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Background and Situation Update

There are currently two separate outbreaks of Ebola virus disease (EVD) in Africa. The first
outbreak was first reported in March, 2014 in the West African nations of Guinea, Liberia,
Nigeria, and Sierra Leone. This is the largest EVD outbreak ever recorded and the first in West
Africa. The second outbreak began in the Democratic Republic of the Congo in August, 2014.
Updated case counts from the outbreaks in West Africa and the Democratic Republic of the
Congo are available from the U.S. Centers for Disease Control and Prevention website

at http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/index.html

and http://www.cdc.gov/vhf/ebola/outbreaks/drc/2014-august.html, respectively. Counts are
frequently updated.

On 08 August 2014, the World Health Organization (WHO) declared the current Ebola outbreak
in West Africa as a Public Health Emergency of International Concern (PHEIC).

The Centers for Disease Control and Prevention (CDC) has issued Level 3 Travel Advisories
(avoid nonessential travel) for Liberia, Guinea, and Sierra Leone. A map of Africa is provided in
Figure 1. A Level 2 Travel Advisory had been issued for Nigeria, but was reduced to Level 1
(watch) on 07 October 2014 because of the reduced risk of Ebola virus disease in Nigeria. All
persons in Nigeria who were sick with Ebola virus disease have now either died or recovered.
Contacts of these patients have completed their 21-day monitoring period and are no longer at
risk for getting sick with Ebola. Persons who entered Nigeria on or after 30 September 2014 are
not at risk for exposure to Ebola. A Level 2 Travel Advisory (practice enhanced precautions) for
the Democratic Republic of the Congo remains in effect (Figure 2). Humanitarian assistance is
considered essential travel.
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Figure 1: Map of Africa (Courtesy Nations Online Project)

On 30 September 2014, the CDC confirmed the first imported case of EVD in the United States
in a person in Dallas, Texas who had traveled from Liberia. This patient was hospitalized at
Texas Presbyterian Hospital, and died on Wednesday, 08 October 2014, On 12 October 2014, a
health care worker at Texas Presbyterian Hospital who provided care for the index patient tested
positive for Ebola virus infection. On 15 October 2014, a second health care provider who had
provided care for the index patient tested positive for Ebola virus infection.

Although Ebola virus transmission from an infected patient to two health care providers has now
been documented in the Texas case, sustained transmission of EVD in Kansas or the United
States is highly unlikely. However, so long as the outbreaks in West Africa and the Democratic
Republic of the Congo continue, additional travel-associated cases among persons with recent
travel to EVD-affected countries could be anticipated.

Health care workers are advised when evaluating any patients with signs and symptoms
compatible with EVD to collect a thorough travel and exposure history, and ensure that such
history is communicated to the entire care team to assist with clinical decision-making. If a
patient meets the case definition, has signs and symptoms compatible with EVD, and traveled
within one of the affected countries in the preceding 21 days, they should be immediately
isolated with appropriate protections put in place to protect public and personal health.
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About Ebola Virus

Most notably, Ebola virus causes Ebola hemorrhagic fever (Ebola HF), which is one of
numerous viral hemorrhagic fevers. It is a severe, often fatal disease in humans and nonhuman
primates (such as monkeys, gorillas, and chimpanzees).

Ebola HF is caused by infection with a virus of the family Filoviridae, genus Ebolavirus. When
infection occurs, symptoms typically begin within eight to 10 days. The first Ebolavirus species
was discovered in 1976 in what is now the Democratic Republic of the Congo near the Ebola
River. Since then, outbreaks have appeared sporadically.

There are five identified subspecies of Ebolavirus. Four of the five have caused disease in
humans: Ebola virus (Zaire ebolavirus); Sudan virus (Sudan ebolavirus); Tai Forest virus (Tai
Forest ebolavirus, formerly Céte d’Ivoire ebolavirus); and Bundibugyo virus (Bundibugyo
ebolavirus). The fifth, Reston virus (Reston ebolavirus), has caused disease in nonhuman
primates, but not in humans.

The natural reservoir host of Ebola virus remains unknown. However, on the basis of available
evidence and the nature of similar viruses, researchers believe that the virus is zoonotic (animal-
borne) with bats being the most likely reservoir. Four of the five subtypes occur in an animal
host native to Africa.

A host of similar species is probably associated with Reston virus, which was isolated from
infected cynomolgous monkeys imported to the United States and Italy from the Philippines.
Several workers in the Philippines and in U.S. holding facility outbreaks became infected with
the virus, but did not become ill.

Since first being discovered in 1976, there have been more than 30 events of cases and outbreaks
of Ebola virus disease (range: 1 human case to 425 human cases prior to the current outbreaks).

Signs and Symptoms

Symptoms of Ebola HF typically include fever, headache, joint and muscle aches, weakness,
diarrhea, vomiting, stomach pain, and loss of appetite. Some patients may also experience a rash,
red eyes, hiccups, cough, sore throat, chest pain, difficulty breathing, difficulty swallowing, and

bleeding inside and outside of the body.

The typical incubation period (time between exposure and onset of symptoms) is eight to 10
days, though the range is two days to 21 days.

Transmission of Ebola Virus

The natural reservoir (i.e., host species) of Ebola virus and the manner by which the first human
infection(s) occur at the beginning of an outbreak have not been definitively determined. The
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prevailing hypothesis is that human infections first occur through contact with an infected
animal.

Ebola virus can be transmitted from person to person by:

* Direct contact with the blood or secretions of an infected person

* Exposure to objects (such as needles) that have been contaminated with infected

secretions

Ebola virus is not transmitted from person to person through the air, water, or food.
Diagnosis
Diagnosis of EVD during the early course of illness may be difficult because the symptoms are
not specific to EVD. If EVD is suspected, several laboratory tests are available to confirm the
diagnosis. Additional details regarding laboratory testing are presented in the “Evaluation and
Management of Suspected EVD Cases: Information for Health Care Providers, Emergency
Medical Services Personnel, and Public Health Officials” section below.
Treatment
Standard treatment for EVD is still limited to supportive therapy. This consists of:

»  Balancing the patient’s fluids and electrolytes

* Maintaining their oxygen status and blood pressure

* Treating them for any complicating infections

Management of Persons Potentially Exposed to Ebola Virus and Suspected EVD Cases

The Guinean Ministry of Health, the Ministry of Health and Sanitation of Sierra Leone, the
Ministry of Health and Social Welfare of Liberia, and the Nigerian Ministry of Health are
working with national and international partners to investigate and respond to the outbreak. The
CDC 1is assisting with active screening and education efforts on the ground in the affected
countries to prevent sick travelers from getting on planes. In addition, airports in the affected
countries are screening all outbound passengers for Ebola symptoms, including fever, and
passengers are required to respond to a health care questionnaire.

On 08 October 2014, the CDC announced plans to begin entry screening of passengers arriving
from the Ebola-affected countries of Guinea, Liberia, and Sierra Leone at five U.S. airports —
New York's JFK International Airport, Washington-Dulles, Newark, Chicago-O’Hare, and
Atlanta, Together, more than 94 percent of all travelers to the Ebola-affected countries arrive
through these five airports. This screening process was initiated on Saturday, 11 October at JFK
International Airport, with the process being implemented at the remaining four airports the
week of 12 October. The screening consists of observing entering travelers for general overt
signs of illness, asking a series of health and exposure questions, providing information about
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Ebola virus disease and self-monitoring for symptoms, and temperature measurement by trained
medical staff.

Nonetheless, there is the potential for additional persons to have been exposed to Ebola virus in
the affected countries to arrive in the United States, including Kansas.

The Kansas Department of Health and Environment’s Bureau of Epidemiology and Public
Health Informatics (KDHE-BEPHI) has developed a Disease Investigation Guideline for viral
hemorrhagic fever

www.kdheks.gov/epi/Investigation Guidelines/VHF Disease Investigation Guideline.pdf),
which has been updated. This Ebola Virus Preparedness and Response Plan is not intended to
replace the KDHE Disease Investigation Guideline, but rather provides specific information
relevant to the current outbreaks in West Africa and the Democratic Republic of the Congo.

Risk Assessment

As noted above, the CDC and Customs and Border Protection (CBP) are conducting entry
screening of travelers who have traveled from or through Guinea, Liberia, or Sierra Leone. The
CDC will distribute contact information for screened passengers to the state health department
based on the passenger’s residence. For persons arriving in Kansas with known travel to or
residence in one of the affected countries within the previous 21 days, KDHE, the local health
department, health care provider, or other organization in consultation with KDHE or the local
health department will conduct a risk assessment (Appendix 1). This risk assessment is based on
exposure guidelines recommended by the CDC. The health care facility and public health actions
to be taken are based on three defined levels of exposure risk and whether or not persons are
experiencing any potential signs or symptoms of EVD. There are special considerations for
health care and laboratory workers.

The risk assessment will focus on contact with persons known or suspected to have EVD,
including visiting or working in health care facilities, household contact with or providing in-
home care to persons with potential EVD, or other activities that could pose a risk of
transmission.

As in most previous outbreaks, those at highest risk of EVD are health care workers and family
and other close contacts of patients with EVD, The risk assessment includes details for health
care workers regarding contact with patients known or suspected to have EVD and infection
prevention practices, including use of personal protective equipment and potential breaches in
infection prevention practices.

Persons undergoing a risk assessment will be classified into one of three exposure categories: 1)
high risk, 2) some risk of exposure, and 3) no known exposure. Health care facility / provider
and public health actions to be taken will be based on the exposure category and clinical criteria
(Appendix 2).

a8 -1
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Monitoring and Restricted Movement

For persons with potential exposure to EVD, monitoring for EVD symptoms and restricted
movement may be indicated as detailed in Appendix 2. Persons undergoing public health or self-
monitoring shall be given information about EVD and an instruction sheet for self-monitoring
(Appendix 3).

Asymptomatic persons classified as having either a high-risk exposure or at some risk of
exposure within the preceding 21 days will undergo active monitoring and must remain at their
residence or other living location as determined by KDHE or the local health officer (restricted
movement) for a period of 21 days following their last potential exposure; any movement outside
the residence or other living location must be approved in advance by KDHE or the local health
officer on a case-by-case basis. During this 21-day period of restricted movement, there shall be
no visitors to the residence or living location except those approved by KDHE or the local health
officer in advance. Active monitoring will entail self-monitoring for fever and other potential
symptoms of Ebola virus infection twice per day until 21 days since last potential exposure, with
the added requirement of public health follow-up. This information shall be recorded on a log
sheet (Appendix 3). KDHE or the local health department will conduct daily follow-up with
persons under active monitoring to ensure compliance with self-monitoring, assess symptoms,
and discuss any potential concerns. This follow-up should be done via telephone or
videoconference rather than in person to avoid any potential additional exposure to Ebola virus
should symptoms develop.

