a
suspected or confirmed VHF/Ebola patient.
I have completed the quiz and received a mark of 100%.

Name: __________________________________________ Date: _____________________________

SCoP #: ____________________________

After completion of the EMS Education Module and this declaration please hand this declaration into the
EMS Coordinator for your service. This declaration will be maintained in the employee’s education file for a
minimum of 5 years after completion of the education.
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SHR Level 3-4 Pathogen PPE List with SKU

Item
Surgical Hood LVL 3-4 PATH
Cap Disposable Bouffant 24” Level 3-4 pathogen (Bo)
FULL FACE SHIELD NON-VENTED LVL 3-4 PATH
MASK LASER SURGICAL LVL 3-4 PATH
N95 MASKS (for Aeorsol Generating Medical Procedure or High
Risk Symptoms and/or Procedures)
ISOLATION GOWN IMPERVIOUS YELLOW KNITTED CUFF
SHOE COVER KNEE HIGH LVL 3-4 PATH
SHOE COVER KNEE HIGH XL LVL 3-4 PATH
GLOVE NITRILE POWDER FREE EXTRA SMALL BOX OF 200
GLOVE NITRILE POWDER FREE SMALL BOX OF 200
GLOVE NITRILE POWDER FREE MEDIUM BOX OF 200
GLOVE NITRILE POWDER FREE LARGE BOX OF 200
GLOVE NITRILE POWDER FREE EXTRA LARGE BOX OF 200
GLOVE EXAM NITRILE 12”CUFF X-SMALL BOX OF 100
GLOVE EXAM NITRILE 12”CUFF SMALL BOX OF 100
GLOVE EXAM NITRILE 12”CUFF MEDIUM BOX OF 100
GLOVE EXAM NITRILE 12”CUFF LARGE BOX OF 100
GLOVE EXAM NITRILE 12”CUFF X-LARGE BOX OF 100

SHR SKU #
216962
41040
46899
88566

216863
216864
216865
61427
61428
61429
61430
61431
83599
83074
83075
83076
83077
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Additional Resources
Disaster Information Management Research Center. (October, 2014). Disaster lit: Resource Guide to
Disaster Medicine and Public
Health. http://disasterlit.nlm.nih.gov/search/?searchTerms=EMS+ebola&search.x=0&search.y=0&search=Se
arch
PHAC Ebola information returning travelers poster:
http://www.phac-aspc.gc.ca/id-mi/vhf-fvh/assets/pdf/ebola-info-eng.pdf
Test your Ebola knowledge:
http://www.wcnc.com/story/news/health/2014/10/08/quiz-test-your-ebola-knowledge/16925049/
Centers for Disease Control and Prevention. Protecting Healthcare
Personnel http://www.cdc.gov/HAI/prevent/ppe.html
Centre for Disease Control and Prevention. Guidance on Personal Protective Equipment and to be used
by healthcare workers during management of patients with Ebola Virus disease in U.S. Hospitals, including
procedures for putting on(Donning) and removing
(Doffing) http://www.cdc.gov/vhf/ebola/hcp/procedures-for-ppe.html
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EPP - APPENDIX 5.1

Name of Activity:
Activation of Incident Command In Event of EVD
Patient Admittance
Role performing Activity:
EPP On Call & SLT On Call

WORK
STANDARD

Location:
Department:
SCH Boardroom
Emergency Preparedness
Document Owner: Emergency Preparedness, Enterprise Risk
Management Department
Date Prepared:
Last Revision:
Date Approved:
Nov 5/12
January 2015

Standard Work Summary:
There is a suspected EVD patient being admitted to SPH 2A Flex Unit #2
Task Sequence
(Order in
which tasks
occur)
1.
2.
3.

4.

5.
6.
7.

8.

Task Definition
(Brief summary of task )

EPP On Call receives notification from Deputy MHO confirming patient admittance
EPP On Call notifies Senior Leadership On Call
EPP & SLT use Activation Trigger Tool to determine if Incident Command should
be activated
• If no, no further action is required
• If yes, decide who will be appointed as Incident Commander
Incident Commander determines level of activation:
• Level 2 – Low level crisis – staffed during normal working hours throughout the
normal work week, up to 8 hours per day, with someone on-call for the
remainder of the day
• Level 3 – High level crisis – staffed 12 – 14 hours per day, 7 days per week,
with someone on-call for the remainder of the day
• Level 4 – Regional crisis – staffed 24 hours per day, 7 days per week
Incident Commander uses the Emergency Phone List to appoint Command Staff,
Section Chiefs, and other positions as required
All appointed will review Job Checklists
Incident Commander will schedule the initial meeting (meet in HEOC and/or
teleconference)
(EPP On Call has the call-in line phone # and it is in the HEOC cupboard in the setup instructions)
Command Centre will opens (the set-up instructions are in EPP On Call binder & in
HEOC cupboard)
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SHR Level 4 Pathogen Response Structure
Regional Commander

Local Outbreak Control
Team

Logistics Section Chief

Liaison Officer
MHO

Documentation Aide

Safety Officer

Information Officer

Risk Officer

Ethics Officer

Planning Section Chief

Finance Section Chief

Saskatoon Acute
Operations Section Chief

Community Operations
Section Chief
Director of Public Health

Nutritional Supply Officer

Situation Status Officer
EPP/ERM Consultant

Payroll Officer

Physician Services Officer

Physician Services
Officer

Security & Traffic Officer

Incident Planning Officer

Procurement Officer

SCH Commander

LTC & Affiliates
Commander

Information Technology
Officer

Incident Consultant

Cost Officer

SPH Commander

Rural Acute Commander

Telecommunications
Officer

Labour Pool Officer

RUH Commander

Community Services
Commander

Materials Supply Officer

Volunteer Coordinator

Client Liaison Officer

Client Liaison Officer

Facilities Operations
Officer

Physician Coordinator

Client Care Officer

Client Care Officer

Environmental Services
Officer

Client Tracking Officer

Client Tracking Officer

Clinical Support Officer

Clinical Support Officer

Client Transportation
Officer

Client Transportation
Officer

Surgery Services Officer

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

58

APPENDIX 5.3 – HICS ACTIVATION TRIGGERS

Incident Command Activation Triggers
This tool is a guide to determine the need to activate
SHR’s Health Incident Command System (HICS).
The decision whether to activate SHR’s HICS can be hard to define in concrete terms. Often we know it
when we see it. Activating HICS does not mean that an event response is automatically ramped up to full
scale. HICS is scalable and can expand and contract as necessary and it can be as simple as a few people
meeting together regularly to coordinate actions. The degree of activation will be determined by the
severity of the emergency.
The emergency codes give direction whether or not HICS should be activated but often there are
emergency events outside of a code when a judgement call must be made. SHR’s HICS should be
activated when events occur where there is damage to or demand placed upon SHR’s infrastructure,
systems or staff and is sufficient to impair the ability of SHR to conduct business. SHR’s HICS may also be
activated to respond to major emergencies/disasters in the community if there is a potential threat to life.
HICS levels of activation for the regional Health Emergency Operation Centre (HEOC) and Site Incident
Command Centres (SICC) are:
Level 1: business as usual – code plans are in place and on call systems available if an emergency occurs
Level 2: low level crisis (ie fire on site) – emergency code or event occurs, response managed following
code or operational plan and no extra resources or staff are needed. SICC opened as needed up
to 8 hours per day for duration of emergency, on call after hours.
Level 3: high level crisis (ie large multi-vehicle accident/casualties transported to multiple hospitals) – SHR
services are being adversely affected requiring coordination between sites. HEOC and SICC
opened 12-14 hours per day for duration of emergency, on call after hours.
Level 4: regional crisis (ie H1N1) – SHR services are being heavily impacted requiring coordination between
sites and external partners (ie, Ministry, Municipal agencies, private companies, etc.). HEOC and
SICC opened 24 hours per day for duration of emergency.
If you need help COORDINATING WITH OTHERS and MOBILIZING RESOURCES, then set up a determination
meeting with key personnel (for example, SLT On Call, EPP On Call, Rural Admin On Call, Site Leader, OLT On
Call, Managers On Call) to discuss potential activation of HICS. Determination meetings can occur in person
or by teleconference.
The following questions are a guide of what to ask during the determination meeting.
In responding to the emergency event, do we need:
1. Extraordinary staffing?

Yes

No

2. Extraordinary supplies?

Yes

No

3. Extraordinary medications/vaccines?

Yes

No

4. Staff to work outside normal hours?

Yes

No

5. Functional areas or alternate sites opened?

Yes

No

6. To handle extraordinary media interest in the event?

Yes

No

7. To coordinate with external partners?

Yes

No

Any of these items may necessitate activation of HICS and opening the Health Emergency Operations
Centre (HEOC) or one (or more) of the Site Incident Command Centres (SICC).

Err on the side of caution.
It doesn’t hurt for the result of the determination meeting to be NO.
It can hurt if a YES decision is delayed.
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APPENDIX 5.4 – EPP DIRECTOR ON-CALL CONTACT LIST

Name of Activity:
EPP EVD Communication List
Role performing Activity:
EPP Director On-Call
Location: N/A

WORK
STANDARD

Department:
Emergency Preparedness

Document Owner:
Emergency Preparedness, Enterprise Risk Management
Date Prepared:
Last Revision:
Date Approved:
December 16,
January 2015
2014

Work Standard Summary:
List of essential contacts for the EPP Director On-Call to communicate with, in the event of Saskatoon Health
Region is or has received an EVD and/or suspected EVD patient.
Notify each of the contacts listed to advise them that a suspected Ebola patient is being admitted to St. Paul’s
Hospital PCU. Provide approximate admitting time if available.
Contacts will then activate their work standard for the admission of a suspected Ebola patient. Eg. Food &
Nutrition Services closes off loading and receiving dock for patient admission route.
NAME

1.

SLT – On-Call

2.

ICU Manager – Betty Wolfe

3.

or ICU Charge Nurse (AFTER HOURS ONLY)
SPH Patient Care Supervisor (ONLY

CALL

FOR

OVER

CALL
SWITCHBOARD
SPH Nurse Manager On-call (AFTER HOURS ONLY) (CALL
SWITCHBOARD)

WORK NO.
306.655.5000

CELL NO.

306.655.5284

306.220.9527
pgr #50224

306.655.5280
306.655.5000

CAPACITY/DECANTING OF 2A FLEX UNIT #2 (formerly PCU))

4.

306.655.5000

5.

OLT On-Call (CALL SWITCHBOARD) (FOR INFORMATION
ONLY)

306.655.1000

6.

Laboratory – Judy Archer (INFORMATION ONLY)

306.655.2560

306.221.2794

7.

Heart Health/Critical Care – Jenny Bartsch

306.655.2675

306.230.4619

8.

Food & Nutrition – Noella Leydon

306.655.1558

306.221.6326

9.

Support Services – Brian Berzolla

306.655.2955

306.222.0672

10.

SPH Site Leader – Jean Morrison (INFORMATION ONLY)

306.655.5802

306.221.1868

11.

Safety and Wellness – Victoria Schmid

306.655.7764

306.717.0162

12.

Communications On-Call (call Switchboard – INFORMATION
ONLY)

306.655.1000
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Health Care Worker’s Duty to Care in Pandemics; a Resource Allocation Issue
“When Severe Acute Respiratory Syndrome (SARS) broke out, health care workers in a
number of countries were on the firing line, and had to make decisions for which they were
not always prepared. They faced an unknown and deadly communicable disease, a
coronavirus for which there was no known effective treatment. They were rapidly forced to
weigh serious and imminent health risks to themselves and their families against their duty
to care for the sick. A significant number of health care workers were infected with SARS
because of their work, and some died. Many workers were placed under work quarantine.
Workers generally showed heroism and altruism in the face of danger during the SARS
outbreak, but some balked at caring for people infected with SARS, and a few were
dismissed for failing to report for duty. Post-SARS, many health care workers raised
concerns about the level of protection to themselves and their families. Some even left the
profession.” (The University of Toronto Joint Centre for Bioethics Pandemic Influenza
Working Group, 2005, p. 9)
Health care providers (HCP) have an ethical and legal duty to care for the sick in pandemics; they
also have a duty to care for themselves so they may continue to provide care to others. The health
care workforce is not an unlimited resource; therefore, a balance must be maintained between the
patients’ benefits and the risks to health care workers during pandemics. This puts health care
workers in an untenable ethical position that forces them to weigh their duty to provide care against
competing obligations for self and family preservation. This highlights the core of the ethical issues
when dealing with HCPs in pandemic situations. This ethics statement highlights the ethical issues
reflected in pandemics and recommends the use of a value based ethical decision making
framework (IDEA: Ethical Decision Making Framework 1) for institutions and HCPs to fairly
address the resource allocation issue.
Pandemics place an unprecedented amount of stress on HCPs, including a significant personal risk,
which leads to a substantial risk of morbidity and mortality (Ruderman et al., 2006). According to
the Department of Communicable Disease Surveillance and Response (2003), approximately 30%
of the global SARS reported cases were among HCPs, some of whom suffered serious morbidity
and mortality. HCPs are bound by an ethical and legal obligation to provide duty of care to their
patients. However, in a pandemic crisis, they are forced to weigh their duty to provide care against
competing obligations for self and family preservation. These demands on HCPs raise a
challenging ethical dilemma; when does the risk to self and family outweigh the benefits to the
patients? Should HCPs have a minimal self-regard for themselves and their families and perform
duties at a potential cost to them and their family’s health? To better understand this dilemma we
must consider the ethical, legal and professional code of ethics obligations of HCPs.

Ethical Duties:
1

The IDEA: Ethical Decision-Making Framework was developed by the Regional Ethics Program based at The Credit
Valley Hospital and Trillium Health Centre. It builds heavily upon the Toronto Central Community Care Access Centre
Community Ethics Toolkit (2008), which was based on the work of Jonsen, Seigler, & Winslade (2002); the work of the
Core Curriculum Working Group at the University of Toronto Joint Centre for Bioethics; and incorporates aspects of
the accountability for reasonableness framework developed by Daniels and Sabin (2002) and adapted by Gibson,
Martin, & Singer (2005).
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In modern medicine, it is generally accepted that the principle of beneficence constitutes the
fundamental basis of patient-physician relationship (Ruderman et al., 2006). The principle of
beneficence dictates an ethical obligation on HCPs to act in the best interest of their patients and to
advance their well-being. Clark (2005) outlines three reasons why HCPs have an ethical duty to
care in pandemics:
1. The ability of HCPs to render medical aid and lifesaving treatment is greater than that of the
lay public, by virtue of the HCPs highly specialized training. Since the ability to render aid
is greater, therefore, the obligation to assist is also elevated. Additionally, because of the
highly specialized training, the level of risk to the HCP is comparatively lower than that of
the untrained or lay person. The combination of skill, knowledge and relative risk ethically
obligates them to provide care in a crisis situation.
2. By freely joining the profession of HCPs, an individual accepts the inherent risks of the
profession. Thus HCPs have consented to a greater level of risk to self by virtue of their
choice of profession. This ethically obligates them to provide care in a crisis situation.
3. HCPs profession is governed by a social contract where society has provided individuals
access to education in return for them to be available in times of crisis. This ease of access
to education has resulted in flourishing of the profession and therefore, reciprocity in times
of need is an ethical obligation on the part of the HCP.
Legal Duties:
HCPs have a legal duty of care to their patients based on professional codes of ethics and standard
of care practices. Under normal circumstances a legal duty of care is created when a patient
requests services from a HCP who then agrees to provide his or her services to the patient. If a HCP
breaches the duty of care resulting in an injury to the patient, then the HCP could be found
negligent. However, during a pandemic a HCP who provides emergency services can owe duty of
care not only to his or her existing patients, but also to those requiring emergency assistance and to
those who are not his or her patients. In such situations these HCPs may be held legally liable if
they incautiously turn away patients requiring emergency assistance during a pandemic (Davies &
Shaul, 2010). Additionally, if a HCP chooses to come to the aid of a patient in an emergency
situation then the HCP creates a physician-patient relationship and therefore assumes the resulting
liability (Davies & Shaul).
All Canadian provinces have legislation authorizing the government in a state of emergency to
authorize or require HCPs to provide services they are reasonably qualified to provide (Davies &
Shaul, 2010). Section 18 (e, m, n) of The Emergency Planning Act of Saskatchewan (1989)
authorizes any qualified person to render aid of a type that the person is qualified to provide and
may conscript persons needed to meet an emergency and do all acts and take all proceedings that
are reasonably necessary to meet the emergency. However, HCPs have the right to refuse to work
in an emergency or pandemic situation. Section 3-31 of The Saskatchewan Employment Act (2013)
grants the right to a worker to refuse to perform any particular act or series of acts at a place of
employment if the worker has reasonable grounds to believe that the act or series of acts is
unusually dangerous to the worker’s health or safety. Davies and Shaul lists four criteria for
justifying refusal to work by HCPs:
1. The refusal to work must be related to safety concerns where a HCP honestly believes that
his or her health or well-being is endangered.
2. Other HCPs of the same training and experience must also reasonably believe that their
health or well-being is endangered and that the situation poses unacceptable hazard.

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

62

Appendix 6.1 – Ethics Statement

3. The danger posed by the situation must be sufficiently serious to warrant an immediate
action and not just the fear of a minor injury.
4. HCPs must communicate their concerns to their supervisors in a reasonable and adequate
manner.
Professional Code of Ethics Duties:
To address this issue “professional ethical guidelines allowing for balancing the needs of society
with personal risks are needed to help HCP fulfill their duties in the case of a pandemic influenza”
(Ehrenstein, Hanses, & Salzberger, 2006, p. 3). The Code of Ethics for Registered Nurses (2008)
specifically includes duty of care in pandemics as a professional obligation. The Canadian Medical
Association (2004) passed the revised Code of Ethics shortly after the influenza pandemic crisis, but
failed to include physician’s duty of care in pandemic situations (Ruderman et al., 2006). According
to Ruderman et al. (2006) the American Medical Association in 2004 revised their code of ethics
and adopted a section on “Physician Obligation in Disaster Preparedness and Response.” The
Canadian regulatory authorities governing the practices of HCPs should define the acceptable extent
of professional obligations thus making explicit the values HCPs represent (The University of
Toronto Joint Centre for Bioethics Pandemic Influenza Working Group, 2005). For the HCPs this
removes any ambiguity about their roles in pandemic situations and allows for a consistency in
interpreting ethical, legal and professional code of ethics obligations.
Ethical Framework:
The health care workforce is not an unlimited resource and therefore a balance must be maintained
between the patients’ benefits and risks to health care workers in pandemics. If HCPs are to carry
out their duties and undertake high risk tasks, then there is a duty upon their institutions to support
them. After all, if HCPs refuse to work or a good number of them fall ill, then a significant portion
of an essential reusable resource would be lost and society as a whole would suffer. To insure
fairness to HCPs and the society at large a value based ethical decision-making framework should
be used by institutions (IDEA: Ethical Decision Making Framework). Using a value based
framework allows for identification and harmonization of values, thus promoting a fair, transparent,
and informed decision making process.
Thompson, Faith, Gibson, and Upshur (2006) argued fairness considerations are both procedurally
and substantively important. They proposed that “there is a need for fair decision-making processes,
as well as equitable distributions of scarce human and material resources” (p. 2). They based their
framework on Daniels (2000) model of "Accountability for Reasonableness", which focuses on
fairness in procedural processes. Thompson et al. proposed the following five procedural values for
ethical decision-making in influenza pandemics:
1. Reasonable - Decisions should be based on reasons (i.e., evidence, principles, and values)
that stakeholders can agree are relevant to meeting health needs in a pandemic influenza
crisis.
2. Open & transparent - The process and the basis for decisions-making must be open to
scrutiny and be publicly accessible.
3. Inclusive - Decisions should be made with stakeholder views in mind, and they should be
engaged in the decision-making process.
4. Responsive - There should be opportunities to revisit and revise decisions as new
information emerges throughout the crisis.
5. Accountable - There should be mechanisms in place to ensure that decision makers are
answerable for their actions and inactions. (Table 1, p. 5)
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The University of Toronto Joint Centre for Bioethics Pandemic Influenza Working Group (2005)
proposed ten substantive values for ethical decision-making in pandemics:
1. Individual liberty - In a public health crisis, restrictions to individual liberty may be
necessary to protect the public from serious harm.
2. Protection of the public from harm - To protect the public from harm, health care
organizations and public health authorities may be required to take actions that impinge on
individual liberty.
3. Proportionality - Proportionality requires that restrictions to individual liberty and
measures taken to protect the public from harm should not exceed what is necessary to
address the actual level of risk to or critical needs of the community.
4. Privacy - Individuals have a right to privacy in health care. In a public health crisis, it may
be necessary to override this right to protect the public from serious harm.
5. Duty to provide care - Inherent to all codes of ethics for health care professionals is the
duty to provide care and to respond to suffering. Health care providers will have to weigh
demands of their professional roles against other competing obligations to their own health,
and to family and friends. Moreover, health care workers will face significant challenges
related to resource allocation, scope of practice, professional liability, and workplace
conditions.
6. Reciprocity - Reciprocity requires that society support those who face a disproportionate
burden in protecting the public good, and take steps to minimize burdens as much as
possible. Measures to protect the public good are likely to impose a disproportionate burden
on health care workers, patients, and their families.
7. Equity - All patients have an equal claim to receive the health care they need under normal
conditions. During a pandemic, difficult decisions will need to be made about which health
services to maintain and which to defer.
8. Trust - Trust is an essential component of the relationships among clinicians and patients,
staff and their organizations, the public and health care providers or organizations, and
among organizations within a health system. Decision makers will be confronted with the
challenge of maintaining stakeholder trust while simultaneously implementing various
control measures during an evolving health crisis. Trust is enhanced by upholding such
process values as transparency.
9. Solidarity - A pandemic can challenge conventional ideas of national sovereignty, security
or territoriality. It also requires solidarity within and among health care institutions. It calls
for collaborative approaches that set aside traditional values of self-interest or territoriality
among health care professionals, services, or institutions.
10. Stewardship - Those entrusted with governance roles should be guided by the notion of
stewardship. Inherent in stewardship are the notions of trust, ethical behavior, and good
decision-making. This implies that decisions regarding resources are intended to achieve the
best patient health and public health outcomes given the unique circumstances of the
influenza crisis. (p. 6-7)
The lessons learned from the 2004 SARS outbreak in Toronto indicated many HCPs did not have
clear understandings of their ethical, legal, and professional code of ethics obligations. This is an
important issue that should be addressed by the authorities governing the practices of HCPs and
Saskatoon Health Region should acknowledge and address the issue. The Canadian Medical
Association should address this issue and define the acceptable extent of professional obligations in
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emergency situations for HCPs. The ambiguity in the code of ethics has led to confusion about
professional obligations of HCPs in emergency situations.
The health care workforce is not an unlimited resource and therefore a balance must be maintained
between the patients’, families’ and communities’ benefits and risks to HCPs in pandemics.
Saskatoon Health Region should work with HCPs and local communities to establish a fair
decision-making framework for emergency situations to allow for a balance between risks to the
HCP and benefits to the patient. “The value of reciprocity requires health care organizations to
support and protect healthcare workers, to help them cope with stressful situations, and to have
workable plans for emergency situations” (Singer et al., 2003, p.1343). Saskatoon Health Region
should establish clear expectations of duty to care in pandemics that promotes a fair and balanced
approach to HCPs duty to provide care against competing obligations for self and family; promote a
safe working environment for HCPs; and build trust between HCPs and patients, families and the
community.
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Name of Activity: Meal Services for Level 4 Pathogen Patients

Role performing Activity: Patient Food and Nutrition Services
Location: SPH

WORK
STANDARD

Document Owner:
Date Prepared:
November 10, 2014

Department: Food and
Nutrition Services
Region/Organization where this Work
Standard originated:
SHR Patient Food and Nutrition Services

Last Revision:

Date Approved:

Work Standard Summary:
1.

