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Promulgation Letter 

 

 

The Office of the Assistant Secretary for Preparedness and Response (ASPR) 

Health Care Preparedness and Response Capabilities require Capability 4, Medical 

Surge, Objective 2, Medical Surge Response, Activity 9: Enhance Infectious 

Disease Preparedness and Surge Response.   

 

The CFDMC is designated as the Region 5 lead ESF-8 agency and is responsible 

for facilitating development of regional surge plans.  This plan includes information 

on the region’s ability to prepare for and respond to a high consequence infectious 

disease outbreak, such as Ebola.  It was developed by the region’s Emerging 

Infectious Disease (EID) Collaborative, a workgroup comprised of clinicians, 

hospital emergency preparedness, public health and other responders.   

 

It is important to note that this plan continues to be a living document.  This is not 

a pandemic plan.  A separate pandemic plan will be developed using after action 

reports from COVID19 response. 
 

 

The Board approved the CFDMC Preparedness Plan update on June 16, 2020  

 

 

Attestation: 

 
Eric Alberts, 

CFDMC 2020 Board Chair 
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HCIDR ACRONYMS GUIDE 

 

CDC  Centers for Disease Control and Prevention  

CFDMC  Central Florida Disaster Medical Coalition  

COVID-19 Also known as SARS-Co-V2, Coronavirus Infection Disease 

Identified in 2019 

HAI Health Care-Associated Infection 

HCID  High Consequence Infectious Disease 

HCIDR High Consequence Infectious Disease Response Plan 

EID Emerging Infectious Disease 

EVD  Ebola Virus Disease  

FIDTN Florida Infectious Disease Transportation Network 

HCC Health Care Coalition 

ICAR Infection Control and Response Assessment Process 

IDER Infectious Disease Emergency Response  

LHD  Local Health Department  

MERS  Middle East Respiratory Syndrome  

MOU Memoranda of Understanding 

PPE  Personal Protective Equipment  

SARS  Severe Acute Respiratory Syndrome  

SME  Subject Matter Expert  

SOP  Standard Operating Procedures  

VHF Viral Hemorrhagic Fever 
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I. HCIDR OVERVIEW          

 

At any moment, a patient with a highly infectious disease can present at an emergency 

department. The World Health Organization warns that infectious diseases are emerging 

at a rate that has never been seen before. Emerging infectious diseases (HCIDs) include 

hemorrhagic fever viruses (Ebola, Marburg, etc.) and other highly contagious diseases 

such as MERS-CoV, SARS, and pandemic strains of the influenza virus. Additionally, 

the potential exists for highly infectious diseases to emerge as a result of deliberate 

introduction into human, animal, or plant populations for terrorist purposes, such as 

anthrax, smallpox, and tularemia. The circumstances of infectious disease emergencies 

may vary by multiple factors, including type of biological agent, scale of exposure, mode 

of transmission and intentionality (bioterrorism), and many others. Public health 

measures to contain such outbreaks are especially important for diseases with high 

morbidity or mortality and limited medical prophylaxis and/or treatment. 

 

Central Florida is uniquely vulnerable to emerging infectious diseases (EID) or HCIDs.  

In 2015, the Central Florida population exceeded 2.6 million. Domestic and international 

tourists flock to Central Florida for golf, shopping, water sports, theme parks and 

conventions.  In 2016, Orlando was ranked the #1 tourist destination in the world and 

hosted more than 68 million visitors.  Orlando International Airport had more than 41 

million passengers in 2016. Additionally, visitors arrive in Central Florida via cruises at 

Cape Canaveral, Florida’s fastest growing port and the second busiest port in the world, 

with more than 5.5 million travelers in 2014.  The visitor reports for 2017 estimated an 

overall visitor population of 72 million. These factors increase the potential for a highly 

infectious EID event in Central Florida. 

 

In response to these threats, Region 5 participated in CDC’s 2015-2016 Infection Control 

and Response (ICAR) assessment process to identify the current state of regional 

readiness to respond to an HCID event.  Most of the region’s hospitals underwent an 

assessment against the CDC frontline hospital criteria and all were considered front-line 

ready (able to identify, inform, stabilize and transport a highly infectious disease patient).  

At this point, a CDC designated assessment hospital facility is not available in Central 

Florida, or the State of Florida at large.  

 

 

 

 

 

 

 

 

 

 

 



9 

 

II. HCIDR BACKGROUND       

   

 

In 2015, the Florida Department of Health (FDOH) was awarded a grant from the Centers for 

Disease Control and Prevention (CDC) to implement an Infection Control Assessment and 

Response Program (ICAR). The ICAR program was implemented as a component of the 

FDOH’s Health Care-Associated Infection (HAI) Prevention Program. 
 

The DOH chose the Central Florida Disaster Medical Coalition (CFDMC) to participate 

in a one-year pilot (August 2015 to June 2016) under ICAR to assess Region 5’s 

healthcare system capacity and capability to manage highly infectious patients. The 

national goal is for all hospitals to at least meet front-line hospital criteria. Through the 

ICAR process, eight (8) on-site assessments were conducted with participating hospitals 

to evaluate each hospital’s capability to meet the 11 domains of CDC’s criteria for 

preparedness to manage patients with a highly infectious disease for five (5) days, which 

is the requirement for assessment hospital status. Additionally, 24 hospitals across most 

counties within Region 5 participated in the on-site assessment that evaluated the 

capabilities of those hospitals to meet the requirements for a frontline hospital.  Hospitals 

not participating in either the assessment or frontline hospital process were asked to 

complete an electronic self-assessment against the frontline hospital criteria. 
 