Failure to comply with the provisions of active monitoring or restricted movement may result
in the issuance of more restrictive quarantine orders pursuant to K.5.4. 65-119, K.S.A. 65-128
and K.A.R. 28-1-5.

Persons with no known exposure shall also be subjected to active monitoring, but the only
movement restrictions will be a prohibition on travel by commercial conveyances (¢.g., airplane,
train, bus, taxi, boat or cruise vessel, etc.).

Any person undergoing either active monitoring or self-monitoring who develops a fever (>
38.0°C/ 100.4°F OR subjective history of fever) or other symptoms of EVD shall immediately
contact the KDHE Epidemiology Hotline at 877-427-7317. If such persons contact a health
care provider or local health department worker first, then the health care provider or local health
department worker shall have the responsibility for contacting KDHE. A KDHE Epidemiologist
is on call 24 hours per day. The on-call Epidemiologist shall assess self-reported symptoms to
determine appropriate public health actions.

Local health departments and other agencies should develop local plans to ensure basic needs of
those persons whose movement is restricted are met. Such needs likely include food and other
household necessities, etc.

o0
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Special Considerations for Health Care Workers and Other Potential Occupational Exposure
to Ebola Virus

Health care workers, broadly defined as any person working in a health care setting (including
laboratory workers and emergency responders), and other workers who are potentially exposed
to Ebola virus while caring for a patient with EVD or during environmental cleanup activities
will be subject to the same requirements for active monitoring and restricted movement as any
other person, with the following exceptions.

Workers who utilize the Tier 1 level of personal protective equipment (PPE) as detailed in
Appendix 4 will be exempt from the 21-day restricted movement period that begins after their
last contact with the patient or potentially infectious materials. Active monitoring and a
prohibition on travel by commercial conveyances will still apply for these individuals. However,
if the employee reports or is observed by a PPE trained observer to have experienced a needle
stick or breach in PPE protocol, the full 21-day restricted movement period will apply.

Health care workers potentially exposed to Ebola virus who utilize a lower than optimal level of
PPE during patient care will be subjected to active monitoring and restricted movement, except
such workers may continue to work as part of a dedicated Ebola virus disease patient care team,
and may not provide care or services to any other patient, until 21 days after the last known
potential exposure.

Evaluation and Management of Suspected EVD Cases: Information for Health Care
Providers, Emergency Medical Services Personnel, and Public Health Officials

Patients with recent travel (i.e., within the previous 21 days) from countries with current
outbreaks or local transmission of EVD who present with fever could have other potentially fatal
infectious diseases that should be considered in the differential diagnosis, including but not
limited to malaria, typhoid fever, and bacterial infections such as pneumonia.

Evaluate all patients with symptoms consistent with EVD for travel to Guinea, Liberia, Sierra
Leone, or the Democratic Republic of the Congo within 21 days (three weeks) of symptom
onset. Persons who entered Nigeria on or after 30 September 2014 are not at risk for exposure to
Ebola.

Report all suspect EVD cases within four (4) hours to the KDHE Epidemiology Hotline:

877-427-7317

Infection Prevention and Control Recommendations for Hospitalized Patients with Known or
Suspected Ebola Virus Disease in U.S. Hospitals

Though these recommendations focus on the hospital setting, the recommendations for PPE and
environmental infection control measures are applicable to any health care setting. In this
guidance health care personnel (HCP) refers all persons, paid and unpaid, working in health care
settings who have the potential for exposure to patients or to infectious materials, including body
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substances, contaminated medical supplies and equipment, contaminated environmental surfaces,
or aerosols generated during certain medical procedures. HCP include, but are not limited to,
first responders, physicians, nurses, nursing assistants, therapists, technicians, emergency
medical service personnel, morticians, dental personnel, pharmacists, laboratory personnel,
autopsy personnel, students and trainees, contractual personnel, home health care personnel, and
persons not directly involved in patient care (e.g., clerical, dietary, house-keeping, laundry,
security, maintenance, billing, chaplains, and volunteers) but potentially exposed to infectious
agents that can be transmitted to and from HCP and patients. This guidance is not intended to
apply to persons outside of health care settings.

All persons entering the hospital room of a patient with suspected or confirmed Ebola should
adhere to the KDHE PPE guidance as detailed in Appendix 4. It is important to note that
individuals who utilize the Tier 1 level of personal protective equipment (PPE) as detailed in
Appendix 4 will be exempt from the 21-day restricted movement period that begins after their
last contact with the patient or potentially infectious materials. Active monitoring and a
prohibition on travel by commercial conveyances will still apply for these individuals. However,
if the employee reports or is observed by a PPE trained observer to have experienced a needle
stick or breach in PPE protocol, the full 21-day restricted movement period will apply. However,
if the employee reports or is observed by a PPE monitor to have experienced a needle stick or
breech in contact/droplet protocol, the full 21-day restricted movement period will apply. Health
care workers potentially exposed to Ebola virus who utilize a lower than Tier 1 level of PPE
during patient care will be subjected to active monitoring and restricted movement, except such
workers may continue to work as part of a dedicated Ebola virus disease patient care team, and
may not provide care or services to any other patient, until 21 days after the last known potential
exposure.

At a minimum, enhanced standard, contact, and droplet precautions, as outlined below, are
recommended for management of patients with known or suspected EVD. Note that this
guidance outlines only those measures that are specific for EVD; additional infection control
measures might be warranted if an EVD patient has other conditions or illnesses for which other
measures are indicated (e.g., tuberculosis, multi-drug resistant organisms, etc.).

As new information becomes available, these recommendations will be re-evaluated and updated
as needed. These recommendations are based upon the most current information available and
the following considerations:

* High rate of morbidity and mortality among infected patients

e Risk of human-to-human transmission

o Lack of FDA-approved vaccine and therapeutics

If a patient in a Kansas health care facility is suspected or known to have EVD, health care
facilities should:

» Isolate the patient: Patients should be isolated in a single patient room (containing
a private bathroom whenever possible) with the door closed.

e Wear appropriate PPE as recommended in Appendix 4, including the use of a
trained observer.
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e Restrict visitors: Avoid entry of visitors into the patient's room. Exceptions may
be considered on a case-by-case basis for those who are essential for the patient's
wellbeing. Ensure that visitors wear appropriate PPE. A logbook should be kept to
document all persons entering the patient's room. See CDC's infection control
guidance on procedures for monitoring, managing, and training of visitors.

e Avoid aerosol-generating procedures: If performing these procedures is
necessary, they should be performed in an airborne infection isolation room.

e Implement environmental infection control measures: Diligent environmental
cleaning and disinfection and safe handling of potentially contaminated materials
are of paramount importance, as blood, sweat, vomit, feces, urine, and other body
secretions represent potentially infectious materials and should be handled
following hospital protocols.

Additional guidance and information can be found in Appendix 4, including a one-page guide for
PPE.

Special Considerations for Outpatient Settings

Patients with suspected Ebola virus disease (i.e., those with pertinent travel history and
symptoms consistent with EVD) should be immediately given a surgical mask to don (if
tolerated and not medically contraindicated), placed in an isolation gown and isolated in a private
patient room. If feasible, facilities should consider utilizing a bathroom for this purpose to
facilitate environmental cleaning and decontamination. A chair or two can be placed in the
bathroom for the patient to sit; however, if they are ill and require lying down, the facility should
identify the best room to do this and prevent other staff/visitors from entering until the final
disposition of the patient is determined.

Health care workers in outpatient settings should minimize potential exposure to a patient with
suspected EVD by maintaining a distance of at least three feet from patient and avoiding
provision of direct, hands-on patient care. If direct patient care is required until the patient is
transferred and the patient is ill, complete skin coverage is the PPE goal. In the outpatient setting
this could be accomplished as quickly as possible by donning appropriate personal protective
equipment. This should include double gloves, impermeable gown, surgical mask, full face
shield (alone or in combination with indirectly vented, anti-fog coated goggles that can be worn
under the face shield without compromising the integrity of full face protection), shoe covers,
and head cover. Ideally, the goal is that no skin is exposed.

Suspected EVD patients should be transported to an appropriate referral hospital in the private
vehicle they arrived in with law enforcement escort, if feasible. The outpatient clinic should first
notify the referral hospital prior to transporting the patient and make arrangements to be called to
confirm the patient arrived. A flowchart for evaluating suspected Ebola virus disease patients is
presented in Figure 2.
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Figure 2

KDHE Interim Guidelines for Evaluation of Suspacted EVD Patients at Outpatient
Clinic and Physician’s Offices

Praparation Activities:
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*  Identify designated room/area to separate patiant for evaluation
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Laboratory Testing

Timeline of Infection Diagnostic tests available
Within a few days after symptoms begin = Antigen-capture enzyme-linked
immunosorbent assay (ELISA) testing
= |gM ELISA
= Polymerase chain reaction (PCR)
= Virus isolation
Later in disease course or after recovery = |gM and IgG antibodies
Retrospectively in deceased patients =  |mmunohistochemistry testing
= PCR
= Virus isolation

Notification and consultation

Hospitals should contact KDHE (Epidemiology Hotline: 877-427-7317) for notification and
consultation for Ebola testing requests before contacting the CDC. The CDC cannot accept any
specimens without prior consultations with KDHE.

Specimen collection

Ebola is detected in the blood only after the onset of symptoms (may take up to three days).
Specimens should be collected when a symptomatic patient reports to a health care facility and is
suspected of having an Ebola virus exposure. If the onset of symptoms is less than three days, a
subsequent specimen may be needed to rule out Ebola virus if the first specimen tests negative.
A minimum volume of four milliliters of whole blood preserved with EDTA is preferred, but
whole blood preserved with sodium polyanethol sulfonate (SPS), citrate, or clot activator can be
submitted for Ebola testing. Specimens should be shipped at 2-8 degrees C on cold packs. Do not
freeze specimens (differs from CDC guidance as we are concerned a specimen that is frozen but
cycles from frozen to thawed may not render an accurate test result). Do not submit glass
containers. Do not submit specimens preserved in heparin tubes.

Packing and shipping specimens for Ebola virus testing

Specimens collected for Ebola virus disease testing should be packaged and shipped without
opening collection tubes or aliquot specimens. Specimens for shipment should be packaged
following the basic triple packaging system, which consists of a primary container (a sealable
specimen bag) wrapped with absorbent material, secondary container (watertight, leak-proof),
and an outer shipping package. See Appendix 5 for packaging guidance. Persons responsible for
packing and shipping any specimen for Ebola testing should be trained to ship Category A
infectious substances. Contact the KDHE Epidemiology Hotline for required submission
documents and additional shipping guidance.