Essential Tasks
Food and Nutrition Services to receive Diet Order for Level 4 Pathogen Patient from unit via fax or phone call.
Unit to identify that Patient is Level 4 Pathogen status.

2.

Diet Clerk will notify Patient Food and Nutrition Manager and the Daily Operations Supervisor. If after hours
please contact the Manager on Call at 306-227-4534. Manager and Supervisor will communicate with staff on
procedure for service to Level 4 Pathogen Patients.
1. All services will be disposable
2. Follow Menu Options-No Coffee or Tea available.
3. Food and Nutrition Services Staff do not deliver to these rooms

3.

Hydration – Food and Nutrition Services will provide bottled water and a juice or milk with meals to the Patient
Care Team to deliver to the Level 4 Pathogen Patients. Water bottles are to be discarded on the unit following
Level 4 Pathogen waste management. Food and Nutrition Services do not deliver to Level 4 Pathogen patient
rooms.

4.

Meals – Food and Nutrition Services will provide bagged hot meals on disposable dishes to the Patient Care
Team to deliver to the Level 4 Pathogen Patients. Disposable dishes are to be discarded on the unit following
Level 4 Pathogen waste management. Food and Nutrition Services do not deliver to Level 4 Pathogen patient
rooms

5.

Snacks – Food and Nutrition Services will provide individual packaged snacks if required. The snacks will be
delivered to the Patient Care Team to deliver to the Level 4 Pathogen Patients. Food and Nutrition services do
not deliver to Level 4 Pathogen Patients

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

67

APPENDIX 7.2 – FOOD & NUTRITION LOADING DOCK INSTRUCTIONS

Name of Activity: Use of Loading Dock Overhead Door &
Lift
Role performing Activity: Storesperson (or employee
present to receive/transport items from the area)
Location:
SPH

WORK
STANDARD

Document Owner:
Chantal Issel

Department:
Food & Nutrition
Services
Region/Organization where this
Work Standard originated:
SHR

Date Prepared: Last Revision:
Jan 14/2015

Date Approved:

Work Standard Summary:
Essential Tasks:
1.

Unlock padlock on overhead door with Food & Nutrition Services Department Master Key (if outside
06:00-15:00 hours). Release link on right side of the chain from black hook on wall. Facing the chains,
with 2 hands free, pull left side of chain until overhead door is fully open.
2. Securely attach link from left side of the chain to the black hook on the wall. Failure to attach securely will
result in door dropping.
3.

To Close Garage Door: Release link from hook. With 2 hands free, very slowly guide the right side of the
chain until the door fully closes back down. Secure link on right side of the chain to black hook on the
wall. Lock padlock (if outside 06:00-15:00 hours).
4. To Operate Lift: To lower lift – On yellow control button panel, press black Down/Bottom button until lift
stops moving – approx. 3 feet from the ground.
5.

Stand beside lift to lower front gate. Release chain on left side and with 2 people, carefully guide front
gate down – gate is very heavy.

6.

Load contents onto lift and secure in place.

7.

Stand beside lift and with 2 people, raise front gate back into locked position. Put chain on the left side
back in place to secure gate. Secure items on lift.

8.

To raise lift – Press black Up/Top button until lift is level with loading dock so contents may be unloaded
safely.

Supplies:
Master Key for Food & Nutrition Services to unlock padlock on overhead door if accessing outside 06:00-15:00 hours.
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Name of Activity: Presentation of Person Under Investigation
for Ebola
Role performing Activity:
Location: SPH

WORK
STANDARD

Department: ICU

Document Owner:

Region/Organization where this Work
Standard originated:
Date Prepared: Last Revision:
Date Approved:

Work Standard Summary:
1.

2.

Essential Tasks:
Patient presenting initially in the ED as a walk-in who is assessed and then to be admitted as a Query Ebola
admission:
• ED staff will bring patient wearing a mask up to PCU bed 3 on elevator #12. Any surface areas touched
need to be wiped with Accel.
• One ICU staff will be in PPE to provide care and 1 ICU staff as a trained observer at the anteroom of
bed 3 to assist if needed to transfer patient to bed.
Patient will be put into bed. Stretcher or chair (if used) from ED will be cleaned in room with Accel and
then taken out.
ACAL notified of a patient being brought to SPH via EMS:
• Patient will be brought to SPH via physician parking lot, through Emergency Exit and up elevator #12
to PCU bed 3 wearing a mask.
• One ICU staff will be in PPE to provide care and 1 ICU staff as a trained observer at the anteroom of
bed 3 to assist if needed to transfer patient to bed.
• Ambulance stretcher will be cleaned in room with Accel and then later with ambulance unit
decontaminated.
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3.

General Guiding Principles for Care of Person Under Investigation for Ebola:
• All staff to change into hospital supplied greens in room 8 when arriving to work.
• PPE to be donned and doffed as outlined in training.
• Hospital greens to be put in garbage in Ebola unit at end of shift.
• Footwear to be wiped down with Accel at end of shift and left in Ebola unit.
• Recommended that staff shower in the Ebola unit prior to leaving their shift and change into clothes for
going home in Room 8.
• Staff assigned to Ebola unit are not to leave the area until the end of shift
• The only entrance to Ebola unit will be from outside hallway. Other doors leaving the unit to be locked.
• Lounge and kitchen area available within Ebola unit for staff use
• A trained observer to always be present watching and having authority over staff member in patient
room. Staff member or physician to do any correction called for by trained observer.
• Ebola unit will be staffed with a minimum of 3 RN’s and a physician who will not be providing care to
other patients on that shift. If more staff required this will be adjusted. Support staff, Facilities Services
staff and students will not be in Ebola unit.
• Amount of time spent in patient room to be as minimal as possible.
• Number of people in patient room to be limited to as few as possible.
• A log of all people having contact with person under investigation for Ebola to be kept outside of
patient ante room.
• History and as much care as possible to be completed outside of the room via intercom, phone,
observation by monitor and direct observation through window.
• Minimal supplies will be kept within the Ebola unit.
• Medications, food and nutrition and other supplies will be delivered to the door in the hallway outside
of PCU and taken into the unit by the staff within the Ebola unit.
• Biohazard waste will be secured in the biohazard bin, taken to the patient room door and be wiped down
with Accel. It will then be taken to the door of the ante room and hallway and wiped down with Accel
again. The bin is then to be taken to the office just outside of the Ebola unit doors (Room 2.4.61) to be
kept locked in there. Security at the entrance to the Ebola unit will document the number of the
biohazard bin and open the office for the biohazard bin to be placed inside.
• Patient Safety, Staff Safety, Community Safety!
4.
Physical Set up of Ebola Unit:
• Initial supplies to set up the Ebola unit will be kept in room 2.3.02 in hallway outside of ICU. Refer to
Standard Work for setting up Ebola Unit.
• PCU bed 3 will be the patient room
• PCU bed 4 will be the lab room
• PCU kitchen and PCU bed 7 will be staff kitchen and lounge
• PCU bed 8 will be a room for staff to change into greens on arrival and back into their clothes when
leaving the unit.
• A cart with minimal supplies will be kept in the PCU clean service room.
• There will be a tray with equipment for vascular access and one for intubation

Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

70

APPENDIX 8.2 – ICU – SET UP OF 2A FLEX UNIT 2

Name of Activity: Setting up for an Ebola Patient in SPH 2A Flex
Unit 2 (formerly PCU)

Role performing Activity: Interprofessional team
Location: SPH 2A FLEX UNIT 2 Department: SPH ICU

WORK
STANDARD

Document Owner: Critical Care Standardization Team
Date Prepared:
Nov. 20, 2014

Last Revision:

Date Approved:

Work Standard Summary: This outlines the deployment of staff on admission to the unit to achieve equitable
distribution of staff resources.
Essential tasks
1.

Pre-admission preparation:
Once notified that a patient under investigation for Ebola or a confirmed case of a patient with Ebola is coming
prepare to open the level 4 pathogen unit in SPH 2A Flex Unit 2.

2.

Notify MON or designate.

3.

Prepare 2A Flex Unit 2 Room 3. Remove any extras from the room and the unit.
• Have security open EPP storage room (Rm. 2.3.02) in hallway across from back entry to ICU. Inside you
will find a key to the room for future access.
• Obtain from room: linen cart including greens for staff, intubation and line insertion bins, key for cupboard
to be used for narcotic storage and biohazard bins. Additional supplies can be obtained as needed.
• Ensure PPE cart with Level 4 pathogen supplies set up outside of patient room in the donning area and sign
in sheet outside of the patient room.

4.

Designate 2 RN’s to the Ebola unit – ask for volunteers first. Have the assigned staff members change into
greens in Room 8 and leave other clothes there to change into when leaving. A third RN will be required for
break relief – may not be required immediately.

5.

Identify the physician who will be providing care to the patient. Have the physician change into greens in Room
8 and leave other clothes there to change into when leaving.

6.

Don PPE as trained just prior to patient arrival.

7.

When the patient arrives maintain as little contact as needed.
• Assist patient as needed to the room
• Complete assessment and history – using phone communication when possible and entering room using the
proper PPE when needed.
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Appendix 9.1 - Hand Hygiene (IP&C Policy 20-20)

POLICIES & PROCEDURES
Number: 20-20
Title:

Authorization:
X SHR Regional Infection Prevention and
Control Executive Committee

Hand Hygiene

Source: Infection Prevention & Control
Date Initiated: June 5, 2001
Date Approved:
Date Revised:
Date Reaffirmed: July, 2008, February, 2011
Scope: SHR Agencies & Affiliates

Any PRINTED version of this document is only accurate up to the date of printing. Saskatoon Health Region, (SHR)
Infection Prevention & Control (IP&C) can not guarantee the currency or accuracy of any printed policy. Always
refer to the IP&C internal website for the most current versions of documents in effect. SHR IP&C accepts no
responsibility for use of this material by any person or organization not associated with SHR. No part of this
document may be reproduced in any form for publication without permission of SHR IP&C.

Introduction
As an integral part of routine practices, hand hygiene is the most important thing all
employees of the Saskatoon Health Region can do to decrease healthcare associated
infections. Hand hygiene also protects the health of the employee, their family, loved ones
and coworkers.
The hands of health care workers (HCWs) are at risk for contamination during patient care.
The four moments of hand hygiene provides guidance to HCWs involved in direct patient
care. The hand hygiene audits employ this model to evaluate hand hygiene compliance of
all employees involved in direct patient care. However hand contamination is not limited to
employees involved in direct patient care. All objects, surfaces and persons have the
potential to be contaminated by microorganisms that may be detrimental to one’s health.
Once hands are contaminated they can transfer organisms between patients, to another
employee and/or environmental surfaces. Rings, artificial nails/nail enhancements, and
inappropriate use of gloves have been associated with increased transfer of microorganisms.
Definitions
Alcohol based hand rub (ABHR) - A liquid, gel or foam formulation of (minimum 70%)
alcohol (e.g. ethanol, isopropanol) which is used to reduce the number of microorganisms
on hands in clinical situations when the hands are not visibly soiled. ABHRs contain
emollients to reduce skin irritation and are less time-consuming to use than washing with
soap and water.
Client – In this document client is used to imply patient, resident and/or client.
Client environment – Any place where contact with a client occurs or has the potential to
occur (e.g. hospital, clinic, home, long term care facility, waiting room, etc).
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Contamination - The presence of an infectious agent on hands or on a surface, such as
clothing, gowns, gloves, bedding, toys, surgical instruments, hand rails, elevator buttons,
computer key boards, telephones, client care equipment, dressings or other inanimate
objects.
Emollient – Softening and smoothing, especially to the skin.
High risk for infection – A client who has an increased risk for developing an infection due to
illness, procedure, syndrome, disability, treatment or age.
Visibly soiled - Hands on which dirt or body fluids can be seen.
SHR – Saskatoon Health Region (the employer)
Purpose
1. To reduce transmission of all organisms especially those with the potential to cause
infections.
Policy
1. If hands are not visibly soiled, cleanse with alcohol hand sanitizer or wash hands with
liquid soap and water.
2. Circumstances when hands must be cleansed thoroughly with liquid antimicrobial soap
and water:
 When hands are visibly soiled
 When a client has diarrhea of unknown cause
 When a client has Clostridium difficile
 When performing an invasive procedure (e.g. when placing a central intravascular
catheter, injecting into the spinal canal or subdural spaces)
- When the build up of ABHR feels uncomfortable on hands after multiple applications
the employee may choose to use liquid antimicrobial soap and water, however ABHR is still
effective – manufacturer’s recommendations.
3. In direct patient care hand hygiene must be performed in compliance with the four
moments of hand hygiene model:
 Before initial patient/patient environment contact
 Before aseptic procedures (eg. insertion of IVs, dressing changes, insertion of urinary
catheters, handling medications, etc)
 Between different procedures on the same patient
 After body fluid exposure
 After patient/patient environnent contact
 Immediately after removing gloves – see P&P 20-30
4. All






employees of the SHR must perform hand hygiene:
Upon arrival and departure from a facility/unit.
Before preparing/administering medications
Before eating, preparing or serving food, assisting at mealtime.
Before and after group activities (crafts, exercises, cooking, etc)
After performing personal functions (e.g. blowing your nose, using the toilet).
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After coughing or sneezing – see P&P 20-95
After the handling garbage, soiled linens, waste, etc.
Before and after repairing/servicing client equipment
Any time hands are visibly soiled.

5. Artificial, gel nails and nail enhancements must not be worn by staff involved in client
care or in areas/departments that supply items used for care of clients. See SHR policy
7311-30-013.
6. Hand hygiene must be performed by all employees in situations where hands can
become contaminated.
7. A sufficient number of designated hand washing sinks must be provided solely for the
purpose of hand washing. Hand washing sinks are to be conveniently located so HCWs
have easy access to them.
8. If this policy and procedure does not provide details specific enough, a department
specific policy and procedure should be developed in consultation with Infection
Prevention & Control.
Procedure
1. ABHR (minimum 70 %):
 Dispense 1 – 2 full pumps or a ‘loonie’ sized amount into one palm.
*Hands must be dry as wet hands dilutes the product
 Cover each of the following areas by rubbing and interlacing fingers:
- Palms
- Back of hands
- Back and front of fingers
- Finger tips & nails
- Thumbs
- Wrists
 Rub hands until the product is completely dry
* At least 15 seconds of wet contact time is needed for the product to effectively kill
microorganisms
 Do not rinse
2.

Soap and water hand cleansing:
 Wet hands with warm water.
 Apply soap.
 Lather for 15 seconds.
 Cover each of the following areas by rubbing and interlacing fingers:
- Palms
- Back of hands
- Back and front of fingers
- Finger tips & nails
- Thumbs
- Wrists
 Rinse well.
 Pat hands dry with paper towel
- Use single use disposable towels
- Air dryers are not recommended in institutions
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*Hands must be dried thoroughly as wet hands provide better conditions for the
transmission of microorganisms.
Turn taps off with the paper towel.

3. Apply an emollient hand cream regularly to protect skin from the drying effects of
hand cleansing. The emollient hand cream is to be a health care product that is
compatible with the approved ABHR and gloves.
4. For details on how to apply any of the products listed above refer to appendix A.
Products
1.

ABHR (minimum 70%)
 Is superior to soap and water in killing microorganisms from the skin and is an
effective alternative to handwashing.
 Reduces the number of resident skin flora in addition to transient organisms.
 Is recommended for routinely cleansing hands in all clinical situations listed in the
policy statement above, if hands are not visibly soiled.
 Is acceptable in liquid, foam or gel form.
 Containers of alcohol based hand rubs shall not be “topped up” (added to) when
product is running low. A new container shall be provided to avoid
contamination.

2.

Antimicrobial soap:
 Removes the majority of transient flora by its mechanical detergent action, and
exerts sustained antimicrobial activity on resident hand flora.
 Is recommended for routinely washing hands in all clinical (direct patient care)
situations listed in the policy statement above, if hands are visibly soiled.
 Is acceptable in foam or liquid form.
 Containers of antimicrobial soap shall not be “topped up” (added to) when
product is running low. A new container shall be provided to avoid
contamination.

3.

Plain non-antimicrobial soap:
 Reduces transient microorganisms on the hands.
 Is acceptable in foam, liquid and powder forms.
 Is recommended for settings that provide care for ambulatory patients or LTC
residents who are not at high risk for serious infectious diseases and public
washrooms.
 Containers of non-antimicrobial soap must not be “topped up” (added to) when
product is running low. A new container shall be provided to avoid
contamination.

4.

Hand Lotion
 Is recommended to ease the dryness resulting from frequent hand cleaning and
to prevent dermatitis resulting from glove use.
 Application of lotion can reduce the dispersal of bacteria.
 Lotions that contain petroleum or other oil emollients may affect the integrity of
gloves.
 Containers of hand lotion must not be “topped up” (added to) when product is
running low. A new container shall be provided to avoid contamination.
 Should be unscented.
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The hand lotion used must be compatible with the alcohol hand sanitizer being
used for hand hygiene
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1. Canadian Association of Infection Control Practitioners (2008). CHICA-Canada
Position Statement: Hand Hygiene.
2. Boyce, JM, Pittet P. Guideline for Hand Hygiene in Health-Care settings:
Recommendations of the Healthcare Infection Control Practice Advisory Committee and
the HICPAC/SHEA/APIC/IDSA Hand Hygiene Task Force.
Infect Control Hosp Epidemiol 2002;23(supp):S3-S40.
3. Moolenaar RL, Crutcher JM et al. A prolonged outbreak of Pseudomonas aeginosa in a
neonatal intensive care unit: did staff fingernails play a role in disease transmission?
Infect Control Hosp Epidemiol 2000;21(2):80-5.
4. Health Canada. Infection control guidelines. Routine practices and additional
precautions for preventing the transmission of infection in health care. CCDR
1999;25S4:23-4,33-34,52,63,69.
5. Tri-Site Nursing Policy and Procedure Manual Dress Code – Nursing Personnel
SHR Professional Appearance & Dress Code.
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Appendix A – Hand Hygiene

palm
to
palm

fingers
interlaced

APPLY

Wet
Hands
First

palm to back of
opposite hand
fingers laced

if using soap
rinse and dry
your hands
afterwards

Make sure these
shaded areas are not
missed!

FRONT

BACK

Fingers
interlocked
don’t forget
the wrists!