The assessment hospital site visit teams included subject matter experts in the areas of 

emergency medical services (EMS), emergency management, infection control, epidemiology, 

and laboratory diagnostics. A logistics call was held with each hospital prior to the site visit to 

discuss the site visit process and answer any questions. The site visit team met the day before 

each site visit to review each respective hospital’s emergency preparedness plans. The day-long 

site visit included a discussion of these plans, and a walk-through of laboratory, patient care, and 

waste management areas, as well as a PPE donning/doffing demonstration. At the end of the site 

visit, the team provided a debriefing to the hospital. A summary report was provided to each 

hospital which included whether the hospital met the criteria within each CDC established 

domain, and the strengths, opportunities and recommendations for improvement. A summary 

report of all site visits was provided to the Florida Department of Health and CDC.  
 

The regional strengths identified through the assessment hospital site visits were    

comprehensive plans for managing highly infectious patients, worker safety plans / PPE, event 

management/incident command plans, waste management plans, and training.  
 

 

The regional opportunities identified during the assessment hospital site visits were: increase 

exercising and training to a minimum of every six months to maintain proficiency, increase lab 

capacity to perform minimum CDC testing requirements (resources on criteria/training provided 

to hospital systems), implement strategies to recruit/maintain appropriate staffing levels 

(recommendations for staffing resources provided), implement flow/set-up checklists (Highly 

Infectious Patient Unit Flow resource example was provided to hospitals),  develop site specific 

risk assessments to protect workers and patients, have appropriate disinfectant soaked 

pads/chucks on both sides of patient room doorways, and train/drill for patient care in full PPE, 

for a complete (multi-hour) shift for staff to gain an understanding of the physical demands and 

effort required to deliver this type of patient care.  
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The frontline hospital site visit teams included subject matter experts in areas of EMS, 

infection control, epidemiology, and preparedness. A logistics call was held with each 

hospital prior to the site visit to discuss the process and answer questions. The two-hour site 

visits reviewed preparedness plans and walked through the route from patient arrival to 

isolation. At the end of the site visit, the team provided a debriefing to the hospital. A 

summary report was provided to each hospital which included whether the hospital met the 

frontline hospital criteria and included strengths, opportunities and recommendations for 

improvement. A summary report of all site visits was provided to DOH. 
 

The regional strengths identified during the frontline hospital site visit process were: 

comprehensive plans had been developed for managing highly infectious patients, dedicated 

equipment had been identified, PPE used exceeded minimal level, comprehensive waste 

management plans were in place, facilities had adequate staff and equipment, incident 

command system and event management capabilities were robust, and occupational health 

plans were robust.  
 

The regional opportunities identified during the frontline site visit process were: increase 

frequency of training / exercises (minimum of every six months), develop family 

reunification/communication plans, use PPE donning/doffing demonstration posters, facilitate 

communications among personnel inside and outside the patient area (whiteboard, intercom, 

radios), implement appropriate disinfectant soaked pads/chucks on both sides of patient room 

doorways, implement several full PPE set up in the ER for quick access, create the capability 

to perform a blood draw for the two vials of blood for testing,  ensure transports are of limited 

duration and receiving facility is fully prepared to receive, consider drilling waste 

management with the full amount of PPE / route used, consider the in-room flow (Highly 

Infectious Patient Unit Flow resource example was provided to hospitals), consider 

recruitment incentives to increase staffing (Staffing Recommendations resource example 

provided), and to develop site specific risk assessments for the protection of workers and 

patients. 
 

An electronic survey was developed and distributed to all EMS agencies within the Region in 

December 2015, to determine the capability of each EMS agency within Region 5 to transport 

persons with, or suspected of having, a highly infectious disease, and to document a point of 

contact within each agency. Despite repeated attempts, the majority of agencies within the 

region did not respond to the online survey. The online survey was then distilled down to 

three key questions (ability to detect, PPE and training). Coalition staff then contacted each 

agency by phone to obtain this information. 

The EMS inventory results included: an identified point of contact for each EMS agency, 

confirmation that most agency (88%) EMS Personnel were trained to confirm or determine 

possible infectious disease patients, confirmation that most agencies (82%) reported annual 

training in donning/doffing of PPE, and most agencies (85%) reported having adequate 

supplies of PPE to transport highly infectious patients. 
 

A concept of operations for a coalition-wide hospital area command (resource coordination) 

was then developed, vetted by the region’s emergency managers, and then presented to 

hospital stakeholders on May 24, 2016. The plan was implemented during 2016-2017 and 

included developing memorandums of understanding (MOUs) with member organizations 

and developing an operational process to coordinate resources to members during an event. 
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The findings of the ICAR Pilot were presented to the hospital system, EMS and public health 

stakeholders on May 24, 2016.  Stakeholders were asked to identify their first, second and 

third priority for improvements. The identified priorities were combined to establish the 

following regional priorities: (1) exercising and training every 6 months, (2) increasing 

laboratory capacity, and (3) increasing staffing strategies. 
 

The stakeholders then brainstormed and came to consensus on the following strategies: 

➢ Create a laboratory workgroup, including hospitals and laboratory SMEs, to 

explore/recommend best options for laboratory capacity. 