Note: In most cases, KDHE anticipates advising submitting laboratories to send specimens

directly to the CDC rather than to the Kansas Health and Environmental Laboratories (KHEL).
This will be managed on a case-by-case basis.

13
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Transporting specimens within the hospital / institution

In compliance with 29 CFR 1910.1030, specimens should be placed in a durable, leak-proof
secondary container for transport within a facility. To reduce the risk of breakage or leaks, do not
use any pneumatic tube system for transporting suspected Ebola virus disease specimens.

American Society for Microbiology Guidelines

KDHE strongly recommends limited laboratory testing for patients with suspected or confirmed
EVD. Point of care testing should be conducted whenever feasible. The American Society for
Microbiology (ASM) published its second version of “Interim Laboratory Guidelines for
Handling / Testing Specimens from Cases or Suspected Cases of Hemorrhagic Fever Virus™ on
10 September 2014. KDHE recommends laboratories consider adopting these guidelines as
enhanced precautions. These guidelines are available

at https://www.asm.org/images/PSAB/Ebola9-10-14.pdf), and a copy is attached as Appendix 6.

Public Health Management of Suspected EVD Cases

Pursuant to K.S.A. 65-118 and K.A.R. 28-1-2, Ebola virus is considered a “...disease unusual in
incidence or behavior...” [as delineated in K.A.R. 28-1-2(a)(52)] and suspected cases of Ebola
virus disease must be reported to KDHE by telephone within four (4) hours (Epidemiology
Hotline: 877-427-7317). The KDHE-BEPHI will work with the local health department to
immediately initiate case and contact investigations so public health measures to prevent
potential transmission of Ebola virus can be implemented.

As noted above, KDHE-BEPHI has a detailed Disease Investigation Guideline (DIG) for viral
hemorrhagic fever that should be utilized by KDHE and local health department staff
(www.kdheks. gov/epi/investigation_Guidelines/'VHF _Disease_Investigation_Guideline. pdf).

Persons with suspected EVD shall be managed as described in the “Management of Persons
Potentially Exposed to Ebola Virus and Suspected EVD Cases” section of this document. There
are no specific Kansas regulations related to isolation of persons with EVD or quarantine of
persons exposed to Ebola virus. Therefore, the provisions of K.A.R. 28-1-5, which specifies that
the secretary of Kansas Department of Health and Environment or the local health officer shall
order and enforce isolation and quarantine based on current medical knowledge of the particular
infectious agent, apply. Statutory authority is provided in K.S.A. 65-101, 65-119, 65-128, and
65-202.

Persons in Kansas who have potential exposures to Ebola virus from a patient with EVD in
Kansas or elsewhere in the United States shall be managed in a similar manner as those persons
potentially exposed to Ebola virus in other countries; however, contact investigations and
associated risk assessments shall be the responsibility of KDHE or the local health department.

14
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Environmental Infection Control

Although risk factors for environmental transmission of Ebola virus are not well understood,
there is limited evidence from laboratory studies that Ebola virus can remain viable on solid
surfaces under certain environmental conditions for several days. According to the CDC, there is
no epidemiologic evidence of environmental Ebola virus transmission via fomites (e.g., bed rails,
door knobs, laundry, etc.). However, environmental infection control measures are prudent given
the low infectious dose, the potential of high virus titers in blood (and other bodily fluids like
vomitus and stool) of ill patients, and the severity of EVD.

There is likely to be considerable amounts of medical waste generated during the course of
providing care for a patient with EVD and other waste generated during environmental cleaning
and disinfection in health care settings and in community settings.

The U.S. Department of Transportation (DOT) has classified Ebola virus as a Category A
infectious substance per its Hazardous Materials Regulations (HMR, 49 C.F.R., Parts 171-180).
Any item transported offsite for disposal that is contaminated or suspected of being contaminated
with a Category A infectious substance must be packaged and transported in accordance with the
HMR. This includes medical equipment, sharps, linens, and used health care products (such as
soiled absorbent pads or dressings, kidney-shaped emesis pans, portable toilets, used personal
protection equipment (gowns, masks, gloves, goggles, face shields, respirators, booties, etc.) or
byproducts of cleaning) contaminated or suspected of being contaminated with a Category A
infectious substance.

On 06 October 2014, KDHE issued a written policy pursuant to K.S.A. 65-3430(e)(1)(B)
and K.S.A. 65-101(a)(2) and (5) that defines Ebola virus and other hemorrhagic fever
viruses as hazardous waste.

KDHE is basing this guidance regarding the treatment, storage, and disposal of Ebola waste
based upon guidance and requirements established by KDHE and the World Health
Organization, the CDC, and the DOT.

For the purposes of this document, Ebola waste means any untreated medical waste generated in
the care of patients with known or suspected Ebola virus disease (EVD) including, but not
limited to, medical equipment, sharps, linens, and used health care products, used PPE, and all
absorbent or uncleanable items contaminated or potentially contaminated by a suspected EVD
patient. Ebola waste is a Category A infectious substance and a Resource Conservation and
Recovery Act (RCRA) hazardous waste in the State of Kansas. A RCRA hazardous waste must
be transported by a registered hazardous waste transporter and disposed of at a permitted
hazardous waste facility (an incinerator).

Ebola waste that has been treated (sterilized) by the generator using effective (autoclaving)
procedures may be managed as other Category B Regulated Medical Waste (RMW) in
accordance with state and federal transportation and disposal requirements. Such waste may be
treated in permitted medical waste disposal facilities. Chemical treatment alone does not remove
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the Ebola waste (Category A) designation, nor does it eliminate the hazardous waste
classification.

Hospitals and Other Medical Facilities

Hospitals or other medical facilities that have the capability to sterilize Ebola waste in an on-site
autoclave should do so as waste is generated to avoid the accumulation of large volumes of
untreated Ebola waste on-site. Prior to sterilization in an autoclave, any confirmed or suspect
Ebola waste must be properly packaged and labeled while held in temporary storage (see storage
requirements below).

Hospitals or other medical facilities without autoclaving capabilities should package the waste
following DOT requirements (Title 49, Part 173.196, and other associated DOT guidance). The
packaged waste should be properly labeled and placed into secure storage. As soon as such waste
handling processes are initiated, the facility should contact KDHE to obtain assistance in
identifying and selecting a waste transporter and disposal facility.

Human body fluids from a patient in isolation should be collected for disposal as Ebola waste or
collected and treated with 1 part of household bleach to 9 parts water for at least 10 minutes or
longer prior to discharge to the sanitary sewer. Facilities should discuss preferred concentrations
and treatment time for bodily fluid wastes utilizing this method with their Public Waste Water
Treatment facility director and local emergency manager.

Toilet bowls should be primed with a 9:1 (water:bleach) solution prior to introduction of any
wastes (i.e., prior to patient use) to ensure wastes voided during toilet equilibrium actions are
appropriately treated. Body fluids expelled directly from the patient into a toilet must be treated
again with 1 part of household bleach to 9 parts water for at least 10 minutes prior to discharge to
the sanitary sewer; this will require consideration of the toilet bowl water volume to ensure a 9:1
(water:bleach) solution is achieved during treatment.

Onsite Storage of Ebola Waste - The DOT shipping packaging adequately satisfies the hazardous
waste packaging requirement for untreated Ebola waste. It is recommended that the outer
packaging be rigid plastic 55-gallon drums or larger over-pack plastic drums. These containers
are capable of being incinerated with the contained waste. All DOT labeling requirements can be
included on the “Hazardous Waste” label which must also include the date that the container was
placed into storage (there is a 90-day storage time limit). The DOT “Infectious Substance” label
should also be adhered to the outer package. The labeling information includes the following:
DOT shipping name - "Infectious substances, affecting humans (Ebola Hazardous Waste)",
hazardous class/division 6.2 (DOT), DOT ID # UN2814. The hazardous waste code is “EBOLA”
to be put into the waste code section of the uniform hazardous waste manifest.

Autoclave Guidelines for Sterilization of Ebola Waste — If the facility uses an autoclave to
sterilize the Ebola waste; they should include the following in their procedure to ensure
effectiveness:

o All waste should be in biohazard autoclave bags and should be no more than three-
fourths full.
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Bags should be tied loosely and about 50 mL of water added to each bag.
Tape a biological indicator ampoule to the outside of the bag and place bag in a metal
autoclave pan or tray. (Note that effectiveness is increased with metal trays.)

e A chemical indicator strip may also be used near the mouth of the bag.

Autoclave contents for a minimum of 60 min, at 121°C, and 15psi. with slow exhaust.

e The Autoclave log should document the contents, duration, time, pressure, and
temperature for the autoclave cycle.

¢ Document that the chemical indicator strip indicates a successful run. If the chemical
indicator fails, then the sterilization should be repeated with fresh indicator. (The
chemical indicator provides an initial evaluation of run success. The biological indicator
provides confirmation and should be included in every run of the autoclave.)

e Label the bag with the date and time of run or other tracking system that corresponds
with the biological indicator ampoule, autoclave log and chemical indicator for that run.

e Hold labeled autoclaved waste until the biological ampoule indicates successful
sterilization. (NOTE: The biological indicator must be incubated according to
manufacturer’s directions for 48 hours to confirm effectiveness of the autoclave to
inactivate organisms.)

» Once successful sterilization has been confirmed with the biological indicator, document
that bags associated with that run are ready for storage and disposal as Category B
Regulated Medical Waste.

NOTES:

Sterilization indicator tape is not equivalent to the biological indicator and chemical
strip indicator described above.

The chemical indicators and biological indicators should be used with every
autoclave run and their location within the autoclave varied to ensure uniform sterilization
throughout the autoclave.

Do not overfill the bags, the secondary containers, or the autoclave itself. Steam must
be able to penetrate all areas of the waste material to ensure effectiveness of the sterilization,

Disposal of Ebola Waste — If the facility does not already have a hazardous waste generator ID,
KDHE can provide a special ID to allow the waste to be shipped off-site using a uniform
hazardous waste manifest. This manifest satisfies both the hazardous waste and DOT shipping
paper requirements. KDHE will work with the facility to identify a waste transporter and
permitted incineration facility.