Product should
be rubbed onto
hands for at
least 15
seconds!

rub tips of fingers in
a circular motion
in the opposite palm

Rub thumb
in opposite
palm

This method can also
be used to apply hand
lotion to keep your
skin healthy!
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Appendix 9.2 - Point of Care Risk Assessment (IP&C Policy 20-25)

POCRA Algorithm

(Adapted from CHICA-Canada; Audit Toolkit 2010)

Part A

The answers to the following questions will determine accommodation needs:
Does the client have a new or worse cough or shortness of breath with fever or chills?
Does the client have copious uncontrolled respiratory secretions?
Does the client have a sudden onset of fever, intense headache, nausea, vomiting, stiff
neck and photophobia.
Is the client unable/unwilling to comply with respiratory hygiene, hand hygiene, etc.?
Is there active soiling of the environment (e.g., uncontained diarrhea, wound drainage
not contained by a dressing?)
Does the client have a suspected infection of unknown etiology (with or without a history
of travel)?
If client is in a health care facility continue:
If client is in the community setting skip to part (B)

If Yes

First Choice:
Single Room
accommodation

Second Choice:
Maintain a spatial separation of at
least two metres

Part B

The answers to the following questions will determine PPE needs during any direct
or indirect interaction with a client (e.g., giving a bed bath, performing a clinical
procedure):
Will I be exposed to body fluids (e.g., blood, excretions, secretions)?
If yes, PUT ON PPE as INDICATED


Will my hands be exposed to blood, diarrhea, vomit, non-intact skin, rash or contaminated items?
If yes, WEAR GLOVES & PERFORM HAND HYGIENE

Will my face be exposed to a splash, spray, or an uncontained cough?
If yes, WEAR FACIAL PROTECTION (Procedure mask & eye shield or goggles)





Will my clothing or skin be exposed to splashes/sprays or items contaminated with blood,
excretions or secretions?

 

 If yes, WEAR an APRON/GOWN (wear gown when exposed to large
 amounts of fluids)
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9.3 PPE – Donning and Removing (IP&C Policy 20-150)

POLICIES & PROCEDURES
Number: 20150
Title:

Authorization:
[4] SHR Infection Prevention & Control
Committee
[ ] Facility Board of Directors

Personal Protective Equipment
(PPE) – Donning and Removing

Source: Infection Prevention & Control
Date Initiated: December 2004
Date Reaffirmed:
Date Revised: February 2007
Scope: SHR Agencies & Affiliates

Introduction
Personal protective equipment (PPE) refers to a variety of barriers (gloves, gowns,
face protection, masks and N95 particulate respirators), used alone or in combination
to protect mucous membranes, skin, and clothing from contact with infectious
agents. The selection of PPE is based on the nature of the patient interaction and/or
the likely mode(s) of transmission (e.g. Contact, Droplet or Airborne). The use of PPE
does not replace the need to follow basic infection control measures such as hand
hygiene. When removing PPE remember, the front outside of the gown is considered
contaminated. The inside of the gown, outside back and ties at the head and back
are considered clean unless these areas have had contact with a contaminated
surface.
Policy
1. Use PPE appropriate for the type of precautions required, e.g. Standard and
Contact, Droplet or Airborne Precautions.
Purpose
1. To reduce the risk of transmission of infectious microorganisms to patients,
visitors and staff.
2. To don (put on) and remove PPE effectively and correctly.
Procedure
1. Donning PPE
1.1 To don a gown
· Fully cover body from neck to knees,
arms to end of wrist, and wrap
around the back
· Fasten in back at neck and waist.
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9.3 PPE – Donning and Removing (IP&C Policy 20-150)

Number:
Title:

20150
Personal Protective Equipment – Donning and Removing

1.2 To don a mask (surgical/procedure)
· Secure ties or elastic band at
middle of head and neck
· Fit flexible band to nose bridge
· Fit snug to face and below chin.

1.3 To don a N95 particulate respirator (mask)
· Select a respirator
· Place over nose, mouth and chin
· Fit flexible nose piece over nose bridge
· Secure on head with elastic
· Adjust to fit
· Perform a fit check
 Inhale – respirator should collapse
 Exhale – check for leakage around face.

1.4 To don goggles/face shield
· Put over face, eyes and glasses
and adjust to fit.

1.5 To don gloves
· Don gloves last
· Extend to cover wrist of isolation gown
· Keep hands away from face.

2.0 Removing PPE
2.1 Remove gowns and gloves before leaving patient room. Remove mask
and eye protection (if worn) in anteroom. If the room has no anteroom,
remove all PPE immediately after leaving the patient room.
2.2 If wearing a N95 particulate respirator remove it in the anteroom or
outside the patient room.
2.3 Remove gloves first
·
·
·
·
·

Outside of gloves are contaminated!
Grasp outside of glove with opposite
gloved hand; peel off
Hold removed glove in gloved hand
Slide fingers of ungloved hand under
remaining glove at wrist
Discard in waste container.
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9.3 PPE – Donning and Removing (IP&C Policy 20-150)

Number:
Title:

20150
Personal Protective Equipment – Donning and Removing

2.4 Remove gown
·
·
·

·
·

Gown front and sleeves are
contaminated!
Unfasten neck and waist ties
Remove gown gently using a peeling
motion; pull gown from each
shoulder toward the same hand
Gown will turn inside out
Hold removed gown away from
body roll into a bundle and place
into linen hamper.

2.5 Remove goggles/face shield
·
·
·

2.6

Outside of goggles or face shield are
contaminated!
To remove, handle by “clean” head
band or ear pieces
Place in designated receptacle for
reprocessing or in waste container or
clean reusable goggles at point
of use.

Remove mask or respirator
· Front of mask/respirator is
contaminated – Do not touch!
· Grasp bottom then top ties/elastics
and remove
· Prevent contact of mask with uniform
· Discard in waste container.

2.7 Perform hand hygiene immediately after removing all PPE.
Note:

If hands become visibly contaminated during PPE removal, clean hands before
continuing to remove PPE.

Reference:
1. CDC, Draft Guideline for Isolation Precautions: Preventing Transmission of
Infectious Agents in Healthcare Settings, 2004.
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APPENDIX 10.1 - LABORATORY

Laboratory Management of Patient Samples Obtained from suspected Ebola
Virus Disease (EVD) in Saskatoon – Informational Document

Introduction
Ebola virus is a member of the filoviridae, enveloped non-segmented, negative stranded RNA viruses. There
are five identified subtypes of Ebola virus of which four have caused human disease in Africa. Fruit bats in
Central Africa are the most likely reservoir and from these, the virus spreads to other wild animals such as
rodents, monkeys and chimpanzees. Humans acquire the infection following ingestion of poorly cooked
animals or handling raw animal meat (Bushmeat).
EVD has an incubation period of 2 to 21 days (mean 4-10 days) and is characterized by a non-specific flu like
illness with fever, headache, malaise, myalgia, sore throat, nausea, vomiting and abdominal pain. Other
possible clinical features include cough, maculopapular rash and conjunctival injection. Haemorrhagic
manifestations arise toward the end of the first week of illness but these occur in less than 50% of clinical
cases. EVD has a significantly high mortality rate of up to 70%.
Transmission of Ebola virus amongst humans occur by direct contact(through broken skin or mucous
membranes e.g eyes, nose or mouth) with blood or body fluids of an infected person who is sick and not by
aerosol. In addition, healthcare workers can acquire the infection from needle stick injuries, direct contact with
medical equipment contaminated with infected body fluids or breaks in personal protection techniques.
The 2014 Ebola epidemic is the largest in history, affecting multiple countries in West Africa including Guinea,
Liberia, Sierra Leone, Mali, Spain, U.S, Nigeria and Senegal. In Oct 2014, outbreaks in Nigeria and Senegal
were officially declared over due to the there being only a small number of cases in these two countries which
were considered contained.
Purpose
This document is intended to provide instructions for the safe handling and processing of specimens from
suspected EVD patients and to ensure tests that are necessary for the immediate management of the patient
are carried out with negligible risk to the laboratory personnel.
In the Saskatoon Health Region, St. Paul’s Hospital (SPH) has been designated the preferred site to manage
the suspected EVD patient(s). The Microbiologist on Call (MOC) will be consulted prior to each request for
phlebotomy, specimen handling, processing or testing. If testing is required, the MOC will act in accordance
with the Suspected VHF Communication Fan-Out Plan and laboratory personnel who are designated to deal
with testing will subsequently be notified.
Ebola virus is a Risk Group 4 pathogen and requires a Containment Level 4 facility for handling infectious or
potentially infectious materials and cultures. This high level laboratory containment is unavailable in
Saskatchewan and therefore microbiology cultures of specimens from suspected EVD patients will not be
performed in the region.
Specimens from suspected EVD patients for tests other than that for microbiology must be handled with
meticulous care whilst adhering to strict precautionary measures. These specimens must not be
manipulated on an open bench.
Saskatoon Health Region
Department of
Pathology and Laboratory Medicine
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APPENDIX 10.1 - LABORATORY
Laboratory Personnel
• All sample collection, handling and testing should be performed by designated personnel experienced in
collection and testing techniques.
• All designated personnel includes those trained in the Canadian Transportation of Dangerous Goods
Regulations (TDGR) should have undergone training in the use of personal protective equipment (PPE)
and been fit tested for N95 respirator.
• All staff involved must fill out a sheet on the Ebola Cart to maintain a log of all individuals who have
collected, processed, tested, decontaminated, transported or disposed of the specimens.
Personal Protective Equipment (PPE)
Required PPE are listed below.
•
•
•
•
•
•

Disposable, fluid-resistant, impermeable laboratory gown
Nitrile non sterile gloves, long cuffs
N95 respirator
Disposable full face shield
Surgical hoods
Surgical boot covers

Designated laboratory personnel should don the PPE above when collecting, handling and testing specimens.
The donning and doffing of PPE requires the presence of a second laboratory personnel (observer) whose task
is to assist the primary laboratory personnel in these processes. This is in keeping with current provincial
recommendations.
Equipment
There will be two carts assigned specifically for suspected EVD cases with the following items.
1. Ebola Cart containing the following testing platforms for POC tests.
• ABL 90 Flex Series Analyzer
• pocH-100i Automated Hematology Analyzer
• Incubator
• Disposable Glovebox for handling specimens.
• Sharps container
• Pen and note pad for documentation of results
This cart is for use in the room assigned in the PCU at St Paul’s for laboratory testing. This is not to be
brought into the patient’s room.
2. Phlebotomy Ebola cart
• Specimen tubes including blood culture bottles
• Stat Sensor – reports Creatinine, eGFR
• Haemochron – analyzes PT, APTT
• NCS Rapid Test for Malaria
• 0.55% Chlorox Healthcare Bleach wipe
• Sharps container
• Rack to hold specimens after being wiped
• Alcohol hand rub
• Pen and paper to document results.

Saskatoon Health Region
Department of
Pathology and Laboratory Medicine
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APPENDIX 10.1 - LABORATORY
•

3 x TDG containers for which to place the following samples after collection
i. EDTA tube for Ebola RT-PCR testing at NML
ii. Blood culture bottles – to be placed in incubator
iii. Specimen tube/syringes for testing in the assigned laboratory room

Specimens required for testing
•
4 mls of EDTA blood for Ebola RT-PCR
•
0.5 ml of EDTA blood for hematology tests on pocH-100i
•
30 mls of blood for blood cultures (10 mls each in 2 aerobic bottles; 10 mls in anaerobic bottle) in adults

1-3 mls in one paediatric blood culture bottle if patient is a child
•
0.5 ml of whole blood needed in syringe for ABL90
•
0.5 ml of whole blood needed for tests on Haemochron, Stat Sensor and NCS Rapid Test for Malaria
Limited Test Menu at SPH
Tests shall be limited to only those authorized by the MOC in consultation with the treating physician(s). List of
tests available at SPH are as follows
1. Point of Care Tests
•
Haematology
 Malaria
o NCS Rapid Test for Malaria will be done if there is history of appropriate travel.
o Thin or thick films will not be performed whilst pending laboratory diagnosis of Ebola.

If the Ebola RT-PCR is subsequently found to be negative, then films can be prepared
and read accordingly.
 HB, RBC, PLT
 WCC (Lymphs, neutrophils, monocytes)
 HCT,MCV,
 MCH, MCHC
 PT, APTT
•
Chemistry
 Electrolytes – Na,K,Cl, Ca2+, GLU, blood gases including lactate
 Creatinine
2. Microbiology
•
Blood cultures – these will be incubated in the assigned laboratory room pending laboratory diagnosis
of Ebola. If the Ebola RT-PCR is subsequently found to be negative, subcultures will be performed at
the Microbiology Laboratory at RUH.
External Referred Out Testing – Ebola testing:
• Ebola RT-PCR will be performed at the National Microbiology Laboratory (NML) in Winnipeg.
• The MOC will obtain specific instructions from NML once ERAP is activated.
• Transport as Category 1A, Class 6.2 (UN2814) according to Transportation of Dangerous Goods (TDG)
regulations
• Ship at ambient temperature unless there is a delay in transport
• The specimen will be shipped directly from SPH (contrary to normal standard work) after liaising with
Purolator.
Procedure
• Lab personnel trained in TDGR should contact Purolator to pick up the specimen for transport to NML for

Saskatoon Health Region
Department of
Pathology and Laboratory Medicine
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•
•
•

Ebola testing (provide them with an estimated time).
The use of point-of-care diagnostic tests will cover a small menu of stat tests that are deemed to be
necessary for the immediate management of the patient.
Pre-print the necessary labels and fill in requisition for testing at NML. Place both on the Ebola cart to
attach to the specimen tubes and blood culture bottles after collection. All labels on tubes, TDG
containers, and requisitions should be clearly labelled as ‘Ebola suspect’.
Although the testing processes do not generate aerosols, lab personnel must still exercise caution to
prevent risk of aerosolization at any stage. There must not be any shaking or flicking of tubes.

Phlebotomy
• Pre-printed labels and requisitions should be brought to the site of collection but not taken into the patient’s
room.
• The phlebotomist must don the PPE with the assistance of the observer (may be just outside the patient's
room. The observer should use the checklist provided on the PPE cart to assist the staff with the donning.
• The Ebola tray is for use in the patient’s room and will be brought in with the phlebotomist.
• Special care must be taken to only use one draw to collect all specimens. The exterior of the blood culture
bottles, EDTA tubes, syringes must be disinfected with 0.55% Chlorox wipes.
• The EDTA tubes and the syringe(must be corked) containing the patient’s whole blood syringe for blood
should then, each be individually placed in two leak-proof biohazard bags (i.e. double bagged) and placed
onto TDG containers prior to inter-room transport.
• POC tests (PT, APTT, Creatinine, eGFR, malaria) will be performed in the patient’s room and results
documented.
• All waste must be placed in the sharps container.
• The phlebotomist should then remove the PPE with the assistance of the observer, using the checklist
provided.
• Hand hygiene must be performed (wash with soap and water) after doffing.
Specimen Processing
• Lab personnel must set up the Ebola Cart and the Disposable Glove box for processing on receipt of
specimens in the assigned lab room.
• The laboratory personnel performing these tests must don proper PPE with the assistance of an observer
(as outlined above).
• Uncorking of syringe and dropping of blood onto test strip for malaria must be done in the Glove box.
• Results must be documented and all waste must be discarded into the sharps container and sealed.
• Disinfect the area inside the Disposable Glove box and decontaminate the outside of all instruments with
the 0.55% Chlorox wipes.
• The outer surface of the EDTA tube for Ebola RT-PCR must be disinfected with 0.55% Chlorox wipes,
double bagged and placed into a TDG container. Labels must be affixed onto the specimen tube and
requisition be sent to the NML in the pocket of the outer biohazard bag (NOT inside the sealed
compartment with the sample). Labels and requisition must have ‘Ebola suspect’ clearly noted. This
specimen must be kept in the laboratory testing room prior to handling by TDGR trained personnel
for shipping.
• On completion of testing, the lab personnel must remove PPE with the assistance of the observer using the
checklist provided.
• Hand hygiene must be performed (wash with soap and water) after doffing
Transport
• The TDG trained staff should place the specimens into the separate Category 1A, TDG containers that are

Saskatoon Health Region
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•
•
•
•

durable and leak-proof.
The TDG container with the blood culture bottles should be placed into the incubator in the assigned lab
room.
The TDG container with the EDTA sample to be sent to NML must be handled, packaged according to
TDGR (Canada) and shipped as UN2814, Category 6.2. ERAP must be activated.
Specimens must not be left unattended whilst awaiting transportation via Purolator.
Liaise with SDCL to coordinate with the NML Operations Center Director (OCD) at 1-866-262-8433. The
Emergency Response Assistance Plan (ERAP) will then be activated. The NML OCD will then provide
assistance with the shipping process as required.

Human Remains
• Routine Practices, properly and consistently applied should be used in addition to Contact Precautions, for
handling deceased bodies, or for transfer to mortuary services.
• Routine Practices includes PPE to protect against splashing and sprays of blood and body fluids, such that
mask and facial protection is recommended for handling deceased.
• Droplet and/or Airborne precautions are not required.
• Federal and provincial/territorial specified communicable disease regulations should be followed.
• Medical devices (i.e., intravenous catheters, urinary catheter, or endotracheal tubes) may be left in place.
• At the site of the death, the body should be wrapped in a plastic shroud. Care should be taken to prevent
the contamination of the exterior surface of the shroud. A leak-proof body bag should be used over the
shroud. Once closed the body bag should not be re-opened.
• Visible soil (physical cleaning) on the outer surfaces of the bag should be removed with 0.55% Chlorox
wipes. These surfaces should be allowed to dry prior to performing decontamination with a second
application of 0.55% Chlorox wipes.
• Handling of Human remains should be kept to a minimum (e.g., no autopsies unless necessary, no
embalming, and no post-mortem care).
• Post-mortem examinations and human remains handling should be in accordance with federal and
provincial/territorial regulations.
• Autopsies on patients who die of Ebola should be avoided. If an autopsy is necessary, the Medical Health
Officer (MHO) must be consulted regarding additional precautions
Waste Disposal and Cleaning
• All waste from EVD shall be treated with utmost care and handled by a staff member wearing appropriate
PPE.
• If EVD has been ruled out, the items can be disposed of in a routine manner.
• If the diagnosis of EVD has been confirmed, all items must be placed into a TDG approved leak-proof
container with the label UN2814.
Specific Instructions:
• Sharps:
 Discard into disposable puncture-proof sharps container.
 Sharps container must be sealed and then be placed into an outer bag, which is then wiped down with
0.55% Chlorox wipes.
•

Fluids:
 Must be discarded into a container which contains sufficient bleach to produce a final concentration of
at least 1% when the container is full.
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The container can be emptied into the sewage system provided there has been at least 10 minutes
contact time with the bleach.

•

All other disposables:
 Place into a biohazard bag, no more than ½ full, and seal.
 With the help of an assistant, the first bag should be placed inside another biohazard bag and sealed
with tape.
 The outside of the bag must be wiped down with 0.55% Chlorox wipes.

•

Laundry:
 The use of disposable items should always be considered preferable when possible.
 Non-disposable linen used when working with EVD suspects should be double-bagged and
quarantined until a final diagnosis is made

•

Cleaning:
 Routine cleaning products and procedures are adequate for killing the Ebola virus including 0.55%
Chlorox wipes.
 Disposable cloths should be used and cleaning of the environment (anything that the specimen or
patient would have come in contact with) should occur immediately to prevent cross contamination and
virus transmission

Spills
• The area shall be evacuated and secured.
• Let aerosols settle for a minimum of 30 minutes.
• Accidental spills of potentially contaminated material shall be covered with absorbent paper towels, liberally
covered with disinfectant, and then left to soak for 30 minutes before being wiped up.
• Following the removal of the initial material, the disinfection process shall be repeated.
References
1. Interim biosaftery guidelines for laboratories handling specimens from patients under investigation for
Ebola Virus Disease. Public Health Agency of Canada. 2014-10-19
2. Saskatchewan Disease Control Laboratory Suspect Viral Haemorrhagic Fever (VHF) Process
3. Interim Guidance - Ebola Virus Disease: Infection Prevention and Control Measures for Borders,
Healthcare Settings and Self-Monitoring at Home. Public Health Agency of Canada. 2014-09-12
4. U.S Centers for Disease Control and Prevention- http://www.cdc.gov/vhf/ebola/index.html
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APPENDIX 11.1 – M ATERNAL SERVICES

Name of Activity: Maternal Services procedure on a patient with
suspected or confirmed Ebola
Role performing Activity:

WORK
STANDARD

Location:
Department: Maternal
Maternal Registration
Services
Document Owner:
Region/Organization where this Work
Standard originated:
Date Prepared:
Last Revision:
Date Approved:
November 20, 2014

Work Standard Summary:
1.

Essential Tasks:
Patient arrives on 4th floor Maternal Registration.

2.

Patients are screened according to SHR registration processes (Appropriate posters will be posted in the waiting
room as well as in the hallway outside of the registration area).

3.

If a patient has a fever (subjective or ≥ 38.6 or compatible EVD symptoms and have traveled to an Ebola affected
area in the 21 days before onset of illness immediately notify Assessment Unit RN.

4.

Isolate patient in Birthing Room (BR) 1 or if BR 1 not available the closest BR available. If all the BR are full,
use BR 8 or 11. Close the door to the room and implement contact/droplet precautions.

5.

Minimize the number of staff dealing with the patient.

6.

Notify the Infectious Disease specialist on-call at (306) 655-1000 and the Medical Health Officer (MHO) on-call
at (306) 655-4620.

7.

Follow the advice of the Infection Control Physician and the MHO regarding testing etc.

8.

Once a patient has been identified as a possible EVD patient, the care of that patient automatically transfers to
Obstetrics.
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9.