➢ Use the Emergency Status System (ESS) operated by the Agency for Healthcare 

Administration (AHCA) to communicate hospital status and resource needs; and   

➢ Share Best Practices across all hospitals. 

It also became apparent during the healthcare system planning, that it is more beneficial to 

patients and the community, if Central Florida coordinate, collaborate and leverage each 

other’s strength in preparing for and responding to Emerging Infectious Disease events. 

Therefore, through the support of the Central Florida hospital systems, clinical and 

emergency preparedness leaders in Central Florida joined together to begin the Central 

Florida HCID Collaborative. The Collaborative mission is to render timely, efficient, 

effective, coordinated and sustainable care for HCID patients, protecting and ensuring the 

continued operation of individual hospitals. 
 

The planning activities of the HCID Collaborative include the creation of an HCID regional 

response that includes common protocols, standard PPE, a regional cache of supplies and 

equipment available to all hospital systems, and collaborative exercising and training across 

all regional hospital systems. 
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III. ICAR BEST PRACTICES        

 

The following best practices were identified from the ICAR site visits: 

 

Frontline Hospital 

➢ Exterior screening prior to entrance with equipment and seating 

➢ Quarterly drills/training 

➢ Direct supervisor’s recruiting personal 

➢ Dedicated iPads for communication in patient room and with patient family 

➢ Web banner on intranet site for infectious diseases 

➢ Donning and doffing posters 

➢ Multidisciplinary team approach 

➢ Checklists (room set-up, donning/doffing, screening web checklist) 

➢ Event management software. 

 

Assessment Hospital 

➢ Use of event management software 

➢ Staff incentives for team membership 

➢ Detailed clinical medicine and telemedicine plans 

➢ Use of a ghost schedule (a roster list for volunteer shot notice, emergency duty 

schedule) 

 

NOTE:  During frontline hospital training provided by NETEC in January 2020, 

hospitals that underwent the 2015-2016 assessments reported that capabilities had 

degraded since that time. 
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IV. HCIDR SECTIONS          

 

A. PURPOSE 

 

The purpose of this Emerging Infectious Disease Response Plan is to guide the Region 5, 

Central Florida Disaster Medical Coalition in its ability to prepare for, respond to, and 

manage highly infectious patients that endanger the patients, visitors, staff, and family 

members of medical healthcare facilities within the region. This plan represents a 

collaborative regional effort with respect to preparedness for HCIDs that pose a 

significant public health threat to Region 5. The purpose of the plan is to assist Region 5 

in containing an outbreak of disease caused by an infectious agent or biological toxin, or 

response to other HCID emergencies as defined in the overview of this plan.  

 

 

B. SCOPE 

 

The scope of this plan is to coordinate the Region 5 Central Florida Disaster Medical 

Coalition response to emerging infectious disease that may pose a public health risk due 

to the epidemic potential and has the potential to cause a public health emergency for 

which there are no, or insufficient, countermeasures. Examples include viral hemorrhagic 

fevers (VHF) (e.g., Ebola, Marburg, Lassa), smallpox, SARS, MERS, and H5N1 

influenza A. 

 

This plan is intended to apply to isolated cases or limited outbreaks of HCIDs. In a 

pandemic or widespread outbreak, the issues and recommendations may be substantially 

different. Additionally, this plan is not intended to apply to more routine infectious 

disease (e.g. tuberculosis).  Based on the after-action reports following COVID19 

response, we will develop a separate pandemic plan.   

 

This plan applies to all Coalition member organizations when an event occurs that is 

beyond the individual health care organization’s ability to manage the response.  This 

plan does not supersede or conflict with applicable laws and statutes. 

 

 

C. ACTIVATION 

 

This plan will be activated upon rapid identification and communication to the LHD of a 

potential HCID patient at the first point of contact in any healthcare setting in Central 

Florida Region 5.  

 

This plan can be initiated by any of the region’s hospitals, health clinics and offices, local 

health departments, emergency medical services, or County Emergency Operations 

Centers when potential HCID patient are suspected through laboratory diagnostics or 

consultation with Region 5 Health and Medical Co-Chairs. 
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D. ASSUMPTIONS 

 

This plan takes an HCID all-hazards approach, while using standard state and local 

planning scenarios for Central Florida. This plan uses the following general assumptions: 

i. A HCID (confirmed or suspected) patient has presented to a health care 

facility or the EMS within Florida Region 5 and has impacted operations up to 

and including the need for a facility to evacuate. 

ii. Impacted facilities have activated their emergency operations plan. 

iii. Local resources will be used first, and then State resources, followed by a 

Federal request as needed. 

iv. The increased number of area residents and staff needing medical help may 

burden and/or overcome the health and medical infrastructure. This increase 

in demand may require a regional response and/or subsequent city, county, 

state, and/or federal level of assistance. 

v. Facilities will communicate their medical needs through ESF -8 protocols and 

non-medical needs to the jurisdictional emergency operations center. 

vi. Healthcare organizations will report status on situational awareness but will 

manage the incident on their own as much as possible before requesting 

assistance. 

vii. The HCIDR Plan integrates the key elements of communicable disease control 

and prevention with emergency management concepts. A National Incident 

Management System (NIMS) compliant Incident Command System 

(ICS) organizational structure will be utilized to scale the response as needed 

to effectively manage and meet the incident objectives for the infectious 

disease emergency response. 

viii. Region 5 Domestic Security Task Force (RDSTF) members and partners are 

trained and knowledgeable regarding the implementation and execution of this 

plan.  

ix. The regional resources will work in full cooperation with the appropriate 

Emergency Management Offices and Hospital Incident System-Command 

Teams in a Unified Command effort. 

x. All Florida Region 5 hospitals have emergency plans which address HCID. 

xi. Processes and procedures outlined in this response plan are designed to 

support and not supplant individual healthcare organization emergency 

response efforts. 

xii. Full cooperation, collaboration, communication and coordination between the 

Regions’ hospitals and the City and County Emergency Management Offices 

must be established in order to maximize the effectiveness of this plan. 