Other Generators of Ebola Waste

All other generators of Ebola waste should follow the same packaging and labeling procedures as
hospitals that do not have treatment (sterilization) capabilities. Clean-up contractors should
coordinate storage and disposal procedures with KDHE. Movement to a temporary secure
storage area may be approved by KDHE, if necessary, pending the selection of a permitted
disposal facility. Direct loading and transfer to a disposal facility is preferred if this can be pre-
arranged.
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Handling of Bulky Contaminated Items

Some contaminated or potentially contaminated items that cannot be appropriately cleaned and
disinfected may be large and unable to be treated in an autoclave or packed into the approved
DOT shipping containers without size reduction. Items may include things such as bedding,
chairs, mattresses, etc. It will be necessary to reduce the size of such items using mechanical
procedures. The surfaces of these items must first be treated with a U.S. Environmental
Protection Agency (EPA)-registered hospital disinfectant with a label claim for a non-enveloped
virus (e.g., norovirus, rotavirus, adenovirus, poliovirus) or a 9:1 (water:bleach) solution). Note:
9:1 (water:bleach) solution is caustic. Avoid direct contact with skin and eyes. Prepare the bleach
solutions in a well-ventilated area. Care must be taken to avoid exposures and the additional
spread of contamination during these steps.

All items being prepared for delayed on-site treatment or off-site shipments must be placed in
rigid containers that are no larger than 55-gallon drums or larger over-pack containers.

Special DOT Permits

If a disposal facility requires outer packaging that differs from the DOT requirements in Part
173.196, a Special Permit may be requested.

Community Environmental / Decontamination Issues

Local health departments and other local agencies are advised to discuss and plan for how local
resources will be identified and utilized to address any potential needs for environmental
decontamination of a confirmed case-patient’s residence or other structures. Such resources
might include local or regional hazardous materials response teams or private contractors. These
units are primarily present to isolate a threat and monitor the environmental decontamination and
not for clean-up. KDHE is working to develop a resource guide to environmental clean-up
organizations familiar with proper PPE and handling of potentially infected blood and fluids.
Refer to Environmental Infection Control section above for information on management of waste
generated from cleanup activities.

A one-page waste management guide is available in Appendix 7.

Handling of Human Remains of Ebola Virus Disease Patients

The CDC has issued “Guidance for Safe Handling of Human Remains of Ebola Patients in U. S.
Hospitals and Mortuaries” (available at hitp://www.cdc.gov/vhi/ebola/hcp/guidance-safe-
handling-human-remains-ebola-patients-us-hospitals-mortuaries.html). KDHE has reviewed the
CDC guidance and is adopting it by reference. However, KDHE guidelines for personal
protective equipment (PPE) will apply to any person handling infected human remains, and
KDHE guidance applies to any issue for which there are conflicts between KDHE guidance and
CDC guidance. For the reader’s convenience, the CDC guidance is included here, with
appropriate edits to remove clear conflicts with KDHE guidance:
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Guidance for Safe Handling of Human Remains of Ebola Patients in U. S. Hospitals and
Mortuaries

These recommendations give guidance on the safe handling of human remains that may contain
Ebola virus and are for use by personnel who perform postmortem care in U.S. hospitals and
mortuaries. In patients who die of Ebola virus infection, virus can be detected throughout the
body. Ebola virus can be transmitted in postmortem care settings by laceration and puncture with
contaminated instruments used during postmortem care, through direct handling of human
remains without appropriate personal protective equipment, and through splashes of blood or
other body fluids (e.g. urine, saliva, feces) to unprotected mucosa (e.g., eyes, nose, or mouth)
which occur during postmortem care.

Only personnel trained in handling infected human remains, and wearing PPE, should
touch, or move, any Ebola-infected remains.

Handling of human remains should be kept to a minimum.

Autopsies on patients who die of Ebola should be avoided. If an autopsy is necessary, the
state health department and CDC should be consulted regarding additional precautions.

Definitions for Terms Used in this Guidance

Cremation: The act of reducing human remains to ash by intense heat.

Hermetically sealed casket: A casket that is airtight and secured against the escape of
microorganisms. A casket will be considered hermetically sealed if accompanied by valid
documentation that it has been hermetically sealed AND, on visual inspection, the seal
appears not to have been broken.

Leakproof bag: A body bag that is puncture-resistant and sealed in a manner so as to
contain all contents and prevent leakage of fluids during handling, transport, or shipping.

Personal protective equipment for postmortem care personnel

Personal protective equipment (PPE): Prior to contact with body, postmortem care
personnel must wear PPE,

Putting on, wearing, removing, and disposing of protective equipment: PPE should be in
place BEFORE contact with the body, worn during the process of collection and
placement in body bags, and should be removed immediately after and discarded
appropriately. Use caution when removing PPE as to avoid contaminating the wearer.
Hand hygiene (washing your hands thoroughly with soap and water or an alcohol based
hand rub) should be performed immediately following the removal of PPE. If hands are
visibly soiled, use soap and water. (Note: KDHE does not recommend using alcohol
based hand rub alone.)
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Postmortem preparation

Preparation of the body: At the site of death, the body should be wrapped in a plastic
shroud. Wrapping of the body should be done in a way that prevents contamination of the
outside of the shroud. Change your gown or gloves if they become heavily contaminated
with blood or body fluids. Leave any intravenous lines or endotracheal tubes that may be
present in place. Avoid washing or cleaning the body. After wrapping, the body should
be immediately placed in a leak-proof plastic bag not less than 150 pm thick and zippered
closed. The bagged body should then be placed in another leak-proof plastic bag not less
than 150 pum thick and zippered closed before being transported to the morgue.

Surface decontamination: Prior to transport to the morgue, perform surface
decontamination of the corpse-containing body bags by removing visible soil on outer
bag surfaces with EPA-registered disinfectants which can kill a wide range of viruses.
Follow the product’s label instructions. After the visible soil has been removed, reapply
the disinfectant to the entire bag surface and allow to air dry. Following the removal of
the body, the patient room should be cleaned and disinfected. Reusable equipment should
be cleaned and disinfected according to standard procedures.

Individuals driving or riding in a vehicle carrying human remains: PPE is not required for
individuals driving or riding in a vehicle carrying human remains, provided that drivers
or riders will not be handling the remains of a suspected or confirmed case of Ebola, and
the remains are safely contained and the body bag is disinfected as described above.

Movtuary Care

Do not perform embalming. The risks of occupational exposure to Ebola virus while
embalming outweighs its advantages; therefore, bodies infected with Ebola virus should
not be embalmed.

Do not open the body bags.

Do not remove remains from the body bags. Bagged bodies should be placed directly into
a hermetically sealed casket.

Mortuary care personnel should wear KDHE-recommended PPE when handling the
bagged remains.

In the event of leakage of fluids from the body bag, thoroughly clean and decontaminate
areas of the environment with EPA-registered disinfectants which can kill a broad range
of viruses in accordance with label instructions. Reusable equipment should be cleaned
and disinfected according to standard procedures. For more information on
environmental infection control, please refer to the “Environmental Infection Control”
section.
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Disposition of Remains

Remains should be cremated or buried promptly in a hermetically sealed casket.

Once the bagged body is placed in the sealed casket, no additional cleaning is needed
unless leakage has occurred.

No PPE is needed when handling the cremated remains or the hermetically sealed closed
casket.

Transportation of human remains

Transportation of remains that contain Ebola virus should be minimized to the extent
possible.

All transportation, including local transport, for example, for mortuary care or burial,
should be coordinated with relevant local and state authorities in advance.

Interstate transport should be coordinated with CDC by calling the Emergency
Operations Center at 770-488-7100. The mode of transportation (i.e., airline or ground
transport), must be considered carefully, taking into account distance and the most
expeditious route.

Although Ebola virus is a Category A infectious substance regulated by the U.S.
Department of Transportation’s Hazardous Materials Regulations (HMR, 49 Code of
Federal Regulations Parts 171-180), DOT has issued guidance that human remains
contaminated with a category A infectious substance are excepted from the HMR.

Transportation of remains that contain Ebola virus outside the United States would need
to comply with the regulations of the country of destination, and should be coordinated in
advance with relevant authorities.

References

CDC. Medical Examiners, Coroners, and Biologic Terrorism A Guidebook for Surveillance and
Case Management. MMWR 2004;53(RR08);1-27.
(http://www.cde.govimmwr/preview/mmwrhtml/rr5308al .htm)

Management of Animals Exposed to Ebola Virus

The ongoing epidemic of Ebola in West Africa has raised several questions about how the
disease affects the animal population, and in particular, the risk to household pets'. While the
information available suggests that the virus may be found in several kinds of animals, the CDC,
the US Department of Agriculture (USDA), and the American Veterinary Medical Association
(AVMA) do not believe that pets are at significant risk for Ebola in the United States'.
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The following guidance is provided to manage animals exposed to the Ebola virus. This
guidance will be updated as new information is made available by the CDC, USDA, and AVMA.

Exposure Defined As:
An animal will be considered exposed if it has been in direct contact with a person with
confirmed Ebola virus infection from the onset of symptoms of the disease in the person.

Quarantine and Handling Procedures:
The animal will be quarantined for a minimum of 21 days. The following management
procedures will be observed:

1. The animal will be quarantined in the residence of the patient with confirmed Ebola virus

disease. The animal should be confined to the home and only allowed outside to urinate
or defecate. When outside, the animal will be kept on a leash. Solid waste should be
removed and disposed of in a waste receptacle. The waste can be disposed of through
regular trash removal.

2. Humans who are household contacts of the confirmed Ebola patient, and who live in the
residence of the patient, should care for the animal contact(s). Exposure to the animal
should be minimized. If the patient does not have another caregiver for the animal, it will
be quarantined at an alternate location determined by KDHE or the local health officer.

3. Monitor the animal daily for changes in behavior or health for 21 days following the last
potential exposure.

a. Potential signs of illness include decreased appetite, lethargy, vomiting, and
diarrhea.

b. Report any change in behavior or health immediately to KDHE at 1-877-427-
7317.

¢. The animal will be evaluated by a veterinarian to determine the cause of illness. If
the veterinarian cannot rule out Ebola virus infection, KDHE will then consult
with the CDC for diagnostic recommendations.

Release of Animal from Quarantine;

The animal will be released from quarantine after 21 days, or more, as long as the animal appears
clinically normal. There are currently no approved diagnostic tests for pets for Ebola virus
infection; therefore, testing is not recommended at this time. Final disposition of the animal will
be determined by the Kansas Animal Health Commissioner and the Secretary of KDHE.

References
1. Centers for Disease Control and Prevention. Questions and Answers about Ebola and

Pets. Accessed on October 15, 2014 at; http://www.cdc.gov/vhf/ebola/transmission/qas-
pets.html.