The care of maternal patients who have been screened as possible EVD will fall into the following categories:
1. Pre viable gestational age < 24 weeks
a. Isolate ASAP as noted above.
b. Arrange for transfer of a patient with suspected EVD to the 2A Flex Unit 2 (formerly progressive care unit,
PCU) at SPH.
c. Patient would be cared for by the SPH team. No fetal monitoring, no intervention for fetal condition would
be done.
d. If the patient is confirmed as non-EVD, she may be transferred back to RUH for ongoing obstetrical care if
required.
2. Patient > 24 weeks not in labour
a. Isolate ASAP as noted above.
b. Arrange for transfer of a patient with suspected EVD to the 2A Flex Unit 2 at SPH.
c. This patient would be cared for by an obstetrical response team with the medical support of the 2A Flex
Unit 2 team as required for the mother’s health.
d. If the patient is ultimately positive for EVD, after 24 hours and test is back, a multidisciplinary meeting
between OB and NICU about a plan for eventual delivery and neonatal care if required.
e. The patient would be delivered at SPH and her obstetrical care would be provided by an obstetrical response
team until such a time as she is over her initial post-partum period. At this time the care would be
transferred to the 2A Flex Unit 2 team.
f. The care of the neonate needs to be determined after understanding NICU’s plan.
g. The supplies required at SPH and the processes required to do either a vaginal birth or a C-section need to
be developed.
3. Patient > 24 weeks early labour
a. Isolate ASAP as noted above.
b. Patient’s labour status should be accessed ASAP and unless delivery is imminent this patient would be
transferred to SPH.
c. Notify NICU of patient with possible EVD who will deliver at SPH.
d. This patient would be cared for by an obstetrical response team with the medical support of the 2A Flex
Unit 2 team as required for the mother’s health.
e. The patient would be delivered at SPH and her obstetrical care would be provided by an obstetrical response
team until such a time as she is over her initial post-partum period. At this time, the care would be
transferred to the 2A Flex Unit 2 team.
f. The care of the neonate needs to be determined after understanding NICU’s plan.
4. Patient presents and birth is imminent
a. Isolate ASAP as noted above.
b. Patient should be managed by the Obstetrical Response Team if at all possible.
c. Remember to limit the number of staff providing care to the patient.
d. Staff caring for the patient should not provide care to other patients on the unit.
e. If patient is leaking fluids, she should be placed in a dedicated wheelchair that is draped and padded with
absorbent pads and taken to the appropriate room. The wheelchair should be kept in the room until her
status is confirmed and the chair can be safely cleaned.
f. If there is any leakage of BBF minimize contact with the contaminated area until it can be properly cleaned.
g. Notify NICU ASAP care of neonate must be determined in light of NICU plan.
h. Patient will be kept in the birthing room for her immediate post-partum period and transferred to SPH for
ongoing care when safe to do so.
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Name of Activity: Medical Imaging procedure on a patient with a
suspected or confirmed case of EVD
Role performing Activity:

WORK
STANDARD

Location: SHR
Department: Medical Imaging
Document Owner: Ralph Hoffman
Date Prepared:
Last Revision:
Date Approved:
Oct 09, 2014

Work Standard Summary:
1.

Essential Tasks
A patient presents to SHR and meets the criteria for possible Ebola.

2.

Patient is isolated and the Medical Health Officer (MHO) and Infectious Disease Physician are called for
consultation.

3.

The patient room is clearly identified and entrance to the room is restricted and proper PPE is strictly enforced.

4.

Any request for a Medical Imaging (MI) procedure will be discussed between the MHO, ID Physician and Site
Radiologist or Radiologist on Call.

5.

All imaging requests will be brought to the MI Manager/Manager on-call’s attention and should have been
reviewed with a Radiologist before any procedure will be performed.

6.

The MI Manager will Notify the MI Director and Department Medical Head of the request.

7.

The MI Manager will review the request with the appropriate Supervisor and/or staff prior to the procedure being
performed. The number of staff required to safely perform the procedure will be reviewed based on the clinical
situation.

8.

Only portable procedures will be performed in the patient’s isolation room. No patient will be imaged within the MI
Department.

9.

Proper PPE and its use will be reviewed with staff and strictly enforced prior to the procedure being performed.

10.

All staff that enter the patient’s room will be tracked.

11.

Any equipment taken into the patient isolation room will be sequestered in the patient room or an area designated
by the MHO. If the case is suspected but not confirmed the equipment will be removed once the case is cleared by
the MHO and ID Physician. The equipment including the wheels will be thoroughly cleaned with Prevention
solution/wipes and must remain wet for a minimum of 3 minutes.

12.

CR Plates will be sealed in a plastic bag prior to use and cleaned upon removal with Prevention solution/wipes and
must remain wet for a minimum of 3 minutes.

13.

After proper cleaning the CR Plates will be processed in the normal manner and returned to sequestered portable
unit for storage.

14.

If a patient that is suspected of Ebola has been cleared by the MHO and Infectious Disease Physician this needs to
be clearly communicated to the Site Radiologist and Manager before the patient can be imaged in the MI
Department.
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APPENDIX 12.2 – M EDICAL IMAGING REGISTRATION

Name of Activity: Ebola Screening in MI for patients directly
registered
Role performing Activity: Unit Clerk/MOA

WORK
STANDARD

Location:
Medical Imaging
Document Owner:
Ralph Hoffman
Date Prepared:
Nov 20, 2014

Department:
Registration Services
Region/Organization where this Work
Standard originated:
SKTNHR

Last Revision:
Dec 12, 2014

Date Approved:

Work Standard Summary:
All staff who is responsible for registering patients in Enovation in Medical Imaging must conduct an Ebola screening
prior to the patient being registered in Enovation to reduce the risk of contact throughout the facility.
Proper Hand Hygiene and donning & Doffing of PPE is essential to limiting spread of virus.

Essential Tasks:
1.

2.
3.
4.

5

6

5.

6.
7.

Before the registration process starts, the person responsible for the registration will ask the patient the following questions:
“in the past 21 days have you travelled to a country with a known Ebola outbreak?”
“have you been in contact with anyone who may have been exposed to, or has been diagnosed with Ebola?”
If the patient answers yes to the above please ask the following:
“have you had a recent fever or felt sick in the past 21 days?”
If the patient states “No”. Proceed with the registration.
If the patient states “Yes” to the third question the Unit Clerk/MOA will don mask & gloves and ask the patient to do the
same.
Unit Clerk/MOA will contact the site Emergency Dept. Registration Clerk to notify them that a suspected Ebola patient will
need further screening and their location. The Registration Clerk will notify the Triage Nurse who will initiate the ED
protocol.
RUH – 306-655-1362
SPH – 306-655-5113
SCH – 306-655-8230
Unit Clerk/MOA will clear any patients from the area and limit access and egress from the area to both patients and staff. A
sign indicating “Do NOT Enter - Temporarily Closed please check back in 30 minutes” will be posted on the doors entering
the area.
Security will be notified by the Triage Nurse and sent to the patient’s location to escort the patient and the Unit Clerk/MOA
to the location identified through the ED Protocol. Security will ensure that the path is cleared to reduce patient contact.
In MI Registration, the Unit Clerk\MOA will ensure that the signs are in place and any doors that can be locked are secured
before they escort the patient along with Security to the Emergency Dept. to be screened further. DO NOT register the
patient for their visit.
Please remain calm as this will raise the patient’s anxiety and could cause confusion in the process. If the patient
refuses to go to Emergency, please contact your manager or manager on call for assistance.
Before the area is opened and the signs removed, disinfect your desk and the chair the patient sat in by using gloves and
Prevention Wipes. Follow your normal hand hygiene process.
Notify your manager or manager on call of the situation.

Supplies: Gloves, procedure masks and Prevention Wipes
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APPENDIX 13.1 – EBOLA CONTACT LIST RUH

Ebola Virus Disease – Occupational Health & Safety (OH&S) Contact List
Site: _________________

Department: ____________________________________

Patient PHN: _____________________________________ DOB: _______________________
Droplet & Contact Precautions started (date & time): ________________

Department Phone Number: __________________________
Admission (date & time): _____________________________

Airborne Precautions (AGMPs) started (date & time): __________________

Name (first & last)

Home Phone

Cell Phone

Fax this form to SHR OH&S at 306.655.1393
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APPENDIX 13.2 – EBOLA CONTACT LIST SPH

Ebola Virus Disease – Occupational Health & Safety (OH&S) Contact List
Site: _________________

Department: ____________________________________

Patient PHN: _____________________________________ DOB: _______________________
Droplet & Contact Precautions started (date & time): ________________

Department Phone Number: ___________________________
Admission (date & time): _____________________________

Airborne Precautions (AGMPs) started (date & time): __________________

Name (first & last)

Home Phone

Cell Phone

Fax this form to SHR OH&S at 306.655.5462
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APPENDIX 13.3 – EBOLA CONTACT TRACING

Name of Activity: Ebola Virus Disease (EVD) Contact
Trace
Role performing Activity: Site Occupational Health Nurse
(OHN)

STANDARD
WORK

Location: OH&S Offices, RUH,
Department:
SCH, SPH
OH&S Satellite Offices
Document Owner: Jennifer Evans & Jaecene Spott
Date Prepared:
Last Revision:
Date Approved:
September 4, 2014

Standard Work Summary:
Task Sequence

Task Definition

(Order in which
tasks occur)

(Brief summary of task )

1.

Saskatoon Health Region (SHR) Site Occupational Health & Safety (OH&S)
Office will receive written notification of a probable or confirmed EVD patient
that was admitted to one of the facilities within the SHR from either:
• SHR Population & Public Health (PPH) - Disease Control (DC), or
• Infection Prevention & Control (IPC)
Site OHN will review the Enovation database to determine what areas of the
facility the patient resided in.
Site OHN will call/page the Manager of the affected areas and inform them that
SHR OH&S will be implementing an EVD Contact Trace and request a list of
their employee’s (EEs) that worked with the patient or its environment. Site
OHN will remind the Manager to fax in the SHR Staff EVD Log (Appendix A)
on a daily basis to the appropriate site OH&S Office.
Site OHN will email the Manager the SHR OH&S EVD Contact List form
(Appendix B) to complete and to immediately fax to the appropriate site OH&S
Office.
Site OHN will call each EE on the SHR OH&S EVD Contact List and complete
the Ebola Virus Disease – Risk Assessment for Asymptomatic Returning
Travellers and Asymptomatic Contacts of Ebola (Appendix C).
Site OHN will complete the Ebola Information to Inform When Additional
Restrictions Should Apply Form (Appendix D) with each EE.
Site OHN will contact the Medical Health Officer (MHO) and review the
findings from the Ebola Virus Disease – Risk Assessment for Asymptomatic
Returning Travellers and Asymptomatic Contacts of Ebola and the Ebola
Information to Inform When Additional Restrictions Should Apply Form for
each EE.
Site OHN in consultation with the MHO will determine the EEs level of risk for
EVD and how to manage the EE, including exclusions, if required.
Site OHN will contact the EE and inform them what their level of risk is for
EVD as well as the MHOs recommendations including any exclusions that are
required.

2.
3.

4.

5.

6.
7.

8.
9.
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APPENDIX 13.3 – EBOLA CONTACT TRACING

10.

11.
12.

13.
14.

15.
16.

Site OHN will inform EEs that are considered High, Intermediate or Low Risk
that they will need to participate in Self-Monitoring with Active OH&S
Monitoring.
Site OHN will educate the EE on EVD as per the Public Health Response to
Contacts Based on Risk Assessment – November 27, 2014 (Appendix E).
Site OHN will have the EVD EE Package couriered to the EEs home address.
EVD EE Package will contain the following:
• SHR OH&S Ebola Virus Disease (EVD)-Information for Contacts
(Appendix F),
• SHR OH&S EVD Risk Letter (High, Intermediate or Low) (Appendix G),
• Employee Family Assistance Program (EFAP) Pamphlet (Appendix H),
• Thermometer.
Site OHN will review with the EE how to take an accurate oral temperature.
Site OHN will contact the EEs daily that require Self-Monitoring with Active
OH&S Monitoring and complete the SHR EVD – OH&S Symptom Inquiry
Form (Appendix I).
Site OHN will update the MHO if there are any changes to the EEs assigned
level of risk for EVD throughout the monitoring period.
Site OHN will update the SHR OH&S EVD Overview Form (Appendix J)
daily to ensure information is accurate and up to date.
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APPENDIX 13.4 – EBOLA DEFINITIONS

Ebola Virus Disease (EVD) - Definitions
Antipyretic: An agent that reduces fever.
Casual contact (≥1 meter): Examples: sharing a sitting area or public transportation; receptionist
tasks.
Close face-to-face contact (< 1 meter): for a prolonged period of time while not wearing
appropriate personal protective equipment (PPE) within approximately 1 meter of a person with
Ebola while the person was.
Conjunctival Injection: Symptoms of redness in the white sclera of the eye. It is a sign of
inflammation of the conjunctive and also can represent inflammation in the eye.
Ecchymosis: Superficial bleeding under the skin or a mucous membrane; a bruise.
Erythematous: Reddening of the skin. Erythema is a common but nonspecific sign of skin irritation,
injury, or inflammation. It is caused by dilation of superficial blood vessels in the skin.
Hemorrhage: Loss of blood. The term is usually used for episodes of bleeding that last more than
a few minutes, compromise organ or tissue perfusion, or threaten life. The most hazardous forms
of blood loss result from arterial bleeding, internal bleeding, or bleeding into the cranium. The risk
of uncontrolled bleeding is greatest in patients who have coagulation disorders or take
anticoagulant drugs.
Petechiae: Small, purplish, hemorrhagic spots on the skin that appear in patients with platelet
deficiencies (thrombocytopenia) and in many febrile illnesses.
Pharyngitis: Inflammation of the mucous membranes and lymphoid tissues of the pharynx,
usually as a result of infection.
Maculopapular: A rash that has both flat stained regions (macules) and small elevated bumps or
pimples (papules).
Malaise: A subjective sense of discomfort, weakness, fatigue, or feeling rundown that may occur
alone or accompany other symptoms and illnesses.
Myalgia: Tenderness or pain in the muscles; muscular rheumatism.
References
Retrieved from: http://www.cdc.gov/vhf/ebola/exposure/risk-factors-when-evaluating-personfor-exposure.html
Retrieved from: http://nursing.unboundmedicine.com/nursingcentral/index/TabersDictionary/Entries/*
Retrieved from: http://medicaldictionary.net/conjunctival-injection.html
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APPENDIX 13.5 – EBOLA L ETTER – HIGH RISK CONTACT

Date:
Address:
Dear:

Employee Number:

You have been named as a contact to a confirmed or probable case of Ebola Virus Disease (EVD).
SHR Occupational Health & Safety (OH&S) has contacted you and completed the EVD Risk Assessment, it was
determined that your level of risk was deemed to be HIGH.
Individuals that have been deemed HIGH RISK for EVD are required to immediately implement Self-Monitoring
with Active OH&S Monitoring for 21 days from your last contact with a probable or confirmed EVD case.
Self-Monitoring with Active OH&S Monitoring is a collaborative process between yourself and OH&S. OH&S will
contact you daily to record your temperature and complete an EVD symptom inquiry.
Individuals who are HIGH RISK for EVD are required to:
• Record temperature (orally) twice daily and report any reading 38.0°C (100.4°F) or higher, immediately to
SHR Population & Public Health (PPH) at 306.655.4620.
• Refrain from taking any antipyretic medication such as Tylenol™ (Acetaminophen) or Advil™ (Ibuprofen),
etc. during the monitoring period.
• Self-monitor for the appearance of any other early symptoms of EVD including: severe headache, muscle
pain, weakness, malaise (feeling unwell), sore throat, vomiting, diarrhea and rash. Late signs include
hemorrhagic (bleeding) symptoms.
• NOT travel outside of their city of residence during the monitoring period (21 days after last contact with a
probable or confirmed EVD case).
• NOT use public transportation (e.g. airplane, bus, taxi, etc.).
• NOT present at any public places or gatherings (e.g. shopping center, movie theatre, church).
• NOT report to workplace.
You are permitted to engage in non-congregated public activities while maintaining a 3 foot distance from
others (e.g. jogging in a park or raking leaves). There are no special requirements for washing your linen, dishes
or cutlery, disposing of your waste or cleaning your bathrooms, environmental surfaces and other items.
If symptoms of EVD appear, you will need to STOP working and SELF ISOLATE immediately and contact PPH at
306.655.4620 for further direction by Medical Health Officer (MHO). This number is monitored 24 hours a day 7
days a week. The MHO will arrange for transportation to hospital as required.
If there is difficulty with compliance of the above requirements, then a Public Health Order from the MHO will
be considered.
If you have any questions please call your site OH&S office noted here and request to speak to the
Occupational Health Nurse.
☐Royal University Hospital
Tel: 306.655.1387

☐Saskatoon City Hospital
Tel: 306.655.8040

☐St. Paul’s Hospital
Tel: 306.655.5495

Healthiest people ~ Healthiest communities ~ Exceptional service
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APPENDIX 13.6 – EBOLA C ONTACT LETTER – INTERMEDIATE RISK

Date
Address
Dear:

Employee Number:

You have been named as a contact to a confirmed or probable case of Ebola Virus Disease (EVD).
SHR Occupational Health & Safety (OH&S) has contacted you and completed the EVD Risk Assessment, it was
determined that your level of risk was deemed to be INTERMEDIATE.
Individuals that have been deemed INTERMEDIATE RISK for EVD are required to immediately implement SelfMonitoring with Active OH&S Monitoring for 21 days from your last contact with a probable or confirmed EVD
case.
Self-Monitoring with Active OH&S Monitoring is a collaborative process between yourself and OH&S. OH&S will
contact you daily to record your temperature and complete an EVD symptom inquiry.
Individuals who are deemed INTERMEDIATE RISK for EVD are required to:
• Record temperature (orally) twice daily and report any reading 38.0°C (100.4°F) or higher, immediately to
SHR Population & Public Health (PPH) at 306.655.4620.
• Refrain from taking any antipyretic medication such as Tylenol™ (Acetaminophen) or Advil™ (Ibuprofen),
etc. during the monitoring period.
• Self-monitor for the appearance of any other early symptoms of EVD including: severe headache, muscle
pain, weakness, malaise (feeling unwell), sore throat, vomiting, diarrhea and rash. Late signs include
hemorrhagic (bleeding) symptoms.
• NOT travel outside of their city of residence during the monitoring period (21 days after last contact with a
probable or confirmed EVD case) unless approved by Medical Health Officer.
• NOT use public transportation (e.g. airplane, bus, taxi, etc.) unless approved by Medical Health Officer.
• NOT present at any public places or gatherings (e.g. shopping center, movie theatre, church) unless
approved by Medical Health Officer.
• NOT report to workplace unless approved by Medical Health Officer.
You are permitted to engage in non-congregated public activities while maintaining a 3 foot distance from
others (e.g. jogging in a park or raking leaves). There are no special requirements for washing your linen, dishes
or cutlery, disposing of your waste or cleaning your bathrooms, environmental surfaces and other items.
If symptoms of EVD appear, you will need to STOP working and SELF ISOLATE immediately and contact PPH at
306.655.4620 for further direction by Medical Health Officer (MHO). This number is monitored 24 hours a day 7
days a week. The MHO will arrange for transportation to hospital as required.
If there is difficulty with compliance of the above requirements, then a Public Health Order from the MHO will
be considered.
If you have any questions please call your site OH&S office noted here and request to speak to the
Occupational Health Nurse.
☐Royal University Hospital
☐Saskatoon City Hospital
☐St. Paul’s Hospital

Tel: 306.655.1387
Tel: 306.655.8040
Tel: 306.655.5495

Healthiest people ~ Healthiest communities ~ Exceptional service
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APPENDIX 13.7 EBOLA CONTACT LETTER – LOW RISK

Date
Address
Dear:

Employee Number:

You have been named as a contact to a confirmed or probable case of Ebola Virus Disease (EVD).
SHR Occupational Health & Safety (OH&S) has contacted you and completed the EVD Risk Assessment, it
was determined that your level of risk was deemed to be LOW.
Individuals that have been deemed LOW RISK for EVD are required to immediately implement
Self-Monitoring with Active OH&S Monitoring for 21 days from your last contact with a probable or
confirmed EVD case.
Self-Monitoring with Active OH&S Monitoring is a collaborative process between yourself and SHR OH&S.
OH&S will contact you daily to record your temperature and complete an EVD Symptom Inquiry.
Individuals who are LOW RISK for EVD are required to:
• Record temperature (orally) twice daily and report any reading 38.0 °C (100.4°F) or higher,
immediately to SHR Population & Public Health (PPH) at 306.655.4620.
• Refrain from taking any antipyretic medication such as Tylenol™ (Acetaminophen) or Advil™
(Ibuprofen), etc. during the monitoring period.
• Self-monitor for the appearance of any other early symptoms of EVD including: severe headache,
muscle pain, weakness, malaise (feeling unwell), sore throat, vomiting, diarrhea and rash. Late signs
include hemorrhagic (bleeding) symptoms.
• NOT travel outside of their city of residence during the monitoring period (21 days after last contact
with a probable or confirmed EVD case) unless approved by Medical Health Officer. ASK ABOUT THIS
NOT IN CDC GUIDELINES WE HAD IN OUR LOW RISK LETTER BEFORE.
Quarantine is NOT RECOMMENDED for close contacts of a confirmed or probable EVD case. There are no
special requirements for washing your linen, dishes or cutlery, disposing of your waste or cleaning your
bathrooms, environmental surfaces and other items.
If symptoms of EVD appear, you will need to STOP working and SELF ISOLATE immediately and contact
PPH at 306.655.4620 for further direction by Medical Health Officer (MHO). This number is monitored 24
hours a day 7 days a week. The MHO will arrange for transportation to hospital as required.
If there is difficulty with compliance of the above requirements, then a Public Health Order from the MHO
will be considered.
If you have any questions please call your site OH&S office noted here and request to speak to the
Occupational Health Nurse.
☐Royal University Hospital
☐Saskatoon City Hospital
☐St. Paul’s Hospital

Tel: 306.655.1387
Tel: 306.655.8040
Tel: 306.655.5495

Healthiest people ~ Healthiest communities ~ Exceptional service
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Appendix 13.8 - Ebola Public Health Response to Contacts Risk Assessment

Public Health Response to Contacts Based on Risk Assessment – November 27, 2014
A contact who has symptoms compatible with Ebola Virus Disease (EVD) at the time of assessment or who develops symptoms during the
monitoring period, should be managed as a suspect case and the VHF Flowmap must be initiated.
These individuals should be managed as a suspect case. Their contacts will be assessed and managed according to the risk assessment and
associated public health measures until EVD has been ruled out in the suspect case.
Category of Contact

Self-Monitoring

Summary of Public Health Measures

Active Public Health Monitoring

Restrictions

Work

Controlled Movement

Other

High Risk

YES

YES – once a day

YES

YES

YES

Intermediate Risk

YES

YES – once a day

Consider

Consider

Consider

Low Risk

YES

YES – once a day

NO

Travel – only to ensure
continued follow-up

NO

No Risk

NO

NO

NO

NO

NO

Additional details and further considerations for the public health measures outlined in the table are provided below.