 

 

E. ROLE OF COALITION  

 

The CFDMC primary role and responsibilities include: 

➢ Facilitating information sharing among participating health care organizations and 

with jurisdictional authorities to promote common situational awareness. 
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➢ Facilitating resource support by expediting the mutual aid process or other 

resource sharing arrangements among Coalition members and supporting the 

request and receipt of assistance from local, State, and Federal authorities. 

➢ Facilitating the coordination of HCID incident response actions for the 

participating health care organizations so incident objectives, strategy, and tactics 

are consistent for the health care response. 

➢ Facilitating the interface between the CFDMC and relevant jurisdictional 

authorities to establish effective support for health care system resiliency and 

medical surge. 

➢ Facilitating timely, efficient, effective, coordinated and sustainable care for HCID 

patients, protecting and ensuring the continued operation of individual hospitals. 

 

F. NOTIFICATION 

 

Patients suspected of HCID requiring treatment from a specialized treatment facility will 

be reported to the LHD. The LHD will then contact the State Health Department, and the 

state epidemiologist contacts the Bureau of Preparedness and Response to initiate 

transport of patient. By State policy, the State Surgeon General (or their designee), the 

State ESF 8 Emergency Coordinating Officer, or the State Epidemiologist shall authorize 

patient transport to the regional treatment center.  Specimens for lab testing may need to 

be collected or testing performed prior to receiving authorization for transport to a 

treatment center. 

 

 

G. SUPPORTING ACTIVITIES 

Immediate isolation of the potential HCID patient(s) wherever presented is needed to protect 

other patients, healthcare workers, and the general population. In an HCID event, the facility will 

need to have the capacity to keep the patient in the appropriate isolation until transportation to 

the nearest treatment facility is possible. Isolation capacity will inevitably vary between 

healthcare entities. 

All Central Florida Region 5 healthcare facilities have established training in isolation 

procedures and infection control to enable them to safely place a patient in isolation. The length 

of isolation time that will be required will vary based on the disease, patient condition and 

symptomology, if the patient can be treated at the facility or if the patient needs to be transferred 

using the Florida Infectious Disease Transportation Network (FIDTN). All facilities need to be 

prepared to isolate a patient throughout the course of treatment or until transferred to a more 

capable facility. All Central Florida Region 5 healthcare facilities should follow the SOPs and 

plans for each respective healthcare facility to ensure effective identification, isolation and 

communication of a potential HCID patient.  

Depending on the scale and scope of the HCID event, the following activities may need to be 

activated: 
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Continuity of Services. In the event of a 30% reduced workforce either due to an emergency 

requiring large numbers of responders or widespread illness or other reasons, and individual 

agencies exhausting individual, agency specific continuity of operations plan, the Health 

Department and/or county Emergency Operations Center will initiate the continuity of operations 

plans to assist with the provision of critical services. 

 

Health Care Surge. High prevalence of morbidity, mortality, and the worried well may lead to 

an increase in public demand for health services (e.g. hospitals, clinics, LHDs). Hospitals 

anticipating or experiencing health care demands that exceed their daily operating capabilities 

should activate hospital surge plans utilizing their emergency operating procedures and request 

assistance via the hospital incident command system (HICS) to city and county emergency 

management.  

 

Resource Coordination. In the event of a Coalition member organization needing additional 

resource assistance during an HCID response, the member organization will submit a request to 

the City and County Emergency Management Offices. The Coalition monitors the mission 

requests from the State to assist in identifying local/regional assets to fill requests and meet 

needs as early as possible.  

 

 

H. PLAN MAINTENANCE 

 

This HCIDR plan was developed by the Central Florida HCID Collaborative workgroup. 

This plan will be reviewed and updated in May of each year by the Region 5 CFDMC. 

Lessons learned as they emerge from After Action Report/ Improvement Plans following 

real events or planned training exercises will be incorporated into the HCIDR. 

 

 

I. HCIDR COMMUNICATIONS 

 

Upon notification of an HCID presenting at a healthcare facility in Central Florida 

Region 5 by the LHD or Coalition member agency, the Region 5 CFDMC will provide 

situational awareness to all HCC members through conference calls, email updates or 

Everbridge alerts.  

 

 

J. TRANSPORTATION 

 

The current state of HCID disaster response for the State of Florida is a redundant 

transportation system that includes a plan to transport a patient with a highly infectious 

pathogen by air to a regional treatment center.  If air transportation is not available, a 

ground transportation network has been developed that transports a patient across Florida 

to our nearest regional treatment center (Emory).  The Florida Infectious Disease 

Transportation Network (FIDTN) has been exercised regionally and found to be a robust 

state-wide response capability, although resources are limited. 
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The primary means of transportation of an HCID patient will occur through the activation 

of the FIDTN. Transportation needs will be coordinated with the assistance of the 

emergency operations (ESF 8 representative) as required.  