2. Allela, L., Bourry, O., Pouillot, R., et al. Ebola Virus Antibody Prevalence in Dogs and
Human Risk. Emerging Infectious Diseases. 2005: 11(3); 385-390.
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Additional Information

For additional information, refer to the CDC Ebola web page (available from www.cdc.gov) or
contact the KDHE Epidemiology Hotline at 877-427-7317.
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Appendix 1

Risk Assessment for Individuals Returning from Ebola Affected Areas

Ongoing outbreaks of Ebola in West Africa and the Democratic Republic of the Congo have
prompted the need for careful evaluation and management of individuals returning from
outbreak affected areas (map available at http://www.who.int/csr/disease/ebola/evd-
outbreak.jpg). Local health departments may become aware of these individuals through
various channels, such as universities, refugee services, missionary groups, or direct calls from
the public. The guidance below outlines the steps the state and local health department should
take to evaluate and manage returning travelers. Risk Assessments should be performed for all
individuals identified who have been in the affected areas in the past 21 days.

Demographics

Name (last, first):
Address (mailing):

Address (physical):
City/State/Zip:
Phone (home): Phone (work/cell):

Alternate contact: oParent/Guardian nSpouse oOther
Name: Phone:

Birthdate: _ /_ / Age: Sex: OMale OFemale OUnknown

Travel History

1. Were you in Guinea, Liberia, Sierra Leone or the Democratic Republic of the Congo

(DRC) in the last 21 days? OYes ONo

If yes please continue the assessment, if no then the person was not considered
exposed. (Note: Persons who entered Nigeria on or after 30 September 2014 are not at
risk for exposure to Ebola.)

List the cities, countries, travel dates and reason for travel while the person was in West Africa
or the DRC.

City Country Arrival Date | Departure Date | Reason for Travel

2. What date did you arrive in the United States?

3. List the airport where you arrived and any airport where you had a layover:
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Exposures

4.

Did you have any contact with blood or body fluids of anyone who was ill with fever,
severe headache, muscle pain, vomiting, diarrhea, abdominal pain, or unexplained

bleeding or who was diagnosed with or suspected to have Ebola infection? OYes ONo
a. Date of lastcontact: __/__/

b. Were you wearing personal protective equipment (gown, gloves, eye protection,
etc.) during the contact? OYes ONo
c. Exposure type: [0 Blood O Semen O Respiratory secretions
O Other:

Did you have any contact with body fluids of a confirmed convalescent case of Ebola

infection? OYes ONo
a. Date of lastcontact: __ /  /

b. Exposure type: O Blood [0 Semen O Respiratory secretions
O Other:

Did you have direct contact with body fluids such as blood, saliva, sweat, urine, tears,
stool, or sustain any needle stick injuries related to caring for a person diagnosed with or

suspected to have Ebola infection? OYes ONo
a. Date of lastcontact:__ / __/

b. Were you wearing personal protective equipment (gown, gloves, eye protection,
etc.) during the contact? OYes ONo
c. Exposure type: O Blood [0 Respiratory secretions
O Needle stick injury O Other:

Are you or were you a laboratory worker in a facility that handles Ebola specimens?

OYes [ONo
a. Date of Exposure: __ [/ __/

b. Were you wearing personal protective equipment (gown, gloves, eye protection,
etc.) and following standard biosafety precautions? OYes [ONo
Did you participate in any funeral preparations or burial services? OYes ONo

Were you a household member of or have other casual contact with anyone who was
diagnosed with or suspected to have Ebola infection? OYes ONo

lliness Information
10. Were you ill within the past month during your time in West Africa or the DRC? OYes

CINo
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a. If so, were you seen by a physician or did you visit a health care facility in West
Africa or the DRC? OYes ONo

b. Name of facility: Location of facility:

¢. What date did your symptoms begin? _ /__ /

d. What was your diagnosis?

e. Did you have any of the following symptoms?
Fever OYes ONo
Significant headaches OYes CONo
Joint or muscle aches OYes CINo
Nausea or vomiting OYes CONo
Diarrhea OYes CONo
Abdominal pains OYes CONo
Unexplained hemorrhage or bleeding OYes CINo

11. Have you been ill since your arrival in the United States? (Yes CONo

a. Is yes what date did your symptoms begin? _ /[

b. Did you have any of the following symptoms?
Fever OYes ONo
What date did your fever develop? _/_/__
What was the highest recorded temperature?
Significant headaches OYes ONo
Joint or muscle aches OYes ONo
Nausea or vomiting OYes ONo
Diarrhea OYes ONo
Abdominal pains OYes ONo
Unexplained hemorrhage or bleeding OYes ONo

12. Have you consulted your personal physician? OYes CONo

a.
b.

If yes, did he or she order any lab tests? OYes ONo
May we have his/her name and phone number?

13. Have your symptoms resolved? OYes OONo

14. What date did your symptoms resolve? _/__ /
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Interim Guidance for Evaluation and Management of Persons with Potential Ebola Virus Disease Exposure
Level Clinical Criteria Health Care Facility and Public Health Actions
High Risk Fever (subjective or measured as >100.4 *  Consideration as a probable case (http:/iwww.cdc.govivhilebolathcpicase-

*  Percutaneous (e.g., needle sfick) or mucous
membrane exposure to body fluids of Ebola patient

= Direct skin contact with, or exposure to blood or
body fluids of, an EVD patient without appropriate
personal protective equipment (PPE)

*  Processing blood or body fluids of a confirned EVD
patient without appropriate PPE or standard
biosafety precautions

®  Direct conlact with a dead body without appropriate
PPE in a country where an EVD outbreak is
oceurring

degrees F or 38.0 degrees C) OR other
symptoms consistent with EVD

definition.himi#probable)

Medical evaluation using infection control precautions (Appendix 4) for suspected Ebola,
consultation with KDHE (Epidemiology Hotline: 877-427-7317), and testing if indicated

If air transport is clinically appropriate and indicated, only air medical transport
(http:/fwww.cdc.govivhifebola/hcp/guidance-air-medical-transport-patients.himl) (no travel
on commercial conveyances permitted)

If infection control precautions are determined not to be indicated: active monitoring and
restricted movement until 21 days after last known polential exposure

Asymptomatic

Active monitoring and restricted movement until 21 days after last known potential
exposure

Some Risk of Exposure

*  Househeld contact with an EVD patient

*  Qther close contact with an EVD patient in health
care facilities or community settings

Fever (subjective or measured as >100.4
degrees F or 38.0 degrees C) OR other
symploms consistent with EVD

Consideration as a probable case (http://www.cdc.gov/vhflebola/hcp/case-
definition.htmi#probable)

Medical evaluation using infection control precautions (Appendix 4) for suspected Ebola,
consultation with KDHE (Epidemiclogy Hotline: 877-427-7317), and testing if indicated

If air ransport is clinically appropriate and indicated, only air medical transport
(http:/Awww.cde.govivhifebala/ep/guidance-air-medical-transport-patients.htmi) (no travel
on commercial conveyances pemilted)

If infection control precautions are determined nol to be Indicated: active monitoring and
reslricted movement until 21 days after last known potential exposure

Asymplomalic

Active monitoring and restricled movemant until 21 days after last known potential
exposure

No Known Exposure

*  Having been in a country in which an EVD outbreak
occurred within the past 21 days and having had no
BXposures

Fever (subjective or measured as >100.4
degrees F or 38.0 degress C) OR other
symptoms consistent with EVD

Consideration as a probable case (http://iwww.cdc.govivhilebola/hcpicase-
definition.himi#probable)

Medical evaluation using infection control precautions (Appendix 4) for suspecled Ebola,
consullation with KDHE (Epidemiology Holline: 877-427-7317), and tesling if indicated

If air transport is clinically appropriale and indicated, only air medical transpori
(http:/hwww.cdc.govivhflebolathcp/guidance-air-medical-transport-patients.html) (no travel
on commercial conveyances permilted)

If infection contrel precautions are determined not to be indicaled: active monitoring and
reslricted movement until 21 days after lasl known polential exposure

Asymptomatic

Aclive monitoring until 21 days after leaving counliry
No movement restrictions except NO travel by commercial conveyances
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Definitions

Close contact — Defined as a) being within approximately 3 feet (1 meter) of an EVD patient or within the patient's room or care area for a prolonged period of
ime (e.g., health care personnel, household members); or b) having direct brief contact (e.g., shaking hands) with an EVD patient while not wearing recommended
personal protective equipment.

Active Monitoring — Individuals identified as having had high-risk or some risk of exposure to Ebola or who have travelled to Ebola-affected countries in the
preceding 21 days must undergo active monitoring for 21 days following the last exposure. If the last date of exposure is unknown, active monitoring should
continue for 21 days after the last day in the affected country. Active monitoring requires asymptomatic contacts to 1) measure body temperature and complete a
fever log twice a day, 2) share this information with local health department staff verbally daily, 3) immediately contact KDHE if fever or other symptoms consistent
with EVD develop, and 4) Contact their health care facility/provider in advance and arrange to seek health care so that appropriate precautions can be taken.

Restricted movement — Persons must remain at their residence or other living location as determined by KDHE or the local health officer for a period of 21 days
following their last potential exposure; any movement outside the residence or other living location must be approved in advance by KDHE or the local health
officer on a case-by-case basis. During this 21-day period of restricted movement, there shall be no visitors to the residence or living location except those
approved by KDHE or the local health officer in advance.

Special Considerations for Health Care Workers — Health care workers, broadly defined as any person working in a health care setting (including laboratory
workers), and other workers who are potentially exposed to Ebola virus while caring for a patient with EVD or during environmental cleanup activities will be
subject to the same requirements for active monitoring and restricted movement as any other person, with the following exceptions.

Workers who utilize the Tier 1 level of perscnal protective equipment (PPE) as detailed in Appendix 4 will be exempt from the 21-day restricted movement period
that begins after their last contact with the patient or patentially infectious materials. Active monitoring and a prohibition on travel by commercial conveyances will
still apply for these individuals, However, if the employee reports or is observed by a PPE trained observer to have experlenced a needle stick or breach in PPE
protocol, the full 21-day restricted movement period will apply.

Health care workers potentially exposed to Ebola virus who utilize a lower than Tier 1 level of PPE during patient care will be subjected to active monitoring and
resiricted movement, except such workers may continue to work as part of a dedicated Ebola virus disease patient care team, and may not provide care or
services to any other patient, until 21 days after the last known potential exposure.
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Appendix 3

Guidance for Persons Traveling from the West African nations of Guinea, Liberia, Sierra Leone, or the Democratic Republic of the Congo to Kansas

This is guidance for persons who have traveled to Guinea, Liberia, Sierra Leone, or the Democratic Republic of the Congo within the past 21 days and are now returning to
Kansas. (Note: Persons entering Nigeria on or after 30 September 2014 are not considered at risk for Ebola virus disease.)