Education

Educate all contacts about:
• symptoms of Ebola,
• period of communicability,
• mode of transmission,
• infection prevention and control measures to reduce the risk of transmission.
If necessary, teach the individual how to take their temperature accurately and provide a thermometer to them if they do not have access to one.
Contacts must be informed of what to do if symptoms develop:
• SELF ISOLATE as quickly as possible and contact public health immediately for further direction.
Page 1
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Monitoring

Appendix 13.8 - Ebola Public Health Response to Contacts Risk Assessment

The purpose of monitoring contacts of persons with suspected or confirmed Ebola are:
• to identify any symptomatic contacts as early as possible to facilitate prompt assessment and laboratory diagnostic testing; and
• to reduce the amount of time between the onset of illness and isolation in order to reduce the opportunity for transmission to others.
Monitoring must continue:
• for 21 days following the last possible exposure to Ebola (i.e. the full incubation period), or
• until information is available that the person has not been in contact with Ebola (i.e. negative Ebola test results of the index case)
Individuals who are self-monitoring should:
• Record temperature twice daily and report any reading ≥ 38.0°C (100.4°F) to public health.
• Refrain from taking any antipyretic medication during the monitoring period if possible.
• Self-monitor for early symptoms of EVD including severe headache, muscle pain, malaise, sore throat, vomiting, diarrhea and rash.
• If symptoms appear, individual to SELF-ISOLATE immediately and contact Public Health for further direction.
The individual should not go to a doctor's office, clinic or emergency room until the situation has been discussed with public health. However, if the situation
is immediately life threatening, call Emergency Services.
Active Public Health Monitoring is when public health initiates contact with individuals during the monitoring period (i.e., 21 days from the last possible
exposure). Routine contact will be by telephone; however a combination of telephone and direct monitoring (see below) may be appropriate in certain
circumstances. The minimum frequency for active public health monitoring is outlined in the table. The frequency may be increased if deemed necessary.
Direct Monitoring is conducted by public health staff to directly observe the individual to review symptom status and monitor temperature. Use of technology
such as Skype or Facetime may facilitate direct monitoring. Direct monitoring may be beneficial in providing psychosocial support to a quarantined individual or
where compliance with public health measures is of concern.

Restrictions

Varying levels of restrictions may be instituted for contacts based on their risk category in order to:
•
•
•

facilitate daily contact with public health authorities conducting active public health monitoring,
facilitate access to health care in an appropriate setting should it be required, or
reduce the risk to the public should the contact develop symptoms suggestive of Ebola.

Factors to Consider when completing an individualized assessment of risk and need for other restrictions (CDC, November 3, 2014)
•
•
•
•

Intensity of exposure (e.g. daily direct patient care versus intermittent visits to Ebola treatment unit)
The point in time of the incubation period (the risk falls substantially after 2 weeks)
Compliance with active daily monitoring
The individual’s ability to immediately recognize and report symptom onset, self-isolate, and seek medical care
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Appendix 13.8 - Ebola Public Health Response to Contacts Risk Assessment

•

I.

The probability that the proposed activity would result in exposure to others prior to effective isolation.

Work
When work restrictions are in place, individuals:
• Should not return to their workplace for the duration of the monitoring period.
• Telework is permissible.
Work restrictions or alternate duties may be necessary in certain circumstances.
Although work restrictions may not be required from a public health perspective in low risk situations, there may be sensitivities from coworkers that may
warrant alternate arrangements for individuals.

II.

Controlled Movement
When controlled movement restrictions are in place, individuals:
• are restricted from long distance travel
• are restricted from using all forms of local public conveyances (buses, taxis, planes)
• should be excluded from public places (e.g. shopping centers, movie theaters) and congregate gatherings
Controlled movement does not apply to non-congregate activities when a 1 meter or greater distance from other persons can be reliably maintained.
NOTE: If travel is allowed, it is restricted to non-commercial conveyances only; it must be coordinated with public health authorities at both the origin and
destination to facilitate uninterrupted active public health monitoring.

III.
Other Restrictions
When other restrictions are in place, individuals:
• Should maintain a log of visitors attending the home.
• Should not attend closed events with known and defined attendees (such as birthday parties).
Health Care Worker Contacts
From a public health perspective, the public health measures should be implemented for health care workers based on their risk assessment categorization.
Health care workers (HCW) who used adequate PPE in Canada would, in general, be considered lower risk than HCW who used adequate PPE while providing
care in countries with widespread Ebola virus transmission.
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Public Health Orders

Appendix 13.8 - Ebola Public Health Response to Contacts Risk Assessment

Equitable and ethical use of public health orders includes supporting and compensating persons who sacrifice their individual liberties and freedoms for public
good. Specifically, considerations must be in place to provide shelter, food and lost wage compensation, and to protect the dignity and privacy of the individual.
Persons under public health orders should be treated with respect and dignity. Considerable, thoughtful planning is needed to implement public health orders
properly. (CDC, Nov 3, 2014)
Based on the above principles, individuals should be informed in writing of the public health measures that they are required to follow based on the risk
assessment.
In general, a progressive approach should be used to implement public health measures are being met. This includes discussion reinforced with a letter. Failing
compliance, the issuance of an order should be considered.

Management of household contacts of asymptomatic contacts who are self-monitoring

No restrictions are imposed on contacts of contacts. Once a contact develops symptoms, their contacts should be assessed for risk and be managed
accordingly.
When an individual is considered a high risk contact, an assessment of their social circumstances should be conducted including their living
arrangements. At times, separating high risk individuals from their household/family members may be required. Complete Information to Inform
When Additional Restrictions Should Apply to determine if additional restrictions should be placed on individuals.
Household members of asymptomatic contacts, particularly those in the high risk categories, should be informed about Ebola and their role in
ensuring their safety. If the exposed person living in the home becomes ill, other household contacts will be assessed and managed according to
their risk categorization with monitoring, and possible work, travel or other restrictions requirements.

Domestic Animals

The role of various animal species, as reservoir or incidental hosts of Ebola virus, remains unclear (Canadian Food Inspection Agency, Nov. 2014).
Swine - There is scientific evidence that swine are susceptible to natural and experimental infection with the Reston strain. There is also evidence in
laboratory setting that infected pigs are able to transmit the virus to uninfected pigs and non-human primates. Considering the theoretical risk of
infection and further transmission through the swine population and potentially to humans, individuals who are contacts to Ebola virus disease who
have contact with pigs or swine farms should be asked to avoid contact with these animals for the duration of the incubation period.
Dogs - Although the extent of infection is unknown in dogs, there is evidence that dogs seroconvert with exposed to Ebola virus. No signs of clinical
illness were noted in the dogs that were seropositive to Ebola virus. Canadians tend to have close relationships with their companion pets that
include the exchange of body fluids through licking, biting, etc. Considering the lack of information available regarding dogs and infection with Ebola
Page 4
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Appendix 13.8 - Ebola Public Health Response to Contacts Risk Assessment

virus, it is recommended that animals be boarded for the duration of the incubation period in order to prevent exposure to the animal and potential
subsequent exposures to other individuals (family member or animal care providers).

Environment
Principles for Environmental Cleaning
• Individuals are not infectious during the incubation period.
• Infectiousness is low during early illness and increases during progression of illness. Persons are most infectious late in illness and remain
infectious post-mortem.
• Body fluids, particularly blood, feces, and vomit are most infectious.
An assessment of the symptoms of the person who is being investigated for Ebola will determine the level of environmental cleaning and
decontamination required.
Environmental contamination is defined as areas soiled with blood, vomit or feces.
•
•

In situations where environmental contamination occurred, full cleaning is required applying the principles of biocontainment and The
Biohazardous Waste Management Guidelines should be adhered to.
When there is no environmental contamination (i.e. the individual had symptoms of fever or generalized symptoms only), cleaning with
routine household cleaning solutions following the manufacturer’s instructions and using gloves followed by handwashing are adequate.

The disposition of household contacts of a symptomatic individual should be determined after reviwing whether environmental contamination has
occurred in the home and if further exposure can be avoided if the contacts are allowed to return home.
If the assessment determines further exposure of family members cannot be discounted, the family should be directed not to return home until
diagnosis is confirmed or ruled out. If confirmed, arrange for a qualified third party to clean the home and appropriately manage waste. If the
diagnosis is ruled out, the family can return home without delay.

Technical Information About Transmission of Ebola (US Centers for Communicable Disease Prevention and Control, Oct 29, 2014):
During an Ebola outbreak in Kikwit, Democratic Republic of the Congo in 1995 involving 27 cases of primary EVD, 28 (16%) of the 173 household contacts
developed EVD. Of the 173 household contacts, 95 were family members. 28 of 95 family members who had direct contact with a primary case became infected,
whereas none of 78 family members who did not report direct contact became infected. Further, among those with direct contact, exposure to body fluids
conferred additional risk (relative risk = 3.6) consistent with the importance of direct contact with the blood or other body fluids of infected patients in
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propagating EVD transmission. The risk was also increased for adult family members who touched a deceased EVD patient and who were exposed during the late
hospital phase.
This is similar to reports of other studies, in that all or the large majority of secondary cases involved direct physical contact with a known case. Similarly, several
investigations have demonstrated that individuals living in confined spaces but do not have direct physical contact do not develop EVD.
The indirect exposure to blood and body fluids, such as through fomites, have been studied as well. In an Ebola outbreak in Gulu, Uganda in 2000-2001, one
patient had no direct exposure to another EVD patient, however this individual had slept with a blanket that had been used by a patient who had died of EVD.
Another study evaluated 31 environmental specimens from an Ebola isolation ward that were not visibly contaminated with blood. All specimens were negative
suggesting that fomites in clinical settings with frequent cleaning and decontamination are unlikely to be capable of transmitting EVD.
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http://www.cdc.gov/vhf/ebola/pdf/monitoring-and-movement.pdf
https://www.osha.gov/Publications/OSHA_FS-3756.pdf

http://www.cdc.gov/vhf/ebola/hcp/residental-decontamination.html
(Oct 29, 2014) http://www.cdc.gov/vhf/ebola/transmission/human-transmission.html
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Ebola Virus Disease – Risk Assessment for Asymptomatic Returning Travellers and
Asymptomatic Contacts of Ebola (Nov 27, 2014)
Name: _________________________________________

M

F DOB: ________________ HSN: ________________________

Address: ___________________________________________ City: __________________________ Postal Code: ___________________
Contact Numbers (home): ____________________ (work): ________________________ (cell): _____________________________
Occupation: __________________________ Guardian (if contact is a child): _________________________________________________
Did you have contact with a person known or strongly suspected to have EVD (case)?

Yes

No

Unsure

If Yes, what was the date of last contact with the person noted above? ___________________________
Which city/country did this contact occur? ____________________________________________________________
Relationship to case:

Household
Caregiver
Classmate/Co-worker
Sexual (risk extends for 3 months following recovery)

Friend
Other___________________________
Health care provider _________________________

Name of case:__________________________________________________ Date of onset of symptoms?___________________________

SECTION 1 – FOR TRAVELLERS RETURNING FROM AFFECTED COUNTRIES (If No Travel, proceed to section2)
Check below the countries
visited in the past 21 days

Town/City/Areas Visited

Dates Travelled

□ Guinea
□ Sierra Leone
□ Liberia
□ Other (Specify)
Travel Type

Carrier Name

Flight/Carrier #

Seat #

City of Origin

Did you visit or receive care in a Health Care Facility while in an affected country?

Destination City

Yes

Dates of Travel

No

Which facility did you attend? ___________________________________________________________________________
Purpose of travel: _____________________________________________________________________________________
Risk factors in endemic countries:
Known contact with a case

Returning Healthcare worker/NGO/AID worker/laboratory worker/mortician

Work/visit mines and caves

Unprotected contact with chimpanzees, gorillas, fruit bats, monkeys, forest antelope or

Participated in funeral rites

porcupine or their raw meat
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SECTION 2 - GENERAL ASSESSMENT

Ask the following questions to provide details and context in assigning risk if the contact does not fit directly into one
of the specific risks identified on page 4:
1. Did you have contact with a case after they had symptoms of illness?
Yes

No (If NO, skip to Question 5)

Stage of illness at time of contact with the case:
What was the extent of illness of the case at the time of contact?
Deceased
No symptoms
Unknown
Symptomatic Specify____________________________________________________________________
Recovered (Ebola virus persists in semen of recovered male patients for 3 months)
2.

Did you have contact with blood or other body fluid(s) (e.g. stool, urine, saliva, semen, and vomitus) from the
patient while they were symptomatic?
Yes
No
Unsure (see chart in Question 3 for potential explanation of
risk based on exposure)

3. What body fluid(s) did you come in contact with?
Blood
Stool

Saliva
Urine

Tears
Vaginal Fluid

Vomitus
Semen

Sweat
Breast milk
Cerebral spinal fluid (CSF)

Respiratory/nasal secretions
Other:_____________________

Did you handle, touch or share any of the following personal items with case while the case had symptoms?
Item
YES
NO
UNSURE
Toothbrush
Mucous membrane
Razor
Percutaneous
Food/drinks/cigarettes
Mucous membrane
Eating utensils
Mucous membrane
Shared bed
Close contact
Drug use materials
Percutaneous
Other
4. What was your type of contact to the Body Fluids?
Contact with intact skin
Contact with broken skin (fresh cut, burn, abrasion, needle stick)
Contact with mucous membranes
Contact but used appropriate PPE
Other:__________________________________________________

No
No
No
No
No

Yes Date:
Yes Date:
Yes Date:
Yes Date:
Yes Date:

____________________
____________________
___________________
____________________
____________________

5. Type of Contact with the Case
Type of Contact with Case
Direct Care of Case while symptomatic
Direct contact with the case
Close face-to-face contact (less than 1 meter)
Casual Contact (greater than 1 meter)
No direct interaction with a case

Yes

No

Unknown

6. Was your contact with case the result of occupational exposure?

No
Yes
Occupation: ___________________________________________________________ If HCW, complete section 3
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SECTION 3 – FOR HEALTH CARE WORKER EXPOSURES

Describe what type of work you were doing: ____________________________________________________________
Did you work with Ebola patients? __ __________________________________________________________________
What type of setting? _______________________________________________________________________________
7. What personal protective equipment did you generally use?
Gloves
Double gloves
Glasses/goggles
Leg covers
PAPR
Shoe covers
Tyvek Suit
Gown (fluid resistant & impermeable)
a) Did you receive training?
b) Did you use a “Buddy system”?
c) Was there a breach in using PPE?

Yes
Yes
Yes

No
No
No

Face Shield
N95 mask

Unsure

Hood
Surgical mask

Date: ___________________________

Describe: __________________________________________________________________________________________
__________________________________________________________________________________________________

SECTION 4 – FOR NON-HEALTHCARE EXPOSURES (HOUSEHOLD, SOCIAL COMMUNITY)
Environment
8. The following questions will help to determine what extent of exposure may have occurred by sharing an
environment with a case
Did you share the following rooms with
Yes
No
What was the proximity to the case while they were
the case?
symptomatic? (<1 meter or ≥1 meter)
Bathroom
Kitchen
Bedroom
Living room
Personal vehicle

Did you work or attend school with the
case?

Yes

No

What was the proximity to case while they were
symptomatic? (<1 meter or ≥1 meter)

Office/cubicle/classroom
Coffee area/Lunch room

9. What type of settings were you in where contact with a symptomatic case occurred or may have occurred without
you knowing?
Setting:
Yes
No
If yes and exposure to a case is known, what was your
proximity to case? (<1 meter or ≥1 meter)
Bus
Airplane
Train
Taxi
Public gatherings
Private gatherings
Health care settings
Additional Information (if more space is needed, use page 5)
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Definitions:
Casual contact (≥1 meter): Examples: sharing a sitting area or public transportation; receptionist tasks.
Close face-to-face contact (< 1 meter) for a prolonged period of time while not wearing appropriate PPE within
approximately 1 meter of a person with Ebola while the person was symptomatic
Country with widespread transmission: http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/distribution-map.html

Based on the responses to the questions on pages 1-3, assign the appropriate risk category
If the person has at least one exposure in a risk category, apply the public health measures identified for that risk
category.
High Risk (Adapted from CDC, October 27, 2014 1):
YES NO UNSURE
Did you have percutaneous (e.g. needlestick) or mucous membrane contact with blood or body fluids
from a person known or strongly suspected to have EVD while the person was symptomatic
Refer to Did you have exposure, without appropriate personal protective equipment (PPE), to the blood or
Q7
body fluids (including but not limited to feces, saliva, sweat, urine, vomit, and semen) of a person
known or strongly suspected to have EVD while the person was symptomatic. (See Sask Infection
Control PPE Guidelines – Ebola)
Did you process blood or body fluids of a person known or strongly suspected to have EVD while the
person was symptomatic without appropriate PPE or standard biosafety precautions
Did you have direct contact with a dead body without appropriate PPE in country with widespread
transmission
Refer to Have you provided direct care to a person known or strongly suspected to have EVD while the person
Q1-9
was symptomatic.
Had contact with surfaces or equipment contaminated with blood or body fluids of person known or
strongly suspected to have EVD before appropriate cleaning and without appropriate PPE
Intermediate Risk (Adapted from CDC, October 27, 20141):
YES NO UNSURE
Refer to In Country with widespread Ebola virus transmission: were you in direct contact while using
Q7
appropriate PPE with a person with Ebola while the person was symptomatic
Refer to Close contact in households, health care facilities, or community settings with a person with Ebola
Q1-9
while the person was symptomatic
Low (but not zero) (Adapted from CDC, October 27, 20141) (Questions 8 & 9 may assist in determining risk):
YES NO UNSURE
Were you in a country with widespread Ebola virus transmission within the past 21 days and having
had no known exposures
Having direct contact (e.g., shaking hands) while not wearing appropriate PPE, with a person with
Ebola while the person was in the early stage of disease
Refer to Casual contact with a person known or strongly suspected to have EVD while the person was
Q1-11
symptomatic
Refer to In countries without widespread Ebola virus transmission: direct contact while using appropriate PPE
Q1-11
with a person with Ebola while the person was symptomatic
Traveled on an aircraft with a person with Ebola while the person was symptomatic.
Direct unprotected contact with any of the following infected animals such as chimpanzees, gorillas,
fruit bats, monkeys forest antelopes or porcupine from EVD-affected country?
No identifiable risk (Adapted from CDC, October 27, 20141):
YES NO UNSURE
Contact with an asymptomatic person who had contact with person with Ebola
Contact with a person with Ebola before the person developed symptoms
Having been more than 21 days previously in a Country with widespread Ebola Virus transmission
Having been in a country without widespread Ebola virus transmission and not having any other
exposures as defined above
1

http://www.cdc.gov/vhf/ebola/exposure/risk-factors-when-evaluating-person-for-exposure.html
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Additional Information:
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Appendix 13.10 – Ebola Staff Log Sheet RUH

Saskatoon Health Region
STAFF LOG
All authorized personnel
MUST SIGN IN
before entering patient’s room
ONLY AUTHORIZED PERSONNEL MAY ENTER ROOM
Date

Print Name (first & last)

Occupation

Cellular
Number

Other
Number

Fax this sheet daily to SHR Occupational Health & Safety at 306.655.1393
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Appendix 13.11 – Ebola Staff Log Sheet SPH

Saskatoon Health Region
STAFF LOG
All authorized personnel
MUST SIGN IN
before entering patient’s room
ONLY AUTHORIZED PERSONNEL MAY ENTER ROOM
Date

Print Name (first & last)

Occupation

Cellular
Number

Other
Number

Fax this sheet daily to SHR Occupational Health & Safety at 306.655.5462
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Ebola
Information to Inform When Additional Restrictions Should Apply
Access and Follow-Up

Do you have reliable access to a telephone?

No

Yes

Phone Number: ___________________

Is language posing a barrier to understanding and complying with the Public Health measures?

No

Yes

If yes, what language do they speak? __________________________________
Is an interpreter required?