 

 

K.  PROTOCOLS 

 

The HCID collaborative workgroup reviewed each of the assessment hospital domains to 

identify opportunities for convergence on response protocols. 

1. Intra-facility transport procedures 

a. Each hospital is to map patient transport routes specific to the layout of 

their campus. 

b. Hospitals are to have transport routes that utilized less populated 

routes and or outdoor routes for transporting patients. Alternatively, 

hospitals are to have plans in place to be able to care for the patient in 

the emergency department. 

2. Laboratory procedures 

a. CDC recommends that Ebola testing be conducted only for persons 

who meet the criteria for persons under investigation (PUIs) for EVD. 

A PUI is a person who has both consistent signs and/or symptoms, 

including:  

i. Elevated body temperature or subjective fever or symptoms, 

including severe headache, fatigue, muscle pain, vomiting, 

diarrhea, abdominal pain, or unexplained hemorrhage, AND 

ii. An epidemiological risk factor within the 21 days preceding 

the onset of symptoms. 

b. It is recommended that hospitals perform point of care testing when 

possible.  The coalition purchased point of care (POC) lab testing 

equipment for 8 hospitals. 

i. POC instruments should be placed within an enclosure or 

behind a barrier such as a benchtop bio-safety cabinet (BSC), a 

PCR workstation (e.g., “dead air box”),  or a plexiglass splash 

shield to contain any splashes or potential aerosols that may be 

generated.  

ii. If placed inside BSC, ensure that appropriate airflow is not 

compromised by overloading the inside of the BSC, or by 

blocking the front or back air intake grilles. Consideration 

should be given to verifying inward airflow at the front 

opening of the BSC while instruments are operating. 

c. Specimens collected for preliminary testing should be collected 

wearing Level 2 (i.e. PAPR level) PPE. 

i. Staff who may draw labs are to practice using lab testing 

equipment while wearing the appropriate PPE as part of bi-

annual drills/exercises. 

d. If it is determined that testing for Ebola virus is indicated, at least 4 

mL of whole blood collected in a plastic tube preserved with EDTA is 
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the preferred sample for testing adults. For pediatric samples, a 

minimum of 1 mL whole blood should be collected in pediatric-sized 

collection tubes. Blood must be collected in plastic collection tubes.  

i. Whole blood preserved with EDTA is preferred, but whole 

blood preserved with sodium polyanethol sulfonate, citrate or 

with clot activator is also acceptable. 

ii. Do not separate and remove serum or plasma from the primary 

collection container. 

iii. If the PUI’s symptoms have been present for <3 days, a second 

sample collected 72 hours after onset of symptoms is required 

to definitively rule out Ebola. 

e. If POC testing is not available and in-house laboratory testing is 

required, then hospital plans need to address the following. 

i.  Identify equipment that can be segregated and not used for 

testing any other specimens until it can be terminally cleaned 

and disinfected with approved disinfectant.  

ii. A risk assessment has been completed and the necessary 

administrative and engineering controls are in place to protect 

healthcare workers and prevent cross-contamination. 

iii. Laboratories should consider using equipment with closed tube 

systems in which the specimen container (e.g., vacutainer tube) 

stays capped during testing. 

iv. Centrifugation can pose a risk of aerosolization. If 

centrifugation is necessary for testing, centrifuges should have 

sealed buckets or sealed rotors. After centrifugation, the sealed 

buckets or rotors should be opened inside a biosafety cabinet. 

v. Automated blood culture instruments have been used in the 

core lab after careful evaluation of the risk assessment, 

ensuring that the outside of the bottle is cleaned with a 

disinfectant labeled for non-enveloped viruses before putting it 

in the instrument, and ensuring that staff who handle the bottles 

are wearing gloves. Alternatively, benchtop blood culture 

instruments are available, or blood culture bottles may be 

incubated manually in separate incubators and monitored for 

turbidity as an indication of growth. Subculture of any positive 

blood culture bottles should be performed within a biosafety 

cabinet in a separate laboratory area segregated from the core 

lab, preferably by using commercially available “venting unit” 

devices that sheath the needle during extraction of blood from 

the bottle to prevent needlesticks. 

vi. Automated hematology analyzers with a closed tube system 

have been used in the core lab after careful evaluation of the 

risk assessment, ensuring that the outside of the tube is cleaned 

with a disinfectant labeled for non-enveloped viruses before 

running the sample on the instrument, and ensuring that staff 
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who handle the specimens are wearing risk assessment-defined 

PPE.  

f. For specimen transport within the facility: 

i. Before removing patient specimens from the site of care, the 

outside of the specimen containers should be decontaminated 

with an approved disinfectant wipe. 

ii. Place specimen in clean biohazard bag. Wipe exterior of bag 

with approved disinfectant wipe. Place biohazard bag with 

specimen in a secondary, durable leak proof container.   

iii. Use 2-person team to prepare specimen for transport. 

iv. Person drawing blood is to wipe exterior of container with 

disinfectant wipe. 

v. Wearing clean exterior gloves, the second person is to open the 

biohazard bag.  The person with the specimen is to drop it into 

the bag being careful to not touch the exterior of the bag. 

vi. Close the biohazard bag. Use approved disinfectant wipe and 

wipe outside of biohazard bag. 

vii. Take bag to door and notify anteroom staff to bring durable, 

leak-proof container to the doorway.  Open door and carefully 

place biohazard bag into container. 

viii. Anteroom staff is to wipe down exterior of container and place 

on clean barrier (i.e. chucks)  

ix. 2-person transport team will take specimen container to the lab, 

per pre-designated route per facility specific protocol.  One 

person will don clean gloves to carry the specimen.  The 

second person will assist with opening doors, pushing elevator 

buttons, etc. to ensure the person carrying the specimen 

container does not touch anything during transport.    

x. Specimens must be hand carried to the lab.  Use of pneumatic 

tube system is not permitted. 

g. For specimen transport to a public health LRN, hospital staff is to 

follow the Florida Department of Health procedures. 