There are currently two separate outbreaks of Ebola virus disease (EVD) in Africa. The first outbreak began in March 2014 in the West African nations of Guinea, Liberia, Nigeria,
and Sierra Leone. This is the largest EVD outbreak ever recorded and the first in West Africa. Persons who entered Nigeria on or afier 30 September 2014 are not at risk for
exposure to Ebola. The second outbreak began in the Democratic Republic of the Congo in August, 2014.

Symptoms of EVD typically include an abrupt onset of fever, headache, joint and muscle aches, weakness, diarrhea, vomiting, stomach pain, and loss of appetite. Some patients
may also experience a rash, red eyes, hiccups, cough, sore throat, chest pain, difficulty breathing, difficulty swallowing, and bleeding inside and outside of the body. The typical
incubation period (time between exposure and onset of symptoms) is eight to 10 days, though the range is two to 21 days.

Ebola virus can be transmitted from person-to-person by:

»  Direct contact with the blood or body fluids of an infected person
»  Exposure to objects (such as needles) that have been contaminated with blood or other body fluids from an infected person

Ebola virus is not transmitted from person-to-person through the air, water, or food.

If you have recently returned from Guinea, Liberia, Sierra Leone, or Democratic Republic of the Congo; have had any of the following high or low risk exposures; have a fever
(subjective or measured as >100.4°F or 38.0°C) and additional symptoms such as severe headache, muscle pain, vomiting, diarrhea, abdominal pain, or unexplained hemormrhage,
call the Kansas Department of Health and Environment (KDHE) at 877-427-7317 and your local hospital’s emergency department if needed prior to seeking care.

*  High-risk exposures
o Percutaneous (e.g., needle stick) or mucous membrane exposure to body fluids of Ebola patient
o Direct skin contact with, or exposure to blood or body fluids of, an EVD patient without appropriate personal protective equipment (PPE)
o Processing blood or body fluids of a confirmed EVD patient without appropriate PPE or standard biosafety precautions
o Direct contact with a dead body without appropriate PPE in a country where an EVD outbreak is occurring
¢ Some risk of exposure
o Household contact with an EVD patient
o Other close contact with an EVD patient in health care facilities or community settings
¢ No Known Exposure
o Having been in a country in which an EVD outbreak occurred within the past 21 days and having had no exposures

Check your temperature twice daily and monitor for other signs and symptoms of EVD for 21 days after your exposure. Use the medical monitoring log on the next page. If
you develop fever and other symptoms of EVD within 21 days of your exposure, call the KDHE Epidemiology Hotline at 877-427-7317, KDHE or the local health department
will make daily contact with you to discuss and document temperature, symptoms, and to discuss any concerns.
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DAILY MEDICAL MONITORING LOG:

Monitor yourself for fever twice daily for 21 days after returning from an Ebola-affected country. Mark the date, time you took your temperature (mark whether
it was AM or PM), and temperature. If you develop a fever (either feeling feverish or measured as >100.4°F or 38.0°C) note the other symptoms you are
experiencing and immediately call the Kansas Department of Health and Environment’s Epidemiology Hotline at 877-427-7317.

Day | Date Time Taken Temperature Day Date Time Taken Temperature
1 oAMoPM °F 12 cAMcPM °F
oAMoPM °F oAMoPM 'F
2 oAMoPM °F 13 cAMoPM oF
acAMoPM °F oAMcPM °F
3 oAMoPM °F 14 SAMcPM °F
oAMoPM °F oAMoPM °F
4 oAMoPM *F 15 ocAMoPM i =
oAMoPM °F cAMoPM °F
5 oAMoPM °F 16 cAMoPM °F
oAMoPM °F cAMoPM °F
6 nAMoPM °F 17 cAMoPM °F
oAMoPM °F oAMoPM o
7 oAMaPM °F 18 cAMoPM °F
oAMoPM °F oAMzcPM °F
8 oAMoPM °F 19 oAMoPM i
oAMoPM °F oAMoPM °F
9 oAMoPM °E 20 oAMoPM °F
SAMoPM °F cAMoPM E
10 oAMoPM °F 21 aAMzPM °F
oAMoPM o8 oAMoPM °F
11 oAMoPM °F
oAMaPM °F

If you have developed a fever please check the boxes of any symptoms you are experiencing.
O Headache 0OJoint or Muscle Aches OWeakness OVomiting ODiarrhea 0O Stomach or Abdominal Pain 0 Lack of Appetite
0OCough 0O Sore throat DRash DOShortness of Breath DChest Pain
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' HEALTH ADVISORY: EBOLA

B Ebola spreads through direct contact with the blood or body fiuids

such as spit or pee) of a person who is sick with Ebola symptoms.

If you get sick,
stay at home,
then call the
State Health

Department

1-877-427-7317

if you have
a medical
emergency,
call 911.

Watch for fever,
headaches, and

3l

& -3\



KDHE Ebola Preparcdness and Response Plan
Version 3.0 (31 October 2014)

1. Tum the thermometer on. It will show an“L"in the screen when itis ready. 'o

2. Hold the tip 3. Readthe 4. Witte your
under yous tEmperature
mh BEEP

60 seconds
until it beeps

32
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Appendix 4: Key Components of Infection Prevention Recommendations for Prevention of EVD Transmission

All persons entering the hospital room of a patient with suspected or confirmed Ebola should adhere to the following
guidelines and employ the buddy system when donning and doffing their PPE. It is important to note that individuals who
wear the highest level of personal protective equipment approximating OSHA/HAZWOPR level A, B, or C (with Powered
Air Purifying Respirator with HEPA filters attached) are exempt from the 21-day restricted movement period that begins
after their last contact with the patient or potentially infectious materials, because individuals becoming contaminated
using this level of PPE is less likely as it can be washed and disinfected thoroughly prior to doffing. Active monitoring and
a prohibition on travel by commercial conveyances will still apply for these individuals. However, if the employee reports
or is observed by a PPE monitor to have experienced a needle stick or breech in contact/droplet protocol, the full 21-day
restricted movement period will apply. Those who wear Tier 2 PPE as outlined in the table below, while adequately
protected, must adhere to the 21-day restricted movement period that begins after their last contact with the patient or
potentially infectious materials. Individuals required to adhere to the 21-day restricted movement period should remain in
their homes, be actively monitored for signs and symptoms of Ebola, and avoid contact with others.

mponent ecommendation mments

Patient Placement |« Single patient room (containing a private Consider posting personnel at the patient’s door
bathroom whenever possible) with the door o ensure appropriate and consistent use of PPE
closed by all persons entering the patient room

« Facilities should maintain a log of all
persons entering the patient's room

.

Personal Protective|TIER 1: = Use a trained observer: Donning and doffing of
Equipment (PPE) |+ Suit Impermeable (waterproof), single-use PPE should be conducted with a trained observer
{disposable) coverall. Coverall without to ensure correct procedures are followed and

integrated hood may be acceptable so long documented

as head and neck are fully covered witha |+ Recommended PPE should be worn by health
single-use disposable hood used in care provider (HCP) upon entry into patient rooms|
conjunction with PAPR (see below). or care areas. Upon exit from the patient room or
Coveralis with or without integrated socks care area, PPE should be disinfected as indicated
are acceptable, but must be compatible with|  following facility procedures.

selectad footwear and boot covers. + PPE must be carefully removed without
Consideration should be given fo selecting contaminating one's eyes, mucous membranes,
coveralls with thumb hooks to secure or clothing with potentially infectious materials,

3
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gloves (closest to the skin) should be tucked
under the sleeve of the coverall. The outer
pair of gloves should have extended cuffs;
ensure the extended cuffs are pulled over
the sleeves of the gown or coverall. Outer
pair may be taped to coverall if copious
amount of bodily fluids are present or if
using coveralls without thumb hooks in the
sleeves, and use of tape does not hinder the
doffing process.

= Respirator/Face protection: A Powered Air
Purifying Respirator (PAPR) with a full face
shield, helmet, or headpiece, with attached
HEPA filter. Any reusable helmet or
headpiece must be covered with a single-
use (disposable) hood that extends to the
shoulders and fully covers the neck and is
compatible with the selected PAPR. The
facility should follow manufacturer's
instructions for decontamination of all
reusable components and, based upon
those instructions, develop facility protocols
that include the designation of responsible
personnel who assure that the equipment is
appropriately reprocessed and that batteries
are fully charged before reuse.

- A PAPR with a self-contained filter
and blower unit integrated inside
the helmet is preferred.

A PAPR with external belt-

IComponent |[Recommendation Comments
sleeves aver inner gloves. and either:
» Gloves: 2 layers of nitrile gloves. The inner - Discarded, or

o For re-useable PPE, cleaned and disinfected
according to the manufacturer's reprocessing
instructions and hospital policies.

Instructions for donning and removing PPE have

been published

Hand hygiene should be performed immediately

after removal of PPE

34
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IComponent

[Recommendation

mounted blower unit requires

adjustment of the sequence for

donning and doffing.
Shoe coverings: Latex or rubber boot or
single-use (disposable) impermeable boot
covers that extend to at least mid-calf. Boot
covers should allow for ease of movement
and not present a slip hazard to the worker.
Disinfection: Disinfect gloves, coverall, boots
or boot covers, and external surfaces of
PAPR using an EPA-registered disinfectant
wipe (which has a label claim of potency at
least equivalent to that for a non-enveloped
virus) or a solution of one part bleach (with
minimum 5% chlorine concentration) to nine
parts water following facility procedures.
Place all reusable PAPR components in an
area or container designated for the
collection of PAPR components for
disinfection; follow manufacturer’s
instructions.

TIER 2:

Body and head covering: Single-use
(disposable) impermeable gown that
extends to at least mid-calf AND a single-
use (disposable) surgical hood that covers
the head and neck. The surgical hood must
cover all of the hair and ears and extend
past the neck to the shoulders.

Single-use (disposable), impermeable apron
that covers the torso to the level of the mid-

35
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mponent

[Recommendation

calf should be used if Ebola patients have
vomiting or diarrhea, or if copious amounts
of any body fluid are present. An apron
provides addition protection against
exposure of the front of the body to body
fluids or excrement.

« Gloves: 2 layers of nitrile gloves. The inner
gloves (closest to the skin) should be tucked
under the sleeve of the coverall. The outer
pair of gloves should have extended cuffs;
ensure the extended cuffs are pulled over
the sleeves of the gown or coverall. Quter
pair may be taped to coverall if copious
amount of bodily fluids are present or if
using coveralls without thumb hooks in the
sleeves, and use of tape does not hinder the
doffing process.

» Face protection: Single-use (disposable) full
face shield either alone or in combination
with indirectly vented, anti-fog coated
goggles that can be wom under the face
shield without compromising the integrity of
full face protection.