No

Yes

Home

Who else lives in the home with you?
Name
Age

Relationship

Describe the type of home you live in (e.g. apartment building, number of floors, number of apartments,
elevators, shared laundry, etc).
____________________________________ ________________________________________________________
Is this your permanent address or is this a temporary arrangement? ____________________________
Any concerns with being displaced or needing to move? (how stable/secure is their housing? Couch surfing? How
hard will it be to find them for the next 21 days?)
How many bathrooms? _________________
If restrictions are imposed that limit the contact with other household members, can this be accommodated (e.g.
can a bedroom and a bathroom be dedicated to the individual)?
No
Yes
How?
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Work

Do you work outside the home?

No

Yes

Where do you work (name and address):

Do you have the option of working from home or working with limited contact with others?
No
Yes
Unsure
Please describe your work activities and your work environment:

If you developed symptoms at work, would you be able to immediately stop work and self-isolate to contact
No
Yes
public health?
Does your work involve direct contact or direct care of others?
No
Yes
Work restrictions or alternate duties may be necessary in certain circumstances.

Social

What social groups/activities are you involved in?

Activity (e.g.
sports/arts/church groups/
service organizations/ other)

Does your involvement result
in direct contact or direct care
of others? (Y or N)

Name of group/ organization/ how
many others are present or
participating? What do you do?

Do you have any private functions planned for the next 21 days (birthdays, anniversaries, etc)?

Function

Date

Location

Number of Attendees and Relationship
to Attendees

Can contact with others at these functions be avoided?
No
Yes
If yes, do you know everyone that will be there?
No
Yes
Restricting participation in social events may be appropriate in certain circumstances.
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Do you have any trips out of town planned for the next 21 days?
Where
Departure Date
Purpose of Trip

How are you travelling there?

Return Date

If the destination falls outside of the EMS access radius, travel restrictions may be imposed.
Do you use public transit (bus, taxi, etc)?
No
Yes
If yes, what type and how often? _______________________________________________________
Any other concerns that may impact the contacts ability to comply with the prescribed Public Health measures:

Pets/Animals
Are there any companion animals in the home?

No

Yes

If yes, what type? ____________________________________________________________________________
Do you have contact with livestock operations?

No

Yes

If yes, please provide details (location, type of animals, type of contact)
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APPENDIX 13.13 – OH&S EVD INFORMATION FOR CONTACTS

Ebola Virus Disease (EVD)-Information for Contacts
What is Ebola?
•

Ebola is the cause of a viral hemorrhagic fever disease.

How is Ebola transmitted?
•
•

Human-to-human transmission occurs through close contact of blood or other bodily fluids.
It is not an airborne disease.

Blood and Body Fluids that can spread Ebola are:
•
•
•
•
•

Blood
Vomit
Feces
Urine
Breast milk

•
•
•
•

Saliva
Semen
Vaginal fluids
Sweat

How long after exposure do the symptoms occur?
•

Symptoms can appear from 2 – 21 days after exposure.

Symptoms to watch for are:
•
•
•
•
•
•

sudden onset of fever (38.0°C/ 100.4°F)
• vomiting
weakness
• diarrhea
muscle pain
• rash
headaches
• malaise (feeling unwell)
sore throat
hemorrhagic symptoms (such as nosebleeds, bloody vomit, bloody diarrhea, internal bleeding and
conjunctivitis). However, these hemorrhagic symptoms are seen in less than 50 % of cases.

Self-Isolation if symptoms develop:
•
•
•
•
•
•
•

Contact Saskatoon Health Region (SHR) Population & Public Health (PPH) immediately, at 306.655.4620.
Separate yourself from other people, as much as possible; you should stay in a different room from other
people in your home. Use a separate bathroom, if available.
Wear a facemask, when you are in the same room with other people and when you visit a healthcare
provider.
Cover your coughs and sneezes, with a tissue when you cough or sneeze, or if you can cough or sneeze
into your sleeve. Throw used tissues in a lined trash can, and immediately wash your hands with soap and
water.
Wash your hands, often and thoroughly with soap and water. You can use an alcohol-based hand sanitizer
if soap and water are not available and if your hands are not visibly dirty.
Avoid sharing household items; do not share dishes, drinking glasses, cups, eating utensil, towels, bedding,
or other items with other people in your home.
SHR PPH will arrange transportation to hospital by ambulance for you.

You are required to watch for any Ebola symptoms until _____________________.
Take your temperature twice a day (at 8:00am and 8:00pm) until ___________________________.
You will find directions for how to take your temperature as well as a place to write it down on the
back side of this page.
SHR Occupational Health & Safety will contact you daily to record your temperature readings and to
complete a symptom inquiry.
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How to take an oral temperature

1.
2.
3.
4.
5.

6.
7.
8.
9.

Make sure you have not had anything to eat or drink for 10 – 15 minutes prior.
Remove the digital thermometer from its case.
Press the button to turn it on.
Place the thermometer’s tip under your tongue and gently close your mouth.
Let the thermometer sit in your mouth until it beeps and the temperature will appear on the digital
screen.
Gently remove the thermometer from your mouth.
Read your temperature on the digital screen.
Record temperature, date and time the temperature was taken on chart below.
Wash the tip of the thermometer with warm water and soap; store in a cool, dry place and put
the thermometer back in its case.

Date

8:00 am
Temp

Record Temperatures & Symptoms Here
8:00 am Symptoms

8:00 pm
Temp

8:00 pm Symptoms

OH&S
Notified

If you develop a fever of 38.0°C (100.4°F) or higher, immediately SELF-ISOLATE and call
SHR PPH Services at 306.655.4620.
Inform them that you are a contact to Ebola and what symptoms you are having.
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Ebola Virus Disease – Occupational Health & Safety (OH&S) Overview
Last Name

First Name

PHN

Date of
Birth

Level of
Risk
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
 High
 Interm
 Low
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SelfMonitoring
with Active
OH&S
Monitoring
START DATE

 Yes,
date__________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date_________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No

Symptomatic

 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No

Self-Isolate

Hospitalized

Exclusion

 Yes,
date ________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No

 Yes,
date ______
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No

 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No

SelfMonitoring
with Active
OH&S
Monitoring
END DATE
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Ebola Virus Disease – Occupational Health & Safety (OH&S) Symptom Inquiry
CASE INITIALS: ____________________
NAME: ____________________________  M  F DOB: _______________ PHN: __________________ CONTACT NUMBERS (H): _____________ (W): _______________ (C): ________________________
BASELINE TEMPERATURE (date & time): ____________________ LAST CONTACT WITH CASE (date & time): ______________________ 21 DAYS FROM LAST CONTACT IS: ______________________________

Recovered
(dd/mm/yy)

Other (specify)

Death
(dd/mm/yy)

Hospitalization
(dd/mm/yy)

Other

Antibiotic
(dd/mm/yy)

Other Antipyretic
See Appendix A

Ibuprofen
(dose/frequency)

Acetaminophen
(dose/frequency)

No Fever of
Symptoms

Other (specify)

Treatment
Erythematous
maculopapular
rash on the trunk

Unexplained
hemorrhage

Bleeding not
related to injury
(ie: petechiae,
ecchymosis)

Diarrhea than
can be bloody

Vomiting

Abdominal pain

Pharyngitis

Conjunctival
injection

Severe
headache

Myalgia

Malaise

Temperature (0C)

Time

Surveillance Day
#

Date dd/mm/yy

Symptoms (Check all boxes that apply)

08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
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Recovered
(dd/mm/yy)

Other (specify)

Treatment

Death
(dd/mm/yy)

Hospitalization
(dd/mm/yy)

Antibiotic
(dd/mm/yy)

Other Antipyretic
See Appendix A

Symptoms (Check all boxes that apply)
Ibuprofen
(dose/frequency)

Acetaminophen
(dose/frequency)

No Fever of
Symptoms

Other (specify)

Erythematous
maculopapular
rash on the trunk

Unexplained
hemorrhage

Bleeding not
related to injury
(ie: petechiae,
ecchymosis)

Diarrhea than
can be bloody

Vomiting

Abdominal pain

Pharyngitis

Conjunctival
injection

Severe
headache

Myalgia

Malaise

Temperature (0C)

Time

Surveillance Day
#

Date dd/mm/yy

APPENDIX 13.15 – OH&S EVD SYMPTOM INQUIRY

NAME: ____________________________  M  F DOB: _______________ PHN: __________________

Other

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs
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NAME: ____________________________  M  F DOB: _______________ PHN: __________________

Recovered
(dd/mm/yy)

Other (specify)

Death
(dd/mm/yy)

Hospitalization
(dd/mm/yy)

Other

Antibiotic
(dd/mm/yy)

Other Antipyretic
See Appendix A

Ibuprofen
(dose/frequency)

Acetaminophen
(dose/frequency)

No Fever of
Symptoms

Other (specify)

Treatment
Erythematous
maculopapular
rash on the trunk

Unexplained
hemorrhage

Bleeding not
related to injury
(ie: petechiae,
ecchymosis)

Diarrhea than
can be bloody

Vomiting

Abdominal pain

Pharyngitis

Conjunctival
injection

Severe
headache

Myalgia

Malaise

Temperature (0C)

Time

Surveillance Day
#

Date dd/mm/yy

Symptoms (Check all boxes that apply)

08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
08:00 hrs
20:00 hrs
NAME: ____________________________  M  F DOB: _______________ PHN: __________________
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Recovered
(dd/mm/yy)

Other (specify)

Treatment

Death
(dd/mm/yy)

Hospitalization
(dd/mm/yy)

Antibiotic
(dd/mm/yy)

Other Antipyretic
See Appendix A

Symptoms (Check all boxes that apply)
Ibuprofen
(dose/frequency)

Acetaminophen
(dose/frequency)

No Fever of
Symptoms

Other (specify)

Erythematous
maculopapular
rash on the trunk

Unexplained
hemorrhage

Bleeding not
related to injury
(ie: petechiae,
ecchymosis)

Diarrhea than
can be bloody

Vomiting

Abdominal pain

Pharyngitis

Conjunctival
injection

Severe
headache

Myalgia

Malaise

Temperature (0C)

Time

Surveillance Day
#

Date dd/mm/yy
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Other

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

08:00 hrs

20:00 hrs

4

APPENDIX 14.1 PHARMACY

Name of Activity: Pharmacy Procedure for Supplying
Medication to Ebola Patients
Role performing Activity:

WORK
STANDARD

Location: SPH
Document Owner:

Date Prepared:
Nov. 14, 2014

Department: Pharmacy
Region/Organization where this Work
Standard originated:

Last Revision:

Date Approved:

Work Standard Summary:
Essential Tasks:
1.

Medication Supply
A medication cart will not be provided to 2A Flex Unit 2 (formerly PCU). Upon receipt of patient specific orders,
Pharmacy will supply all interim doses and CIVA products to 2A FLEX UNIT 2 in zip lock bags. A 24 hour
medication supply will be delivered daily at 1530hr in zip lock bags also. No ward stock medications will be
provided.

2.

Medication Delivery
Medications will be delivered to the designated drop off location outside of the 2A Flex Unit 2 entrance (where
security staff will be stationed). Pharmacy staff will not enter 2A Flex Unit 2.

3.

Narcotics
A 24 hour supply of narcotics will be delivered to 2A Flex Unit 2 if ordered. Nursing will be required to countersign receipt of narcotics on the Narcotic Administration Record (NAR) upon delivery.
Nursing will meet Pharmacy at the designated drop off area in order to sign for narcotics.
Narcotics will be stored in a locked drawer in 2A Flex Unit 2.
The NAR will be faxed to pharmacy daily after the morning narcotic count is complete (fax #5628).
The original NAR will not be returned to the pharmacy department.

4.

Unused Medications
No medications will be returned to pharmacy. Any unused medications should be disposed of in proper biohazard
waste receptacles. Narcotics must have 2 RN signatures to witness wastage and will be disposed of in the
biohazard waste receptacle.

5.

Pharmacy Hours Of Operation
SPH Pharmacy is open from 0730-2200hr. If a medication is required when the pharmacy department is closed,
the medication will be obtained from the night cupboard. If a medication in unavailable in the night cupboard,
contact the on call pharmacist through switchboard.
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APPENDIX 15.1 POST MORTEM CARE

Name of Activity: Post Mortem Care-Removal
Role performing Activity: Saskatoon Funeral Homes & Emergency
Preparedness

Location: SHR

WORK
STANDARD

Department: ERM

Document Owner:
Christa Sather
Date
Prepared:
6/2/2015

Region/Organization where this Standard
Work originated:
EPP

Last Revision:
6/2/2015

Date Approved:
20/11/14

Work Standard Summary:

1.

Essential Tasks:
Notification must be sent to Food & Nutrition and Security Services in order to secure the loading dock
for the a minimum of 2 hours to accommodate the funeral home’s arrival and departure

2.

The biomedical protocol for preparation of the remains by hospital personnel is in progress & will be
published as soon as possible

3.

Once the proper biomedical protocol has been completed by hospital personnel the outer bag will be
disinfected and the remains will be moved to the transition area & transferred to a clean stretcher

4.

The clean stretcher will then be moved out of the transition area by staff in clean high risk PPE

5.

The deceased will then be transferred by a clean lift into the open casket by staff in clean high risk PPE

6.

The casket will be sealed and transported by funeral home personnel from SPH via the F&N loading
dock

7.

The deceased will be transported directly to the cemetery for immediate burial

8.

A Protocol in progress for arrival to cemetery

9.

Disinfection of equipment used for transport by the funeral home
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Appendix 16.1 - Public Health Client Information Form

Client Information

#108 – 407 Ludlow Street, Saskatoon, SK. S7S 1P3
Phone: (306) 655-4780
Fax: (306) 655-4771
www.saskatoonhealthregion.ca/internationaltravel
We are a SCENT FREE facility. Please do not wear scented products to your appointment

Please complete this form. All information will be kept confidential.
Date of Appointment: _______________
(day/month/year)

Date of Departure: _____________________
(day/month/year)

Name: _________________________________________________
(Last Name)

(First Name)

(Initial)

Date of Birth: ____________________ (
(day/month/year)

)

(age)

Maiden Name: ___________________ Health Services #: _________________________ Sex:  Male  Female
Address: _______________________________________________________________________________
Town/City_______________________________

Postal Code: _____________________________

Telephone: __________________________________ / ________________________________________
(Home)

(Cell)

E-mail: _________________________________________________________________________________________________

Where will you stay at this
destination? (check all that apply)
Commercial accommodation
(e.g. motel / resort)

 Urban
 Rural
 Urban with rural day trips
 Hostel

Family / friends
 Urban

 Rural

What is the primary purpose of
your trip?
 Attending school
 Business / Work
 Leisure
 Volunteer / Missionary /
Aid worker
 Visiting friends/relatives
 Pilgrimage
 Adoption

Activities
 Climbing
 Safari
 Scuba Diving
 Trekking / Camping /
Backpacking
 Rafting / Kayaking /
Sailing
 Caving
 Cycling

Cruise ship

Meal preparation:
 All inclusive plan
 Cruise ship meals

 Dining out
 Preparing own
 Adventurous eating

 Eating with friends/
relatives / local homes

If you are travelling to several destinations, it is important to provide us with your exact itinerary.
Failure to do this may result in you needing to rebook your appointment.
List the countries and specific areas within that you plan to visit:

Country

 Exact Itinerary unknown.

All cities/Parks/Regions

Number of Days at
each destination.
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Appendix 16.1 - Public Health Client Information Form

Immunization History:

Please bring all available records of immunization with you to the appointment.
Please check:
 I was immunized as a child.
 I have not had any vaccines in the last 10 years.
 I have been immunized in the last 10 years.

Check any medical conditions that you have:










bleeding disorder
cancer
deep vein thrombosis
depression/anxiety
diabetes
epilepsy
Guillain Barré syndrome
heart condition
hepatitis










HIV
impaired immune
system/immunosuppression
inflammatory bowel disease
liver/kidney disease
lung disease
lupus
multiple sclerosis
no spleen/spleen removed

organ transplant
rheumatoid arthritis
stem cell/bone marrow
transplant

ulcerative colitis

ulcers
 Other__________________




List any life threatening allergies you have: _______________________________________________
List any treatments you are presently taking:



home intravenous therapy
recent or current radiation




recent or current chemotherapy
other (please specify)_________________

_________________________________________________________________________________________
Are you pregnant or planning on becoming pregnant?

 NO

 YES

Are you currently breastfeeding?

 NO

 YES

Have you taken anti-malarial medication in the past?
If YES, name of drug:_________________________

 NO

 YES

List current prescriptions and the medical condition they are for: (include birth control pills,
herbal remedies and over the counter drugs)
*A Pharmacist can provide you with a printout of all the prescriptions you are taking*

Current Prescription Medications

Condition or reason for use:

1.
2.
3.
4.
5.
6.
7.
For Office Use Only:
Follow-up Vaccine Plan:

_______________________________________________________________________________________
_______________________________________________________________________________________
DC-12
05/14
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Appendix 16.2 - Public Health EVD Information for Contacts

Ebola Virus Disease (EVD)-Information for Contacts
What is Ebola?


Ebola is the cause of a viral hemorrhagic fever disease.

How is Ebola transmitted?



Human-to-human transmission occurs through close contact of blood or other bodily fluids.
It is not an airborne disease.

Blood and Body Fluids that can spread Ebola are:






Blood
Vomit
Feces
Urine
Breast milk






Saliva
Semen
Vaginal fluids
Sweat

How long after exposure do the symptoms occur?


Symptoms can appear from 2 – 21 days after exposure.

Symptoms to watch for are:








sudden onset of fever (38.6°C/ 101.5°F)
 vomiting
weakness
 diarrhea
muscle pain
 rash
headaches
 malaise (feeling unwell)
sore throat
hemorrhagic symptoms (such as nosebleeds, bloody vomit, bloody diarrhea, internal bleeding
and conjunctivitis). However, these hemorrhagic symptoms are seen in less than 50 % of cases

.

Self-Isolation if symptoms develop:








Contact Population & Public Health (PPH) immediately, at 306 655 4620.
Separate yourself from other people, as much as possible; you should stay in a different room from
other people in your home. Use a separate bathroom, if available.
Wear a facemask, when you are in the same room with other people and when you visit a
healthcare provider.
Cover your coughs and sneezes, with a tissue when you cough or sneeze, or if you can cough or
sneeze into your sleeve. Throw used tissues in a lined trash can, and immediately wash your hands
with soap and water.
Wash your hands, often and thoroughly with soap and water. You can use an alcohol-based
hand sanitizer if soap and water are not available and if your hands are not visibly dirty.
Avoid sharing household items; do not share dishes, drinking glasses, cups, eating utensil, towels,
bedding, or other items with other people in your home.
PPH will arrange transportation to hospital by ambulance for you.

You are required to watch for any Ebola symptoms until _____________________.
Take your temperature twice a day (at 8:00am and 8:00pm) until ___________________________.
You will find directions for how to take your temperature as well as a place to write it down on the
back side of this page.

SHR Population & Public Health will contact you daily to record your
temperature readings and to complete a symptom inquiry.
1
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Appendix 16.2 - Public Health EVD Information for Contacts

How to take an oral temperature
1.
2.
3.
4.
5.
6.
7.
8.
9.

Make sure you have not had anything to eat or drink for 10 – 15 minutes prior.
Remove the digital thermometer from its case.
Press the button to turn it on.
Place the thermometer’s tip under your tongue and gently close your mouth.
Let the thermometer sit in your mouth until it beeps and the temperature will appear on the digital
screen.
Gently remove the thermometer from your mouth.
Read your temperature on the digital screen.
Record temperature, date and time the temperature was taken on chart below.
Wash the tip of the thermometer with warm water and soap; store in a cool, dry place and put
the thermometer back in its case.