3. Staffing plan 

a. Nursing staffing model is based on nurse working 8-hour shift, with no 

more than 4 hours in level 2 PPE.  Nurses are expected to be ICU 

nurse. 

b. Nurse staff model:  

c. Nurse A – Patient care nurse (approx. 4 hours) 

d. Nurse B – Anteroom partial PPE for approx. 4 hours – Nurse B goes to 

full PPE to serve as buddy to assist with doffing PPE of Nurse A.  

Nurse B then becomes Nurse A. 

e. New nurse coming on duty every 4 hours. Total of 7 nurses per 24 

hours. 

f. Daily cleaning tasks will be performed by nurse. Environmental 

services will not perform daily cleaning of HCID patient room.  EVS 

will perform terminal cleaning of room. 
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g. Blood draws will be performed by nurse. Phlebotomy staff will not 

perform blood draws in HCID patient rooms.   

h. Hospitals need to be prepared to increase to 2 patient care nurses based 

on patient needs. 

i. Reader/observer will work 12-hour shift and must be present for staff 

donning and doffing of PPE.  The reader/observer is not required to be 

a nurse.  The reader must have demonstrated competency with 

donning and doffing PPE in a training environment.  (The group 

decided that posters were no longer needed to support the donning and 

doffing process with a reader/observer.) 

j. 1 MD Intensivist and 1 respiratory therapist will work 12-hour shifts.  

During their shift they are present to provide direction on patient care 

and are to be prepared to don level 2 PPE if needed inside patient 

room. 

k. Hospitals need to plan to have other subject matter experts (SME) 

available upon activation of their incident command system for HCID 

response and patient care.  Other SMEs include: Infection Prevention, 

Emergency Preparedness, Life Safety, Hospital Epidemiologist, 

Pharmacy, Employee/Occupational Health, Engineering/Maintenance, 

Security, Environmental Services Management, and Waste 

Management. 

4. Training 

a. Practice donning and doffing PPE a minimum of twice per year 

b. Perform clinical skills check while wearing PPE a minimum of twice 

per year (I.e. start IV, insert catheters, etc.) 

c. Participate in HCID drill, tabletop, or functional based on 

organizational need 

d. Drill patient movement within facility at least annually unless 

incorporated functional exercise 

e. Ensure patient care teams are trained based on type of patients seen 

(I.e. OB, PEDS, etc.) 

 

5. Personal Protective Equipment Protocols 

a. PPE protocols from the HCID workgroup participants were reviewed 

and variations were discussed.  Components of the protocol that are 

agreed upon are reflected below.  The step-by-step process is available 

in Appendix A to this plan. 

b.  Recommended process for donning Level 2 (PAPR) PPE: 

i. Inner nitrile glove under suit sleeve and secured with product 

of hospital choice (i.e. chemtape, duct tape, Choban, etc.) and 

outer surgical glove over suit sleeve.  Securement product must 

have buddy tab. 

ii. Fluid resistant gown will be used based on patient condition 

and likelihood of contamination with body fluid. Protocols to 

include option of donning gown. 
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iii. Donning protocol to include a permanent marker so that name 

and discipline can be written on PAPR hood. 

c. Recommended process for doffing Level 2 (PAPR) PPE: 

i. Hospital will use non-bleach disinfectant wipe to wipe outer 

gloves before removal. 

ii. Alcohol-based hand rub will be used on inner gloves during the 

doffing process. 

iii. PAPR and hood will be discarded in biohazard waste and not 

re-processed.  It is removed prior to doffing suit. 

iv. Doffing to occur inside doorway of patient room. 

d. Suits/coveralls were selected and purchased for all hospitals in the 

region.   

e. 3 PAPR hood systems were purchased to provide 4-8 hours of 

respiratory protection to care for an HCID patient.  A regional cache of 

PAPR hood systems was purchased to provide 5 days of respiratory 

protection and will be deployed to the impacted facility as needed. 

6. Waste management 

a. All waste will be put in barrels for off-site transport and disposal.  

7. Worker safety 

a. Hospitals are to have procedures in place to be able to monitor staff for 

signs and symptoms of infection after they have provided care or 

potentially had exposure to an HCID patient. 

b. Hospitals will need to have procedures to address the needs of staff 

and incentivize their participation in providing care to an HCID 

patient.  

i. Incentives may include recognition through clothing, challenge 

coins and pay incentive. 

ii. Staff may need non-congregate housing if they are exposed or 

assistance with childcare.   

8. Environmental services 

a. Nursing and other clinical staff will perform daily cleaning tasks. 

b. Environmental services will perform terminal cleaning and be the last 

person out of the room. 

i. EVS will assist last healthcare worker out of PPE 

ii. EVS buddy will be in level 1 PPE in the anteroom to assist the 

last EVS worker out of the room after completion of terminal 

cleaning. 

iii. EVS staff are to wear chemical PAPR to protect from bleach 

fumes. 