* Single-use (disposable) N95 respirator. If a
NIOSH-certified fit-tested disposable NS5
respirator is used in facility protocols, ensure
compliance with all elements of the OSHA
Respiratory Protection Standard, 29-CFR
1910.134, including fit testing, medical
evaluation and training of the healthcare
worker. Healthcare workers must perform a
user seal check each time the N95
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IComponent

Recommendation

respirator is donned. N95 respirators are
only to be used in combination with surgical
hood, full face shield (see above), and
goggles (if used).

Single-use (disposable) impermeable boot
covers that extend to at least mid-calf. Boot
covers should allow for ease of movement
and not present a slip hazard to the worker.

Patient Care
Equipment

Dedicated medical equipment (preferably
disposable, when possible) should be used
for the provision of patient care

All non-dedicated, non-disposable medical
equipment used for patient care should be
cleaned and disinfected according to
manufacturer's instructions and hospital
policies

Patient Care
Considerations

Limit the use of needles and other sharps as
much as possible

Phiebotomy, procedures, and laboratary
testing should be limited to the minimum
necessary for essential diagnostic
evaluation and medical care

KDHE strongly recommends limited
laboratory testing for patients with suspected|
or confirmed EVD. Point of care testing
should be conducted whenever feasible.

All needles and sharps should be handled
with extreme care and disposed in puncture-
proof, sealed containers

iAerosol- generating
Procedures (AGPs)

Avoid AGPs for patienis with EVD.
If performing AGPs, use a combination of
measures to reduce exposures from

Aithough there are limited data available to

definitively define a list of AGPs, procedures that

are usually included are Bilevel Positive Airway
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Component

[Recommendation

Comments

aerosol-generating procedures when
performed on Ebola HF patients

Visitors should not be present during
aerosol-generating procedures

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

Conduct the procedures in a private room
and ideally in an Airborne Infection Isolation
Room (AlIR) when feasible. Room doors
should be kept closed during the procedure
except when entering or leaving the room,
and entry and exit should be minimized
during and shorlly after the procedure

HCP should wear Tier 1 PPE as noted
above during aerosol- generating
pracedures

Conduct environmental surface cleaning
following procedures (see section below on
environmental infection control)

if re-usable equipment or PPE (e.g. powered
air purifying respirator, elastomeric
respirator, etc.) are used, they should be
cleaned and disinfected according to
manufacturer instructions and hospital
policies

Collection and handling of soiled re-usable
respirators must be done by trained
individuals using PPE as described above
for routine patient care

Pressure (BiPAP), bronchoscopy, sputum
induction, intubation and extubation, and open
suctioning of airways.

= Because of the potential risk to individuals
reprocessing reusable respirators, disposable
filtering facepiece respirators are preferred.

Hand Hygiene

HCP should perform hand hygiene
frequently, including before and after all

« Hand hygiene in health care seltings can be

performed by washing with soap and water.
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Component ecommendation Comments
patient contact, contact with potentially KDHE does not recommend use of alcohol-based
infectious material, and before putting on hand rubs alone.
and upon removal of PPE, including gloves
s Health care facilities should ensure that
supplies for performing hand hygiene are
available
|[Environmental » Refer to main KDHE Ebola Virus
Infection Control Preparedness and Response Plan
document
iSafe Injection »  Facilities should follow safe injection = Any injection equipment or parenteral medication
ipractices practices as specified under Standard container that enters the patient treatment area
Precautions should be dedicated to that patient and disposed
of at the point of use.
Duration of » Duration of precautions should be » Factors that should be considered include, but
Infection Control determined on a case-by-case basis, in are not limited to: presence of symptoms refated
Precautions conjunction with local health department, to EVD, date symptoms resolved, other
KDHE, and federal health authorities. conditions that would require specific precautions
(e.g., tuberculosis, Clostridium difficile) and
available laboratory information
Monitoring and « Facilities should develop policies for
Management of monitoring and management of potentially
Potentially Exposed  exposed HCP
Personnel « Facilities should develop sick leave policies

for HCP that are non-punitive, flexible and

consnstenl with public health guidance

< Ensure that all HCP, including staff who
are not directly employed by the health
care facility but provide essential daily
services, are aware of the sick leave
policies.

« Persons with percutaneous or
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Component Recommendation Comments
mucocutaneous exposures to blood, body
fluids, secretions, or excretions from a
patient with suspected EVD should
o Stop working and immediately wash the
affected skin surfaces with soap and
water. Mucous membranes (e.g.,
conjunctiva) should be irrigated with
copious amounts of water or eyewash
solution
Immediately contact occupational
health/supervisor for assessment and
access to postexposure management
services for all appropriate pathogens
(e.g., Human Immunaodeficiency Virus,
Hepatitis C, etc.)
« HCP who develop sudden onset of fever,
intense weakness or muscle pains, vomiting,
diarrhea, or any signs of hemorrhage after
caring for patient with suspected or
confirmed EVD should
< Not réport to work or should immediately
stop working

o Notify their supervisor

- Seek prompt medical evaluation and
testing
Notify KDHE

o Comply with work exclusion until they
are deemed no longer infectious to

others
Monitoring, « Avoid entry of visitors into the pafient's room
l?anagement. and = Exceptions may be considered on a ca
raining of Visitors by case basis for those who are se1
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Component iRecommendation

Comments

essential for the patient's wellbeing.

« Establish procedures for monitoring
managing and training visitors.

» Visits should be scheduled and controlied to
allow for:

Screening for EVD (e.g., fever and other
symptoms) before entering or upon
arrival to the hospital

Evaluating risk to the health of the visitor
and ability to comply with precautions
Providing instruction, before entry into
the patient care area on hand hygiene,
limiting surfaces touched, and use of
PPE according to the current facility
policy while in the patient's room

Visitor movement within the facility
should be restricted to the patient care
area and an immediately adjacent
waiting area. '

Use of a Trained Observer

Because the sequence and actions involved in each donning and doffing step are critical to avoiding exposure, a trained
observer will read aloud to the healthcare worker each step in the procedure checklist and visually confirm and document
that the step has heen completed correctly. The trained observer is a dedicated individual with the sole responsibility of
ensuring adherence to the entire donning and doffing process. The trained observer will be knowledgeable about all PPE
recommended in the facility’s protocol and the correct donning and doffing procedures, including disposal of used PPE,
and will be qualified to provide guidance and technique recommendations to the healthcare worker. The trained observer
will monitor and document successful donning and doffing procedures, providing immediate corrective instruction if the
healthcare worker is not following the recommended steps. The trained observer should know the exposure management
plan in the event of an unintentional break in procedure.

41
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Recommended PPE for Trained Observer during Observations of PPE Doffing

The trained observer should not enter the room of a patient with Ebola, but will be in the PPE removal area to observe
and assist with removal of specific components of PPE. The observer should not participate in any Ebola patient care
activities while conducting observations. The following PPE are recommended for trained observers:

-

Single-use (disposable) impermeable gown that extends to at least mid-calf or coverall without integrated hood.
Single-use (disposable) full face shield.

2 layers of nitrile gloves. The inner gloves (closest to the skin) should be tucked under the sleeve of the coverall.
The outer pair of gloves should have extended cuffs; ensure the extended cuffs are pulled over the sleeves of the
gown or coverall

Single-use (disposable) fluid-resistant or impermeable shoe covers. Shoe covers should allow for ease of
movement and not present a slip hazard to the worker.

Trained observers should don and doff selected PPE according to same procedures as healthcare workers caring for the
patient. If the trained observer assists with PPE doffing, then the trained observer should disinfect outer-gloved hands with
an *EPA-registered disinfectant wipe (with a label claim of potency at least equivalent to that for a non-enveloped virus) or
ABHR immediately after contact with healthcare worker's PPE.
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I: sas Personal Protective Equipment (PPE) Guidelines for

s Ebola Response Risk Assessment & Patient Care
RELL S

REVISED 29 October 2014
Al persons emtering the hospital room of 2 patient with suspacted or confirmed Ebola should adhera to the KDHE PPE guid detailed in Appendiz 4. it is important to note that
individuals who utiize the Tier 1 level of persosal pr (PPE) as detailed in Appendix 4 will b 9 the 21-day pericd that bagins after
their last contact with the patient or p ially infiecti ecials Active “‘amw el by dal weill still apply for these individuat

, i the employse rep o d by 3 PPE traimed h aeedie tick or hin PPE thiﬂW“uﬁd

ﬂm e'th workers p ¥ expasad to Ebola virus who uthice a lower than Tier 1 level of PPE during patient Care willl be subjected
movement, ascept such workers may .....-p-nh‘ ”mmmmmﬁqupwhmum-nmmﬁ
21 days aftar the last by Dady as 500m a5 there is 30y exposurs t Exola.
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Appendix 5 Version 30 (31 Detober 2014)

I<a Kansas Health and Environmental Laboratories -
nSaS Suspected Ebola Specimen Packaging and Shipping System
g : Pictorial Guide

Note: Calegory A Mmmh;%wﬂdaﬂg““u%m tatail
disease in oihersise healihy humans: or animals wihen exposure © it ocowrs. A exposuTe ocouwrs when am infectious
substance s released outside of its prodeciive packaging, resulling n plyysical coniact with humans o animais. A list of
Category A, Infectious Substances can be found in 49 CFR Parls 171-175 Hazardous Materials. Examples: Ebola Virus,
Bacillus anthracis cultures, Brucella cultures, HIV cultures
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‘ Kansas Health and Environmental Laboratories —
Kal'l sas Suspected Ebola Specimen Packaging and Shipplng System Guide

Dt:nu:';rm H:f.!'.h

3} Lavendar (EDTA) Vaoutainer
with patient information.

NOTE: Do Not use Glass Tubes.

B Sevure e Raps om the auter sackage:
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Appendix 6

:’ AMERICAN
1= SOCIETY FOR
MICROBIOIOGY

September 10, 2014 (2" version®)

(*This revision has beea made by a CLP subcommittes sfier consultation with CDC personnel )

On August 5, 2014, the Centers for Disease Confrol and Preventioa (CDC) issuad an Interim Guidance for Specimen
Collection, Trensport, Testing, and Submission for Patieats with Suspected Infection with Ebola Virus Disease

which can be seen here

Datients-suspected-infiction-sbols html. The Commirtes on Laboratory Practice (CLP) of the ASM acknowledges
that specimens from suspect HFV patieats may arrive at the routine testing laboratory without the knowledge of the
Isborstory and agrees with the CDC that all Isboratory testing must follow standerd preceutions. In addition, the
CLP has drafied this documest cutlining enhanced precautions which soms institations may choosa o adopt in an
sbundance of caution in order to assure the safety of their testing personnel and to provide appropriate medically
mecessary laboratory testing to suspect HFV patients. This document is presamted 35 g2 possible sparoach to

madical personnel prior to implementation and may include significant modifications of protocols reconunended in
this document. Contact your State Health Laboratory for auty questions regarding VHF Testiag and submission of
spacimens 1o the CDC (SEE NOTE BELOW).