Record Temperatures & Symptoms Here
Date

8:00 am
Temp

8:00 am Symptoms

8:00 pm
Temp

8:00 pm Symptoms

PPH
Notified

If you develop a fever of ≥ 38.6°C (101.5°F) immediately self isolate and call
Saskatoon Health Region-Population & Public Health Services at 306-655-4620.
Inform them that you are a contact to Ebola and what symptoms you are having.
2
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Appendix 16.3 - Public Health - EVD Community Line List

Ebola Virus Disease – Community Line List
Site: _________________

Department: ____________________________________

Patient PHN: _____________________________________ DOB: _______________________
Droplet & Contact Precautions started (date & time): ________________

Department Phone Number: _______________________
Admission (date & time): _____________________

Airborne Precautions (AGMPs) started (date & time): _________________

Name (first & last)

Home Phone

Cell Phone

Fax this form to Population & Public Health at 306-655-4723

DC-182a
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Appendix 16.4 - Public Health EVD Community Overview

Ebola Virus Disease – Community Overview
Last Name

First Name

Health
Services
Number

Date of
Birth

Level of
Risk

 High
 Low
 No
 High
 Low
 No
 High
 Low
 No
 High
 Low
 No
 High
 Low
 No
 High
 Low
 No
 High
 Low
 No
 High
 Low
 No
 High
 Low
 No
 High
 Low
 No

SelfMonitoring
with Active
OH&S
Monitoring
START DATE
 Yes,
date__________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date_________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No
 Yes,
date _________
 No

Symptomatic

 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No

Self-Isolate

Hospitalized

Exclusion

 Yes,
date ________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No

 Yes,
date ______
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No
 Yes,
date __________
 No

 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No
 Yes,
date__________
 No

SelfMonitoring
with Active
OH&S
Monitoring
END DATE
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Appendix 16.5 - SHR Visitor Log

Saskatoon Health Region
VISITOR LOG
All authorized visitors
MUST SIGN IN
before entering
patient’s room
ONLY AUTHORIZED VISITORS MAY ENTER ROOM
Date

Print Name (first & last name)

Relation

Cell
Number

Other
Number

Fax sheet daily to Population and Public Health at 306-655-4723

DC-182c
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Appendix 16.6 - Public Health EVD Community Symptom Inquiry

Ebola Virus Disease – Community Symptom Inquiry
CASE INITIALS: ____________________
NAME: ____________________________  M  F DOB: _______________ HSN: __________________ CONTACT NUMBERS (H): _____________ (W): _______________ (C): ________________________
BASELINE TEMPERATURE (date & time): ____________________ LAST CONTACT WITH CASE (date & time): ______________________ 21 DAYS FROM LAST CONTACT IS: ______________________________

Recovered
(dd/mm/yy)

Other (specify)

Death
(dd/mm/yy)

Hospitalization
(dd/mm/yy)

Other

Antibiotic
(dd/mm/yy)

Other Antipyretic
See Appendix A

Ibuprofen
(dose/frequency)

Acetaminophen
(dose/frequency)

No Fever of
Symptoms

Other (specify)

Erythematous
maculopapular
rash on the trunk

Unexplained
hemorrhage

Bleeding not
related to injury
(ie: petechiae,
ecchymosis)

Diarrhea than
can be bloody

Treatment

Vomiting

Abdominal pain

Pharyngitis

Conjunctival
injection

Severe
headache

Myalgia

Malaise

Temperature (0C)
2000 hrs

Temperature (0C)
0800 hrs

Surveillance Day
#

Date
Dd/mm/_________
_

Symptoms

...2
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Recovered
(dd/mm/yy)

Other (specify)

Death
(dd/mm/yy)

Hospitalization
(dd/mm/yy)

Antibiotic
(dd/mm/yy)

Other Antipyretic
See Appendix A

Ibuprofen
(dose/frequency)

Acetaminophen
(dose/frequency)

No Fever of
Symptoms

Other (specify)

Erythematous
maculopapular
rash on the trunk

Unexplained
hemorrhage

Bleeding not
related to injury
(ie: petechiae,
ecchymosis)

Diarrhea than
can be bloody

Vomiting

Abdominal pain

Pharyngitis

Conjunctival
injection

Severe
headache

Myalgia

Malaise

Temperature (0C)
2000 hrs

Temperature (0C)
0800 hrs

Surveillance Day
#

Date
Dd/mm/_________
_

Symptoms
Appendix 16.6 - Public Health EVD Community Symptom Inquiry
Treatment
Other

APPENDIX 17.1 - REGISTRATION

Name of Activity: Ebola Screening in Departments with
Registration Areas

WORK
STANDARD

Role performing Activity: Registration Clerk or Person
Responsible for Registering Patients
Location:
Department:
SCH
Region/Organization where this Work
Document Owner:
Standard originated:
SKTNHR

Date Prepared:

Last Revision:

Date Approved:

Work Standard Summary:
All staff who are responsible for registering patients in the_____________, should conduct an Ebola screening prior to
registering the patient for their appointment to reduce the risk of contact throughout the facility.
Proper Hand Hygiene is essential to limiting spread of virus.
1.

Essential Tasks:
Before the registration process starts, the person responsible for the registration will ask the patient the
following questions:
“In the past 21 days have you travelled to a country with a known Ebola outbreak?”
“Have you been in contact with anyone who may have been exposed to, or has been diagnosed with
Ebola?”
If the patient answers yes to either question above please ask the following:
“Have you had a recent fever or felt sick in the past 21 days?”
If the patient states “NO” to symptoms question then proceed with the registration.
If the patient states “YES” to the symptoms person handling the registration will direct patient from reception
area to a separate room. If possible a specific room should be pre-determined within the department.

2.

Immediately notify the attending physician or nurse of patient’s arrival and their responses to the screening
questions.

3.

Disinfect any area that patient has had contact with using gloves and Prevention Wipes. Eg. Reception
Counter, chair, etc. Follow your normal hand hygiene process.

4.

Notify your manager.
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APPENDIX 17.2 – REGISTRATION ER WALK IN

Name of Activity: EBOLA Protocol – ER Walk In
Role performing Activity: Registration Clerk

WORK
STANDARD

Location: Registration
Department: Registration Services
Document Owner:
Region/Organization where this
Managers of Registration
Work Standard originated:
Services
SHR
Date Prepared:
Last Revision:
Date Approved:
October 16, 2014
November 13, 2014

REGISTRATION IS NOT TO ENTER THE PATIENT ROOM FOR ANY REASON
Proper Hand Hygiene and donning & doffing of PPE is essential to limiting spread of virus
1.

Essential Tasks:
Patient will present in ER, either to the Registration Clerk or Triage Nurse/Captain.

2.

Prior to asking the patient for their health card the Registration clerk will ask the patient the following
questions:
“In the past 21 days have you travelled to a country with a known Ebola outbreak?”
“Have you been in contact with anyone who may have been exposed to, or has been diagnosed with Ebola?”
If the patient answers YES to the above please ask the following:
“Have you had a recent fever or felt sick in the past 21 days?”
If the patient says NO proceed with registration process.
If the patient says YES please notify the triage nurse immediately.

3.

Registration clerk will don PPE (glove & mask).

4.

If patient is coughing, vomiting or bleeding registration clerk is to stay back at least 3 meters.

5.

Registration clerk will notify Security Services.

6.

Registration clerk to assist in redirecting any other patients waiting in the triage area/line to use the other triage
station.

7.

Registration will register patient according to information provided.

8.

Registration will give papers to a triage nurse, captain or the ER unit clerk.

9.

Registration will wipe down station with precept wipes UNLESS the patient was coughing, vomiting or bleeding.
NOTE - If patient was coughing, vomiting or bleeding housekeeping needs to be paged to do a terminal clean.

10.

Registration will close station for 15 minutes after it has been cleaned.

11.

Registration will remove PPE properly and discard in the trash can .

12.

Registration clerk will wash hands or Isagel.

13.

If patient is admitted, complete paperwork as usual. Do not collect consent for treatment/declarations etc. Attach
additional sheets to package. Do not enter patient room.

14.

Registration clerk will notify manager, covering manager or manager on call of suspected Ebola patient.

15.

Registration clerk should report this as a safety incident to their sites incident reporting line.
(SPH ext 1600; RUH ext 0820; SCH ext 0820)
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APPENDIX 17.3 – REGISTRATION M AIN AND E XTERNAL

Name of Activity: Ebola Screening in Main and External
Registration Areas

WORK
STANDARD

Role performing Activity: Registration Clerk or Person
Responsible for Registering Patients in Enovation
Location:
Department:
SCH, SPH, RUH, and External Registration Services
Registration Areas
Document Owner:
Region/Organization where this
Joe Bichel
Work Standard originated:
SKTNHR
Date Prepared:
Last Revision:
Date Approved:
Nov 5/14
Nov 13/14

Work Standard Summary:
All staff who are responsible for registering patients in Main Registration and our External Registration areas, must
conduct an Ebola screening prior to the patient being registered in Enovation to reduce the risk of contact throughout the
facility.
Proper Hand Hygiene and donning & Doffing of PPE is essential to limiting spread of virus.
1.

Essential Tasks:
Before the registration process starts, the person responsible for the registration will ask the patient the following
questions:
“In the past 21 days have you travelled to a country with a known Ebola outbreak?”
“Have you been in contact with anyone who may have been exposed to, or has been diagnosed with
Ebola?”
If the patient answers yes to the above please ask the following:
“Have you had a recent fever or felt sick in the past 21 days?”
If the patient states “NO”. Proceed with the registration.
If the patient states “YES” clerk will don mask & gloves and ask the patient to do the same.

3.

Ask the patient to proceed directly to the Emergency Department to be screened further by the Emergency Dept.
DO NOT register the patient for their visit. Please remain calm as this will raise the patient’s anxiety and
could cause confusion in the process. If the patient refuses to go to Emergency, please contact your manager or
manager on call for assistance.

4.

Immediately contact your site Emergency Dept. to inform the Triage Nurse that a patient is on their way to the
dept. for further Ebola screening.
(RUH – 306-655-1362; SPH – 306-655-5113; SCH – 306-655-8230)

5.

Disinfect your desk and the chair the patient sat in by using gloves and Prevention Wipes. Follow your normal
hand hygiene process.

6.

Notify your manager or manager on call of the situation.
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APPENDIX 17.4 - REGISTRATION – PATIENT PRESENTS BY EMS

Name of Activity: Ebola Protocol – Patient present by EMS

Role performing Activity: Registration Clerk
Location: Registration

WORK
STANDARD

Document Owner:
April Brown/Jodie Meier
Date Prepared:
October 16, 2014

Department: Registration
Services
Region/Organization where this Work
Standard originated:
SHR

Last Revision:
October 16, 2014

Date Approved:
October 16, 2014

Work Standard Summary:
REGISTRATION IS NOT TO ENTER THE PATIENT ROOM FOR ANY REASON
1.

Essential Tasks:
EMS will bypass Registration and place potentially infected Ebola patient directly into a room. EMS
will bring Registration the tablet or EMS sheet in order to register.
If Registration requires more information they will alert the Triage nurse/Captain.

2.

Registration will GLOVE before taking the tablet or EMS sheet.

3.

Registration will register patient according to information provided.

4.

Registration will hand Registration papers to Triage nurse or Triage Captain.

5.

Registration will wipe down registration area with precept wipes.

6.

Registration will remove PPE (gloves) properly and discard in the trash can.

7.

Registration Clerk will wash hands or isagel.

8.

If patient is admitted, complete paperwork as usual. Do not collect consent for treatment/declarations,
etc. Attach additional sheets to package. Do not enter patient room.
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APPENDIX 19.1 – SUPPORT SERVICES HOUSE KEEPING SET UP

Name of Activity: Housekeeping – Set Up
Role performing Activity: Manager – Housekeeping Services

WORK
STANDARD

Location:
SPH 2A Flex Unit # 2
Date Prepared:
January 2015

Department:
Housekeeping
Last Revision: Date Approved:

Work Standard Summary:
All materials contaminated with an infected person’s blood, sweat, vomit, feces or other body secretions
can be potentially infections
Essential Tasks:
1.

Upon suspect of Level 4 Pathogen (Ebola) the designated Housekeeping Manager will be assigned to the area
24/7 and overview/supervise all functions that Housekeeping may be asked to do.

2.

The Housekeeping Manager will assign a dedicated Housekeeper(s) to the area.

3.

The Manager will ensure that dedicated housekeeping equipment is provided. Disposable equipment is
preferred. Cleaning equipment/products will remain in room until the patient is moved or discharged. Any
non-disposable equipment will be cleaned and disinfected prior to being used again.

4.

Hospital grade disinfectants which have a virucidal claim on the label, including Percept, are preferred.

5.

The room would be cleaned a minimum of twice per day especially with particular focus on high touch
furniture, doors, bathrooms, etc. Staff must sign Log Sheet outside room

6.

The level of PPE donned will be according to risk factors and may include heavy duty or rubber gloves,
impermeable gowns, and shoe and leg coverings over closed toe shoes and face protection. Housekeeping staff
will don appropriate PPE prior to entering room. The Housekeeping Manager will supervise proper donning,
doffing and disposal of PPE.
Additional precautions include Contact/Droplet (PPE includes level 3-4 disposable gowns, face shields, face
mask, hood cover, knee-high shoe covers, nitrile gloves).

7.

All waste will be considered Biomedical with dedicated signage/instructions in place including Class A1
packaging, leak-proof yellow biomedical bags, spill kits for large amounts of blood or body fluids and AP 60
containers as a final holding for all products. All disposable products will be safely stored in a locked room until
removed by BioMed.

8.

Consideration may be given to having a Security Officer posted at the location of the BioMedical waste and
restricting access to the room.
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APPENDIX 19.2 – SUPPORT SERVICES HOUSE KEEPING TRAIL CLEAN

Name of Activity: Housekeeping clean following trail by a
suspected or confirmed case of EVD
Role performing Activity:
Location: SHR

WORK
STANDARD

Document Owner:
Stanley Enebeli
Date Prepared:
7/11/2014

Department: Housekeeping
Region/Organization where this Standard
Work originated:

Last Revision:

Date Approved:

Work Standard Summary:
Essential Tasks
1.

Alert housekeeping manager.

2.

Assemble dedicated staff.

3.

Assemble dedicated carts, equipment and supplies.

4.

Fill mop pail and use Clorox bleach wipes.

5.

Use appropriate hand hygiene.

6.

Don level 4 pathogen PPE under supervision of manager.

7.

Set out wet floor sign.

8.

Wet mop the floor gradually using the mop to clean the area and baseboards (trailing the path of suspected or
confirmed case of EVD).

9.

In case of body fluid clean up.

10

Sprinkle absorbent powder on liquid.

11.

Allow time for powder to soak up the liquid.

12.

When liquid has absorbed use a brush/broom and dust pan to sweep up.

13.

Place powder/debris in AP 60 container.

14.

Discard wet mop, handle and other cleaning equipment into AP 60 container/barrel.

15.

Doff PPE as per EVD protocol under supervision by Manager (discard into AP 60 container).

16.

Seal AP 60 container.

17.

Thoroughly wash hands with soap and water or use alcohol based sanitizer.
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APPENDIX 19.3 – SUPPORT SERVICES HOUSE KEEPING TERMINAL CLEAN

Name of Activity: Housekeeping terminal clean in area with suspected
or confirmed case of EVD
Role performing Activity:

WORK
STANDARD

Location: SHR
Document Owner:
Stanley Enebeli
Date Prepared:
7/11/2014

Department: Housekeeping
Region/Organization where this Standard Work
originated:

Last Revision:

Date Approved:

Work Standard Summary:
Essential Tasks
1.

Exit of EVD patient from room/area.

2.

Alert housekeeping manager.

3.

Assemble dedicated staff.

4.

Assemble dedicated carts, equipment and supplies.

5.

Fill mop pail and take Clorox wipes.

6.

Place housekeeping cart against the wall on the wall outside EVD area.

7.

Use appropriate hand hygiene.

8.

Don level 4 pathogen PPE under supervision of manager.

9.

Do not leave EVD area once entered.

10.

Bleach wipe door handles, door frame and light switch inside and outside of door and surrounding surfaces in
the area.

11.

Move dirty furniture, privacy curtains, mattress, pillow, shower curtains and discard into barrel.

12.

Bag and discard all items including toilet paper, tissue paper boxes etc. into AP 60 container.

13.

Wash walls to ceiling.

14.

Wash windows from top to bottom.

15.

Wipe fixtures on walls e.g. over head lights.

16.

Clean all frequently touched surfaces in the EVD area (e.g. hallway, handrails, telephones, nursing station,
walls, tables, chairs, counters).

17.

Wet mop the floor.

18.

Discard wet mop, handle and other cleaning equipment into AP 60 container/barrel.

19.

Doff PPE as per EVD protocol under supervision by Manager.

20.

Use appropriate hand hygiene.
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APPENDIX 19.4 SECURED STORAGE/DISPOSAL EVD CONTAINERS

Name of Activity: Secured Storage and Disposal of Level 4
Pathogen EVD Containers
Role performing Activity: SPH Security Services

WORK
STANDARD

Location: SPH – 2nd Floor Department:
2A Flex Unit
SPH Security Services
Region/Organization where this Standard
Document Owner:
Work originated:
Manager - SPH Security
Services
SHR
Date
Prepared:
14/11/2014

Last Revision:

Date APPROVED:

21/01/2015

Work Standard Summary:
Essential Tasks:

1.

Receipt of AP 60 Containers: When known that there is/are an EVD container for storage – a
Security Officer must be in attendance at all times at the entrance to the designated storage room
adjacent to the SPH 2nd Floor 2A Flex Unit.
2. Staff member delivering the container(s) must produce their Photo ID for identification in order to
place the container(s) in the storage room.
3. Security Officer must record the date and time the container is received and placed in the storage
room – and by whom. The “Staff Entry Log Sheet” must be completed in each and every instance.
4. All particulars regarding the container(s) are to be documented on approved “Container Storage
Log Sheet”. This would include the identifying container number and any other information as
documented.
5. At all times when there are EVD containers being stored – there must always be a Security Officer
in attendance at the sign in desk – 24/7 – no exceptions.
6. Should the Officer require a break – a second Officer must be in attendance before the first Officer
can leave his post – no exceptions.
7. At any time an EVD container is being removed – there must always be an assigned - designated
SHR Manager in attendance - no exceptions.
8. When any individual attends to remove container(s) – the person must produce their Photo ID for
identification prior to removal – (this will include both a designated SHR Manager and a Biomed
employee assigned to remove containers for transportation from SPH to final location for
disposal.) – No exceptions.
9. The Security Officer must check and validate all paperwork presented authorizing the removal of
the storage container(s).
10. Security Officer must record the date and time the container is removed from the storage room –
and by whom – on both the “Container Storage Log Sheet” and on the “Staff Entry Log Sheet.”
11. All particulars regarding the container(s) being removed are to be documented on approved Log
Sheet. This would include the identifying container number and all other information as
documented.
12. The SHR Manager must accompany the person removing the EVD container(s) - and remain with
the person and container - throughout the movement of the container and until the container has
been removed from the building and loaded into the transporting vehicle.
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APPENDIX 19.5 EVD CONTAINER STORAGE LOG SHEET

Saskatoon Health Region
EVD CONTAINER STORAGE
LOG SHEET
To be completed for all containers being stored/removed
Date

Print Name (first & last)
(and Initials)

Dept.
Contact #

Container
Description

Time in

Time out

When Completed - Fax this sheet to:
SHR Occupational Health & Safety: SPH (306) 655-5472
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APPENDIX 19.6 CONTAINER STORAGE ROOM STAFF ENTRY LOG

Saskatoon Health Region
STAFF ENTRY LOG
CONTAINER STORAGE ROOM
ALL PERSONNEL MUST SIGN
Only Authorized Personnel May Enter Storage Room
Date

Print Name (first & last)

Initials

Contact #

Time in

Time out

When completed - Fax this sheet to:
SHR Occupational Health & Safety SPH (306) 655-5472
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APPENDIX 19.7 SECURITY ASSIST PATIENT TO 2ND FL 2A FLEX UNIT

Name of Activity: Assisting EMS With EVD Patient
Admission to SPH – 2nd Floor 2A Flex Unit
Role performing Activity: SPH Security Services

WORK
STANDARD

Location: SPH F & N Loading Department:
Dock – 2nd Floor 2A Flex Unit
SPH Security Services
Region/Organization
where this
Document Owner:
Standard
Work
originated:
Manager - SPH Security
Services
SHR
Date
Prepared:
21/01/2015

Last Revision:

Date Approved:

Work Standard Summary:
1.

Essential Tasks:
When a known EVD patient is being transported to SPH - the Manager of SPH Security
Services, (or designate), shall be notified forthwith.

2.

The Manager - (designate) - will immediately dispatch a Security Officer to meet EMS at
the SPH Food & Nutrition Loading Dock.

3.

Upon arrival of EMS and the patient - the Security Officer shall operate the lift and open the
overhead door to allow access of EMS and patient as per the attached “Use of Loading
Dock Standard Work”.

4.

The Security Officer shall close the overhead door and escort EMS and the patient - via
secured elevator – to the 2nd Floor – 2A Flex Unit.

5.

The Security Officer shall open the EVD Container Storage Room – remove the desk &
chair – and set up a Security Post adjacent to the elevator. (Refer to “Standard Work” re:
entry & container storage.)

6.

The Security Officer manning the 2A Flex Unit Container Storage Room shall forthwith
contact the SPH Housekeeping Department for removal of all items currently in this room (including the computer and printer) - to be relocated to the EVD supply room down the
hallway across from Family Room #3.

7.

The senior Officer on duty shall immediately call in another Security Officer to report to
work to ensure sufficient manpower on duty to post an Officer adjacent to 2A Flex Unit.

8.

Security staffing at the desk for this 2A Flex Unit Storage Container Room will continue
until such time as EVD container storage is no longer required.

9.

SPH Security Officers shall rotate through staffing the 2A Flex Unit Security “Sign-In”
Desk on a “two” (2) hour basis. (Refer to Standard Work re: Container Storage Room.)
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APPENDIX 19.8 SECURITY SERVICES DIRECTION FOR MEDIA CONTROL

Name of Activity: Media Access during EVD
Role performing Activity: SPH Security Services

Location: SPH – Room G30

WORK
STANDARD

Document Owner:
Manager - SPH Security
Services
Date
Prepared:
21/01/2015

Department:
SPH Security Services
Region/Organization where this
Standard Work originated:
SHR

Last Revision:

Date Approved:

Work Standard Summary:
Essential Tasks:

1.

In the event an EVD patient is admitted to SPH and representatives from the media attend
the hospital – Security Services shall be notified forthwith.

2.

Upon receipt of information regarding media attendance at SPH – Security Services shall
be dispatched to meet them at the SPH main front entrance.

3.