9. Clinical management 

a. Initial screening and triage protocol will be a syndromic based 

screening tool. Please see Appendix B for the screening tool. 

b. Treatment of symptoms will be per facility policy. 

10.  Operations Management 
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a. All hospitals currently use and are to continue to use the hospital 

incident command system (HICS) and work within Florida’s 

emergency management system. 

 

 

L.  TRAINING AND EXERCISES 

 

To maintain the necessary skills and knowledge to appropriately respond to an HCID 

emergency, CFDMC will provide ongoing training opportunities for CFDMC community 

partners. These include, but are not limited to: 

• Communication drills 

• Ongoing ICS and NIMS training 

• HCIDR Plan trainings, drills, and exercises 

• CFDMC led HCID workshops, drills and exercises 

• Hospital and other healthcare led HCID workshops, drills, and exercises 

 

This training is included in the Coalition’s annual workplan and the regional MYTEP. 

 

The Coalition facilitated an Ebola tabletop in November 2014 which led to the 

development of the EID Workgroup and the original plan.  An EID tabletop was held in 

December 2019, and areas for improvement noted were lack of standard protocols, 

equipment and training, expiring PPE, sustaining EID teams at hospitals, standardizing 

communications processes, and the need to hold regular exercises.  The EID workgroup 

is addressing these actions.  In December 2019, a pandemic tabletop was held, and a gap 

was identified in planning for and identification of resources for mass fatality events.  

The Coalition had planned a functional exercise with the Florida Infectious Disease 

Transportation Network in February 2020; this was postponed due to the COVID19 

response and will be rescheduled, hopefully in 2021.  The goal is to hold a full-scale 

exercise by 2022. 
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Appendix A 

 

Personal Protective Equipment Donning and Doffing Procedures 
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High Consequence Infectious Disease Donning Level 2 PPE Protocol 

This protocol is for use with coverall suit that has sewn in feet and flap starting 

below the knee that goes over a boot to be worn exterior to the suit.  (I.e. Z200). 

PAPR instructions are for the Sentinel XL Dover PAPR.   It is recommended that 

2 pairs of gloves are worn.  The inner glove is a nitrile glove and the outer glove 

is a surgical glove. Inner glove should be a different color than the outer glove. 

Always don PPE using a buddy system and reader.  

1. Remove shoes, change clothes and put on provided scrubs and socks. 

2. Remove all jewelry and personal items from body.  Secure hair so that it will not fall in 

face while under PAPR hood.  Contact lens wearers should consider using eyeglasses. 

Consider additional securement for eyeglasses to ensure they do not fall off during the 

doffing process. 

3. Perform hand hygiene (soap and water or alcohol-based hand rub (ABHR) 

4. Configure the PAPR hood as follows:  

a. Remove intake tabs from both filters. 

b. Confirm tightness of on both filters of the PAPR assembly.  Hand tighten only. 

c. Turn on and off to test battery and air flow. 

d. Remove protective films (blue and clear) from the inner and outer face shield. 

e. Attach PAPR hose to hood and PAPR assembly. 

5. Put on coverall suit up to waist and pull up boot flaps. 

6. Using boots 1 -2 sizes larger than normal size (If needed, pull toes of the bootie on the 

suit forward over the top of the feet) slide feet into boots. Pull outer boot flaps down over 

top of boots. 

7. Complete donning rest of coverall suit, without zipping up the front.  Tuck the suit hood 

into the coverall suit. 

8. Put on inner gloves and pull suit cuffs OVER the gloves. 

9. Use securement tape (I.e. chemtape, duct tape, Coban®) to tape inner gloves to suit by 

wrapping around the wrist two times.  A tab shall be created (I.e. Buddy tab) at the side 

of the tape by folding a section over before applying the tape to the suit. 

10. Put on PAPR hood as follows: 

a. Turn on the PAPR breathing device. 

b. Buddy will hold PAPR assembly and hose behind and along back while donner 

puts on PAPR hood and adjusts it to conform internal headband. 

c. Buddy will hand PAPR to donner to hold. 

d. Buddy will tuck INNER layer of PAPR hood into coverall suit and finish zipping 

up protective suit. 

e. Buddy will secure Velcro® zipper flap on front of suit. 

f. Buddy will ensure outer PAPR hood layer is OUTSIDE of the suit. 

g. Secure PAPR belt assembly around waist, adjusting for a secure fit (I.e. Ensure no 

excesses belt material is loose.) 
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11. Apply second set of gloves, one size bigger than original pair, over the first set of gloves 

and over the cuffs of the suit.  Check for tears. 

12. If needed, don apron/gown over coverall.  Secure tie under PAPR hose. 

13. Buddy to write caregiver name and discipline on front and back of outer hood shroud (I.e. 

flap).  

14. Buddy will do a walk around to double check all PPE for breaches, all surfaces are taped, 

no excess gathering of suit, and boot flaps are down. 

15. Prior to patient contact, disinfect outer gloves with ABHR.  Allow to dry before patient 

contact. 
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High Consequence Infectious Disease Doffing Level 2 PPE Protocol 

This protocol is for use with coverall suit that has sewn in feet and flap starting 

below the knee that goes over a boot to be worn exterior to the suit.  (I.e. Z200). 