(General Considerations:

P

Initial testing of patients upon presentation may be linvited to CDC required tests for confirmation of Ebola
of other HFY dissmocis  Additional testing may be determized upen consaitation with Infactous Disestes
T e Micsebuiclory. Axy sl testng Bom mepect putients shoudd be: Ssoused wath e mferal
b = i =

IR

AN specimwens taiben Bens the: pasieny ey be: lnivededd 35 ‘SUSPECTED HF V.

Sep Thible U deiow fty dendied descipnon of testing that may be roosidessd s consulmtion.

Testing at requises sprCinen remacydl o petess t roo sad mazspent of syamples wx adoestery showld.
h‘.&“ﬁ“l#lﬁ“
TpErTmet JOSCESIO N0 ny perimued o

moRpNW

mt b recimed ov legrvw: the: estne ws. Place o FRE wre » dowble-ias wiedh (curmes Msorbinr pods
soaleed with bisach thew pinced m 3 ced plycte arpenvious comndnes fo deposal (5w disposal
mstTactiows at e aud of tus docnmmea.

‘R SPRTLIET. T T

sk ey :—-— -t.ﬂ m—w-mwnﬂmm
g e -: Labontory yrocassiag of specimens eury 0k plas: 2 he Tamient’: roows ar ax denmibed
aihome iz Gesernd Considenmions: E.

AS A GITION: Decummens s off secipe, reforl an ispesal of ol spucimen

Chemamry: Tezing way be bmmieed o (STAT o egevaient POC youxg svsuns and perfisond ie e prmeas's
 Ooageliion,
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[Hemaolozy ‘TOOM, PAGCULArY fof MiEh fIik O KGOWN POSHIVE Patems.
Ulcinalysis Urinalysis available a5 a urine dipstick may be parformed in the patient’s mom.
Mn; 1. Collactina lavender top (EDTA) blood tube.
2. Preparation of thin blood smears ‘e done inside or ourside of the padent’ the
ﬁ w«ummﬁmndmnmﬁm_
uiuldlnh (be carefial not to remove patient identifying information) The processing staps 3 & 4 below
patiznt’s room by should be done 23 described above in General Considemtions: E.
ﬁmiﬂh 3 mwim@mwﬁlﬂanqu!ﬂi“hm
ottt iy & samel St
oot 33 sensitve 4 thin blood film, fix in methanol for 30 minutes then in dry beat 2t 95°C for 1 be.
di repap- Ewi s place in dry
) 5. The smears can then b shined with Giemsa and read as wsual
6 WBC and platelet count can be estimated from the stained blood Sim.
NOTE: Muhmmwhu:u&wmtum
Considerations: E. tha outside of the bottes with blsach and inspact for of breakage
Perform oaly if :lwbﬁm‘h&dnmuﬂﬂgh:&ﬁ_l
required and minimize I the blood culture botties are fagzed as positve, or if they show any sign of positivity
blood draws for blosd visual unicad the bortles from the instrument or remove from the incubator, place the
culnmes. Usse plastic bottla(s) into a double-bag that contains absorbent pads soaked with bleach. place in a biohazard rigid
bottes if available. plastic impervious container and process as describad above in Gensral Considerations: E.
1. Prepare slides for Gram stain examinatios and allow them to dry.
1. Fix theblood smear in mwsthanol for 30 mimues, followed by dry heat at 95°C for | howr to
inactivate the specimen. Perform tasting of the gram stain QU smear in this same nunnsr
3. The smears can thep be stained and sead as usual
Biowot perfionm amy diract terdey, o pecitive bised codmess
Tnvoalie: glases o5 pe pearecel fesed ox Grumy iy nasul
1 Ue shoimk. sel (Parafin oo ether suimibil plate woap) ow all si-calved yibves, place
e be.2 Fadnaasd bugse. ) imesbose i the AFE vote (i€ anailobied e 35°C (0,
2. i plvees S gl mice gea; divy.
¥ Pl spor meang: and mecalstions. of apgrepeise: HNATT myvmae; Bou isolinwd
andeudes. A5 S CRTICRE ek ecoues, abeuiture de erzmoses S5 deseniied
o 1 Grememad Comadeavions: ) onte Sach plstrs sed ipenfmre avernighe. Waek eally
o the suitscuitered pines o Tumimoe Tidk of contars wirk tiisod! frow dre ey
[ —— Mﬂm‘i#ﬂnuﬁﬁ-‘s-n%
Vadess: crisicaliy
= WM vt TEmers B fer AFE pracerane [ ipeamess Siow L1
el “""" mqm-ﬁm:n Mﬂzmm e
Ceus ssains: miay: e grepersd. se diveened i e Blowd cuditars: sertisn abonsy..
b cxdensis. 43 AN OFTION: Wamy SITIES,
aitome m Crameond Capsideranisys: I} onow Sesh yimes w2 oo overgle. Wk cndly Doy dhe
ooz paares np mumtsee mk of commet wark: Hieed Sees de e
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:hhm-t--m# mm Muﬂh‘:'
below). Loag-tarm storage of specimens is not pennittad for any known suspect HFV patisat.

Specimen All specimens should be autocksved prior so disposal If no autockve is available contact the
decontaminaton and MMHM&%‘%dJMﬂ

mn. mmummm mummw

: i handling, and testing of specimans for EVD (Ebela) and sending
muumummmmmwumnnpﬂ-um

The American Socisty for Microbiology is the worid's largest scientific Seciety comprised of individuals in the mi
sciences. The mission of the ASM is to advance the microbiolosical sciences as a vehicle for understanding life processes and to
mmmmhuw and envirenmental and economic well-being worldwide.
Guidance published here represents recommended practices a3 identified by subject marwer experts that are members
of ASM. This Interim Guidance is advisory only and should be rezarded as a zuide that fhe user mav or may not choose to adopt.
modify, or reject. The acceptance or use of this Interim Guidance is conpletaly voluntary, and is not intended to ba used in placs
of any federal, state, or ather temitorial governmental standards or regulations that may apply to this topic or subject mater.
Guidelines for testinz should be thoroushly discussed with the sppropriate medical parsoanal prior to implamentation.
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Appendix 7

Kansas Waste Management Guidelines for Ebola Response

P Y
B s

21 October 2014

Ebola waste is defined as any untreated medical waste generated in the care of patients with known or suspected Ebola virus dis=ase (EVD) induding,
but not limited to, medical equipment, sharps, linens, used heaith care products, used Personal Protective Equipment, and all absorbent or un-
cleanable items contaminated or potentially contaminated by a suspected EVD patient. Ebola waste is a Category A infectious substance and 3
Resource Conservation and Recovery Act (RCRA) hazardous waste in the State of Kansas. A RCRA hazardous waste must be transported by a registered
hazardous waste transporter and disposed of at a permitted hazardous waste fadility (an incinerator). Facdilities need to identify such transporters and
discuss their requirements prior to an incident, particulariy if the facility is unable to manage Ebola waste according to WHO/UN guidelines which
racommend sterifization. Ebola waste that has been treated (sterilized) by the generator using effective (autociaving) proceduras may be managed as
other Category B Regulated Medical Waste (RMW) in accordance with state and federal transportation and disposal requirements.

mm-uﬁ“-_i“"-ﬂl; Package the waste:
*  Waste should be in biochatard autociave bags and should be no mone than three-fourths | associated DOT guidance).
il Sictogical and Chemical Indicators should be utiized with every autociave cycle. *  Praperty tabal the packaged piace mto
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Onsite Storage of Ebola Waste

The DOT shipping packaging satisfies the hazardous waste packaging requirement for urkreated Ebola waste. Fadilities unabie to sterilize waste as
it accumulates should have this packaging readily availabie.
= The outer packaging should be rigid plastic 55-gaflon drums or larger over-pack plastic drums. These containers are capabie of being
* Al DOT befing requirzments an be incuded on the “Hazardioes Waste” labed, whach must ais isciude the dafe the containet was placed
=to siorage (there & o 30-doy storage Sime kit
*  AMin the DOT “Inflectious Subssance" iabe! 10 the outer package.
13teling information inCiucis e following
+  DOT shipping same - "Infectioss sabsisnces, aferang humaes: (Eboly Macacdous Wistel, " hacardows cassfdhvsion 6.2 (00T, DOT 102
UNCEM The Rasardious waste cade “ESOLA" o to0e putl inte the waste code sevtion of the undfiorny Rasandous waste manifess

Adpmeey Wosnte Mongsemers Besqunes
*  US Deparinent of Trnsporation j007] - Hesrdous Mateniyis Regulations JHMR, 43 CFR, Pans 171-1808

Aogrgng inforrugspn oo Konses {dols Vines Prepersgngss and Respersy Pgn,
= e koReis gow
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(urine, feces, vomit)

» Collect/Treat in water/bieach
mibcture {9:1 ratio)

= Hold 10 minutes (minimum)

» Discharge saniiany sower

Human Body Fluids | eI

KDHE Ebola Preparedness and Response Plan
Version 3.0 (31 October 2014)

Ebola Waste Management in Kansas

Ebola Waste
Generation

Contaminated Solid llems
{equipment, linens, health cars
products, PPE, fumiture, etc.)

NO
.

Manage as Category A
Infectious/Hazardous Waste

!

Pagkaging
Foilicm DOT reguienuenis: 45 CFR, Pat 172197
an-ather appnoeet peckaging

Labeling
« | e hazmndous wabe laibed on culer pechaging
« DIOT shipping nanme “infieciious sulbstsnce
aifecting homers (Eboky Hazardows Wasis),
» HW Coddie- "Elaila™
» (e “Infectious Sulbmianos™ lalel om omier
pEtREing

Manage as Category B
Regulated Medical Waste

!

Packaging
Follow DOT requirements: 43
CFR, Part 173.187

!

TransporiationiDiguoal
Diisgpeosee: ot & permified medizal
wigste dispossl feclity or at a
pemnibiend anasicigal soiid wasde:
ot o “opeeciind wirstis™ pran
KAR 2629109

» lUse registered HW transporter
» Use permitted HW facility for incinersiion

*Contact KDHE for assistance

53

Kansas

Bapmron o ek
sl Dmvincrcs,

Oct 27, 2014

8-93