As per the SPH EPP “Code Orange” Template regarding “Media” – Security shall escort
media personnel to Meeting Room “G30” located in SPH “C” Wing.
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APPENDIX 20.1 – EVD E XECUTIVE COMMITTEE TERMS OF REFERENCE

Saskatoon Health Region
Level IV Pathogen Planning Executive
Terms of Reference
Purpose
Saskatoon Health Region recognizes the need to ensure efficient and effective processes and
plans are in place to identify, manage and follow up on any cases that may involve a Level IV
Pathogen. The immediate purpose of this Planning Executive is to focus on Ebola Virus
Disease (EVD) planning, preparedness and response that will inform the broader planning for
Level IV Pathogens.
There have been no confirmed cases of Ebola virus disease (EVD) in Canada. The Public
Health Agency of Canada determines the risk of acquiring EVD in Canada as extremely low
given the vigorous disease prevention and control systems in place currently. Nonetheless,
preparedness is important.
Accountability
Saskatoon Health Region’s Vice Presidents – Nilesh Kavia (accountability for Emergency
Preparedness Planning) and Cory Neudorf (accountability for Public Health) will ensure that
comprehensive administrative and clinical plans are in place specifically to address the focus on
EVD and its planning. The portfolio leads are Dr. Johnmark Opondo for Public Health and Lori
Frank for Emergency Preparedness Planning/Enterprise Risk Management. The Planning
Executive reports to the Senior Leadership Team through Nilesh Kavia and Cory Neudorf.
Membership
The composition of the Planning Executive may change as the planning warrants and
progresses. The Planning Executive includes the following:
•
•
•
•
•
•
•
•

Enterprise Risk Management – Lori Frank, Planning Lead
Public Health Services – Johnmark Opondo, Clinical Lead
Communications – Patty Martin
Infection Prevention/Control & Occupational Health and Safety – Shelly McFadden
Public Health – Suzanne Mahaffey
Site Leadership Representative – Karen Newman
Operations Team Lead – Lisa Williams
Emergency Preparedness Facilitation – Christa Sather

Deliverables
The ultimate goal is to develop a comprehensive Level IV Pathogen Plan for the Saskatoon
Health Region. The Planning Executive will guide all aspects of the planning of the
comprehensive plan. The immediate focus (July – December 2014) will be a regional Ebola
Virus Disease (EVD) response plan that will be closely monitored and reported on to ensure that
the planning objectives are being met.
The Planning Executive will develop a communication plan and lead the distribution of reference
materials and planning documents to all staff and physicians.
The Planning Executive will develop a simulation plan to test various aspects of the Level IV
Pathogen Planning specific to Ebola Virus Disease (EVD) Planning.
The Planning Executive will monitor the PPE inventory on a weekly basis to ensure that PPE
inventory levels are adequate in the event the PPE is required for use with an Ebola patient,
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APPENDIX 20.1 – EVD E XECUTIVE COMMITTEE TERMS OF REFERENCE

training and education or otherwise. Necessary controls will be put in place should the
inventory levels become a concern.
The Planning Executive may direct other groups/sub teams in order for the planning to be as
comprehensive as possible. An example of this would be the Ebola Virus Disease (EVD)
Planning Operations Team that will have a direct reporting relationship to the Level IV Pathogen
Planning Executive.
Commitment
• Meeting frequency – Weekly (every Thursday) – one hour
• Standing Agenda will be circulated prior to the meeting.
• Executive planning support will be provided by the Emergency Preparedness Planner
• Minutes will be taken at all meetings and circulated to membership
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APPENDIX 20.2 – TERMS OF REFERENCE – EVD OPERATIONS PLANNING TEAM

Saskatoon Health Region
Ebola Virus Disease (EVD) Operations Planning Team
Terms of Reference
Purpose
There have been no confirmed cases of Ebola virus disease (EVD) in Canada. The Public
Health Agency of Canada determines the risk of acquiring EVD in Canada as extremely low
given the vigorous disease prevention and control systems in place currently. Nonetheless,
preparedness is important.
Saskatoon Health Region recognizes the need to ensure efficient and effective processes and
plans are in place to identify, manage and follow up on any cases that may involve an Ebola
patient. The immediate purpose of this EVD Operations Planning Team is to operationalize the
preferred site space at St. Paul’s Hospital – PCU area (2nd floor).
Accountability
SHR’s Vice Presidents – Nilesh Kavia (accountability for Emergency Preparedness Planning)
and Dr. Cory Neudorf (accountability for Public Health) will ensure that comprehensive
administrative and clinical plans are in place specifically to address the focus on EVD and its
planning. The portfolio leads are Dr. Johnmark Opondo for Public Health and Lori Frank for
Emergency Preparedness Planning/Enterprise Risk Management. The EVD Operations
Planning Team is accountable to Dr. Johnmark Opondo and Lori Frank as Planning Co-Leads
for EVD who are responsible to Senior Leadership Team via Nilesh Kavia and Cory Neudorf.
Membership
The composition of the EVD Operations Planning Team may change as the planning warrants
and progresses. There may be content experts that are brought into the planning as needed.
Team member designates are acceptable provided the hand off process is thorough from team
member to designate and vice versa. The Team includes the following members:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Operations Team Lead, Lisa Williams
Enterprise Risk Management and Level IV Pathogen Planning Co-Lead, Lori Frank
Public Health Services and Level IV Pathogen Planning Co-Lead, Dr. Johnmark Opondo
Communications – Patty Martin
Infection Prevention/Control & Occupational Health and Safety – Shelly McFadden
Infection Prevention/Control & Microbiology – Dr. Lei Ang
Public Health – Suzanne Mahaffey
Site Leadership Representative – Karen Newman, Clare Johnston & Luiza Kent Smith
Facilities and Engineering Services – Marcel Nobert
Capital Planning – Renata Mag-atas-Blair
Supply Chain – Val Klassen
Corporate Support Services – Brian Berzolla
Pharmacy Services – Janet Harding
Financial Services – Ken Unger
Emergency Services – Graham Blue
Diagnostic Imaging – Jon Schmid
Infectious Disease – Dr. Stephen Sanche
Laboratory Services – Judy Archer
Laboratory Services – Dr. Joe Blondeau
Maternal Services – Leanne Smith
Pediatric Services – Bette Boechler
Heart Health, Critical Care & Respiratory Therapy – Jenny Bartsch
Food & Nutrition Services – Noella Leydon
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•
•
•
•
•
•

Registration Services – Dorothy Sagan
Intensive Care Clinical Lead – Dr. Mark James
SPH ED Manager – Ryan Baliski
SPH ICU/PCU Manager – Betty Wolfe
Labour Relations Manager – Blake McMullen
Emergency Preparedness Facilitation – Christa Sather

Deliverables
The ultimate goal is to develop a comprehensive plan to operationalize the preferred site
location of St. Paul’s Hospital – PCU area. The Operations Planning Team will develop all
aspects of the plan and any department/service-specific protocols that are also required and
outline the plan in a Team Charter. The immediate focus (July – December 2014) will be a
regional Ebola Virus Disease (EVD) response plan that will be closely monitored and reported
on to the Level IV Pathogen Planning Executive.
The comprehensive plan will also include the following:
• PPE Training and Education Plan
• Department/Service-specific Protocols
• Communications Plan
• Response Teams
The Operations Planning Team may consult with other content experts as necessary and will
develop groups/sub teams in order for the planning to be as comprehensive and effective as
possible.
Commitment
• Meeting frequency – Weekly (every Thursday) – 90 minutes
• Standing Agenda will be circulated prior to the meeting.
• Planning Operations support will be provided by the Emergency Preparedness Planner
• Minutes will be taken at all meetings and circulated to membership
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Appendix 21.1 - Ebola Signage

Staff
Change
Room
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Scrubs Cart
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Appendix 21.1 - Ebola Signage

Patient
Room #3
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Lab Room
#4
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Appendix 21.1 - Ebola Signage

Shower
Room
Appendices to EVD Preparedness Manual for SHR Physicians and Employees - Version 1.3 February 2015

155

Appendix 21.1 - Ebola Signage

Contact
Sign-In
Sheet
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Appendix 21.1 - Ebola Signage

Timer
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Appendix 21.1 - Ebola Signage
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Appendix 21.1 - Ebola Signage

Authorized

Entry ONLY
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Appendix 21.1 - Ebola Signage

Have you locked
up all of your
personal items?
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EMS Access

ONLY
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Staff
Lounge
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Clean
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Dirty
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Appendix 21.2 - Ebola Tent Card Notice - Physicians Office

This information is critical for us to provide the best care to you and others.

last 21 days?
travelled to
Sierra Leone,
Guinea or
Liberia in the
Have YOU

EBOLA Outbreak Areas

Tell Registration Staff IMMEDIATELY
Instructions for reception/registration staff
if patient identifies as travelled in past 21 days
from Ebola Outbreak Country
1.

Immediately direct patient from reception desk to
a separate room.

2.

Perform your hand hygiene.

3. Immediately notify physician or triage nurse of
patient’s arrival.

Physicians should reference “Evaluating Patients for
Ebola Virus Disease (EVD)” for assistance.
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Appendix 21.3 - Ebola Poster For Health Care Providers

Evaluating Patients for Ebola Virus Disease (EVD)
Information at a Glance for Physicians and Health-Care Providers

Report asymptomatic patients

FEVER (subjective or ≥ 38.6°C) or compatible EVD symptoms* in

NO

patient who has traveled to an Ebola-affected area** in the 21 days
before illness onset
* headache, weakness, muscle pain, vomiting, diarrhea, abdominal pain or hemorrhage

YES

1. Isolate patient in single room with a private bathroom and with the door to hallway closed
2. Implement routine contact/ droplet precautions (PPE: gown, facemask, eye protection, and gloves)
3. Notify the Infectious Disease specialist on-call @ 306-655-1000 and Medical Health Officer (MHO) on-call @
306-655-4620
4. Evaluate for any risk exposures for EVD
5. IMMEDIATELY report to Public Health

HIGH-RISK EXPOSURE

Percutaneous (e.g., needle stick)
or mucous membrane contact
with blood or body fluids from
an EVD patient

OR
Direct skin contact with, or
exposure to blood or body
fluids of an EVD patient

OR

Contact with blood or body
fluids from an EVD patient
without appropriate personal
protective equipment
(PPE) or biosafety precautions

OR

with high- or low-risk exposures
(see below) in the past 21 days to
Public Health at 306-655-4620

Direct contact with a dead body
(including during funeral rites)
in an Ebola affected area**
without appropriate PPE

LOW-RISK EXPOSURE

Household members of an EVD patient
and others who had brief direct
contact (e.g., shaking hands) with an
EVD patient without appropriate PPE

NO KNOWN EXPOSURE
Residence in or travel to
affected areas** without
HIGH- or LOW-risk exposure

OR

Health-care personnel in facilities with
confirmed or probable EVD patients
who have been in the care area for a
prolonged period of time while not
wearing recommended PPE

Review Case with Public Health Services Including:
• Severity of illness
• Laboratory ﬁndings (e.g., platelet counts)
• Alternative diagnoses

EVD suspected
TESTING IS INDICATED

EVD not suspected
TESTING IS NOT INDICATED
If patient requires in-hospital management:

The regional laboratory department will arrange specimen
transport and testing at the National Microbiology Lab.

Decisions regarding infection control precautions should be based
on the patient’s clinical situation and in consultation with hospital
infection control and public health.

The infectious disease specialist, in consultation with public
health and infection control, will provide guidance to the hospital
on all aspects of patient care and management.

If patient’s symptoms progress or change, re-assess need for testing
with the infectious disease specialist.
If patient does not require in-hospital management:
Alert public health before discharge to arrange appropriate
discharge instructions and to determine if the patient should
self-monitor for illness.

**PHAC Website to check current affected areas: www.phac-aspc.gc.ca/index-eng.php
(This information was last Updated: October 28, 2014 by EPP

Self-monitoring includes taking their temperature twice a day
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Appendix 21.4 - Poster for the Public

Have YOU
travelled
from West
Africa
recently?
The risk of
EBOLA in Canada
is VERY LOW
VERY
LOW

RISK

!

There are EBOLA outbreaks
in the West African countries of:
Sierra Leone, Guinea, Liberia, and
the Democratic Republic of Congo.

You can only get EBOLA
if you have touched

VERY
HIGH

BODY FLUIDS

of someone who
is sick with or has
died from Ebola

an OBJECT
that has been

CONTAMINATED

INFECTED
ANIMALS

with Ebola

You cannot get EBOLA
from the AIR

What to do if you feel sick
If you feel sick and were
in Africa in the last 21 days,
call HealthLine 811
as soon as possible.

Tell them:
Your symptoms
Which countries you visited
or travelled from, and
Whether you have been to a
medical facility or received
medical care while abroad.

For more information: www.publichealth.gc.ca
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Appendix 21.5 – Q&A Sask Government

Questions and Answers about Ebola
1. What is Ebola?
Ebola, also known as Ebola virus disease, is a rare and serious disease caused by infection with
one of the Ebola virus strains (Zaire, Sudan, Bundibugyo, or Tai Forest virus). Ebola viruses are
found in several African countries. Ebola was discovered in 1976 near the Ebola River in what
is now the Democratic Republic of the Congo. Since then, outbreaks have appeared sporadically
in several African countries.
2. What are the signs and symptoms of Ebola?
Signs and symptoms of Ebola include fever, severe headache, muscle pain, vomiting, diarrhea,
stomach pain, or unexplained bleeding or bruising. Signs and symptoms may appear anywhere
from 2 to 21 days after exposure to Ebola, although 8 to 10 days is most common.
3. How is Ebola spread?
The virus is spread through direct contact with blood and body fluids (urine, feces, saliva,
vomit or semen) of a person who is sick with Ebola, or with objects (like needles) that have
been contaminated with the virus. The virus enters through broken skin or mucous membranes.
Ebola is not spread through the air or by water or, in general, by food.
4. Can I get Ebola from a person who’s infected but doesn’t have fever/symptoms?
No. A person infected with Ebola is not contagious until symptoms appear. A person becomes
increasingly infectious as the symptoms worsen.
5. What should I do if I think I’ve been in contact with someone who has Ebola? To
reduce the risk of exposure for others in your community, call HealthLine 811 first for
advice. They will ask you questions, and if appropriate, contact the local Medical Health Officer
about further steps.
6. What happens after I call HealthLine?
The Medical Health Officer will ask you a series of questions, and may consult with an infectious
disease specialist. Together, they’ll determine the best way to ensure you receive appropriate
care. Depending on the assessment made by the physicians, an ambulance may be sent to take
you to Regina or Saskatoon for further evaluation and treatment. The ambulance personnel
would be wearing Personal Protective Equipment in order to keep themselves safe while they
transport you.
7. Why can’t I just go see my family doctor or nurse practitioner?
Medical offices or clinics often have patients waiting to see a health care provider, as well as
staff working in the location. To reduce any risk of exposing other people, it is best to call
HealthLine first.
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8. Why can’t I just go to the Emergency Department at the hospital?
Hospital emergency departments often have people waiting to be seen, as well as staff caring
for patients. To keep both you and others safe, it is best to call HealthLine at 811; they can
help make sure you receive appropriate information and care.
9. Why would patients be taken only to Regina or Saskatoon?
All provinces have designated hospitals for the care and treatment of patients who are
suspected of – or who may have – Ebola. Saskatchewan has designated Regina General
Hospital and St. Paul’s Hospital in Saskatoon, should the need arise. These facilities are best
positioned to provide the care patients would need.
10. Who is most at risk of getting Ebola?
Healthcare providers and other volunteers caring for Ebola patients are at most risk. Family
and friends in close contact with Ebola patients are also at high risk of getting sick because they
may come in direct contact with the body fluids of sick patients.
11. Can Ebola be spread through mosquitoes?
There is no evidence that mosquitoes or other insects can transmit Ebola virus. Only certain
mammals (for example, humans, bats, monkeys and apes) have shown the ability to spread
and become infected with Ebola virus.
12. How is Ebola treated?
No specific vaccine or medicine has been proven to cure Ebola, although experimental
treatments are under review. Signs and symptoms of Ebola are treated as they appear.
The following basic interventions, when used early, can increase the chances of survival.
•
Providing fluids and electrolytes
•
Maintaining oxygen status and blood pressure
•
Treating other infections if they occur
Early recognition of Ebola is important for providing appropriate patient care and preventing the
spread of infection. Healthcare providers should be alert for and evaluate any patients who
have a travel history and symptoms that could be compatible with Ebola.
13. How do I protect myself against Ebola if I travel to one of the affected
countries?
In early September the Department of Foreign Affairs, Trade and Development issued an
advisory against all non-essential travel to the affected areas and recommended Canadians in
those countries leave by commercial means.
If you are traveling to an area affected by the Ebola outbreak, protect yourself by registering
with the Canadian Embassy/Consulate. They may also be able to provide you with information
on care centers or hospitals should you need them.
Seek medical care immediately if you develop fever and any of the other following symptoms:
headache, muscle pain, diarrhea, vomiting, stomach pain, or unexplained bruising or bleeding.
14. What do I do if I’m returning from West Africa where there is widespread
transmission?
After you return, pay attention to and monitor your health for 21 days. Call HealthLine at
811 immediately if you develop fever or any of the following symptoms: headache, muscle
pain, diarrhea, vomiting, stomach pain, or unexplained bruising or bleeding.
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HealthLine has established protocols to assess your health and will consult with Public Health
Officials to ensure appropriate interventions are provided for you.
If you cannot call HealthLine at 811 and intend to visit a primary health care clinic or
Emergency Department, call in advance. Tell them about your recent travel and your
symptoms. Advance notice will help them to care for you and protect other people who may be
in the office or Emergency Department.
15. Are there any cases of people contracting Ebola in the U.S. or in Canada?
No confirmed Ebola cases have been reported in Canada.
The United States had one imported case as of October 29, 2014 and has treated returning
health providers and volunteers as well as healthcare workers who treated the imported case.
16. If someone survives Ebola, can he or she still spread the virus?
Once someone recovers from Ebola, they can no longer spread the virus. However, Ebola virus
has been found in semen, so people who recover from Ebola are advised to abstain from sex,
or use condoms for three months.
Additional information can be found at the following websites:
Public Health Agency of Canada
http://healthycanadians.gc.ca/diseases-conditions-maladies-affections/diseasemaladie/ebola/index-eng.php
U.S. Center for Disease Control
http://www.cdc.gov/vhf/ebola/
World Health Organization
http://www.who.int/csr/disease/ebola/en/

October 30, 2014
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APPENDIX 21.6 – SAMPLE WORK STANDARD FOR DEPARTMENT WITH DIRECT ADMISSION

Name of Activity: Ebola Screening in Departments with
Registration Areas

WORK
STANDARD

Role performing Activity: Registration Clerk or Person
Responsible for Registering Patients
Location:
Department:
SCH
Region/Organization where this Work
Document Owner:
Standard originated:
SKTNHR

Date
Prepared:

Last Revision:

Date Approved:

Work Standard Summary:
All staff who are responsible for registering patients in the_____________, should conduct an Ebola screening prior to
registering the patient for their appointment to reduce the risk of contact throughout the facility.
Proper Hand Hygiene is essential to limiting spread of virus.

Essential Tasks:
1.

2.
3.
4.

Before the registration process starts, the person responsible for the registration will ask the patient the following
questions:
“in the past 21 days have you travelled to a country with a known Ebola outbreak?”
“have you been in contact with anyone who may have been exposed to, or has been diagnosed with Ebola?”
If the patient answers yes to either question above please ask the following:
“have you had a recent fever or felt sick in the past 21 days?”
If the patient states “No” to symptoms question then proceed with the registration.
If the patient states “Yes” to the symptoms person handling the registration will direct patient from reception area to a
separate room. If possible a specific room should be pre-determined within the department.
Immediately notify the attending physician or nurse of patient’s arrival and their responses to the screening questions.

5.

Disinfect any area that patient has had contact with using gloves and Prevention Wipes. Eg. Reception Counter, chair,
etc. Follow your normal hand hygiene process.

6.

Notify your manager .

7.

.

Supplies: Gloves and Prevention Wipes
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APPENDIX 21.7 – TRIAGE SCRIPT FOR SUSPECTED EVD CASE

Triage Script for Suspected EVD Patient:
*Hello, my name is ________________, what brings you into the Emergency
Department today?
1. Have you had a recent fever and/or travelled recently to a country with a
known Ebola outbreak in the last 21 days?
2. Have you cared for/come in contact with anyone who may have been exposed
to, or has been diagnosed with Ebola?
*If YES to question 1 or 2, complete the following steps below. If NO to the same
questions, normal triage questions and process will ensue:
1. RN to place a mask and blanket on the edge of the triage desk and instruct the
patient to apply the mask and drape the blanket around their shoulders/back and
arms.
2. Triage RN dons a pair of gloves, gown and surgical mask/shield
3. RN asks Registration Clerk to contact Clinical Coordinator/Charge Nurse via cell
phone (306-270-4279) and alert them of the patient. The Coordinator will assist
in determining which bed to move the patient to.
4. Triage RN will accompany the patient to the necessary isolation room
(Assessment 2, Trauma 1 or MAT 11). Once in the room, the Triage RN will
provide the nursing call bell and inform the patient as to why the precautions are
being taken. The patient will be requested to remain in the room while awaiting
an assessment by the Health Care Team.
5. While the Triage RN is transporting the patient, the Registration Clerk will shut
down that Triage space and relocate to a different computer/desk. The
Registration Clerk will notify security to ensure the potentially contaminated area
is cordoned off until it can be cleaned.
6. The Triage RN/Registration Clerk/Housekeeping will clean the Triage
Desk/equipment and any potentially contaminated ED waiting area
chairs/surfaces.
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