PAPR instructions are for the Sentinel XL Dover PAPR.   It is recommended that 

2 pairs of gloves are worn.  The inner glove is a nitrile glove and the outer glove 

is a surgical glove.  It is recommended that standard hospital intermediate-level 

disinfectant wipe be used as long as EPA label claim states it is effective against 

organism causing disease.   

Always doff PPE using a buddy system and reader/observer.  The buddy will be 

completely donned in Level 2 PPE inside the patient room.  Doffing is to occur 

inside the doorway of the patient room.  Anteroom is considered clean space. 

1. Disinfect outer gloves with disinfectant wipe. When using disinfectant wipes adhere to 

the manufacturer’s instructions for wet contact time (I.e. Wait 2 minutes when using the 

purple top Super Sani-Cloths). 

2. IF apron/gown is worn, remove gown.  Untie gown and pull away from the body.  Roll 

exterior of gown inward (so that the inside of the gown is now the exterior of the rolled 

gown) to contain the contamination.  Dispose of gown in appropriate receptacle.   

3. Disinfect outer gloves (again) with disinfectant wipe. Ensure adherence to wet time per 

manufacturer’s instructions. 

4. Inspect the PPE to assess for visible contamination, cuts, or tears before starting to 

remove PPE.  Any visibly contaminated PPE should be disinfected with hospital 

disinfectant wipe moving from top to bottom (I.e. Wipe from top part of body down 

towards feet. Use multiple disinfectant wipes to ensure removal of gross soiling and all 

surfaces are saturated with disinfectant). 

5. Disinfect outer gloves (again) with disinfectant wipe. Ensure adherence to wet time per 

manufacturer’s instructions. 

6. Unlock PAPR belt and let it drape behind the back from the PAPR hose (or you may sit 

down in a chair and allow PAPR to drape behind). 

7. Doffer is to remove boots by using toe to heel movement. Doffer may be seated for boot 

removal. (Buddy may assist doffer with removing boots by tugging from top of the boot. 

DO NOT TOUCH BOTTOM OF BOOT.)   Buddy is to place boots in designated 

receptacle for disposal.   

8. Both the Buddy and doffer are to inspect and disinfect gloved hands with alcohol-based 

hand rub (ABHR) and allow to air dry. 

9. Remove outer gloves (CDC Guidelines): 

a. With gloved hand, grasp the outside of glove on opposite hand. Grasp at the top 

of your wrist, being careful to only touch the exterior of the glove. 

b. Peel off the first glove, peeling away from your body and from wrists to 

fingertips, turning the glove inside out. 

c. Hold the glove you just removed in your hand with the outer glove still on. 

d. With your other hand, peel off second outer glove by inserting your fingers inside 

the glove at the top of your wrist. 
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e. Turn the second glove inside out while tilting it away from your body, pulling it 

over the first glove balled in the palm of second hand.  First glove removed will 

be bundled into second glove as it is removed. 

f. Dispose of gloves. 

10. Inspect inner gloves and disinfect gloved hands with ABHR. 

11. Remove PAPR assembly and hood. 

a. Buddy will stand behind doffer and grab outside of the hood shroud and roll the 

hood shroud up forming a cuff that can be grasped by doffer. 

b. Buddy will instruct the doffer to grab the cuff at ears. 

c. Buddy will unscrew hose from back of the hood. 

d. Buddy will turn off PAPR assembly and place in designated receptacle for 

disposal. 

e. Doffer will bend forward at the waist and pull the hood straight out and away 

from their head, dropping PAPR hood to the floor. ****DO NOT TOUCH FACE 

AFTER REMOVING HOOD**** 

f. If eyeglasses fall off and may have become contaminated, they are to be 

disinfected with disinfectant wipe. 

g. Buddy will discard hood in designated receptacle for disposal.  

12. Inspect and disinfect inner gloved hands with ABHR and allow to air dry. 

13. Open Velcro® flap with right hand all the way down. 

14. Unzip coverall suit with left hand all the way down. 

15. Remove securement tape from gloved wrists and discard in designated receptacle for 

disposal. 

16. Inspect and disinfect inner gloved hands (again) with ABHR and allow to air dry. 

17. From behind the doffer, the buddy will grasp suit at the shoulders and pull down until 

elbows are clear.  At this time the doffer will pull hands completely out of the suit. 

***BUDDY MAY NOT TOUCH INSIDE OF THE SUIT*** 

18. Buddy and doffer inspect and disinfect gloved hands (again) with ABHR. 

19. Remove inner gloves per CDC guidelines.  Repeat steps in #9 above. 

20. Disinfect hands and arms from the elbow down with ABHR.  If soap and water is 

accessible, use soap and water. 

21. Don a fresh pair of gloves.  Gloves must be provided from the clean side. 

22. Continue working suit down towards feet.  If necessary, touching only the inside of the 

suit, doffer continues to push the suit down to the feet. 

23. Step out of suit into clean area with Buddy assistance as needed.  Buddy will discard suit 

in designated receptacle for disposal. 

24. Remove gloves per CDC guidelines.  Repeat steps in #9 above.  

25. Sanitize hands using ABHR. 

26. On dirty side, Buddy will inspect and disinfect gloves with ABHR.  Buddy is to disinfect 

doffing area with disinfectant wipes, including the chair. 

27. Doffer will take a shower in designated area. 
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Appendix B 

 

Syndromic Screening Tool for HCID 

 

CFDMC Diesease 

isolation guide.pdf  


