Section Il - Respiratory Outbreak Guidelines

Purpose
The purpose of this chapter is to provide information and resources that will assist in the early recognition and
control of outbreaks associated with respiratory illness within your facility.
This chapter is organized to address the following topics:
1. Outbreak Process
Determining the existence of an outbreak
Defining a case and creating a line list
Declaring the outbreak, notification responsibilities and instituting outbreak controls
Confirming the diagnosis
Organizing the data in terms of time, place and person
Developing a hypothesis
Determining who is at risk
Declaring the outbreak over
2. Recommended Precautions
3. Resources
Respiratory Outbreak Guideline
Filling in a Respiratory Outbreak line list — resident
Filling in a Respiratory Outbreak line list — staff
Nasopharyngeal Collection Technique
How to complete: Public Health Laboratory Test Requisition

Respiratory Outbreak Management Checklist
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Respiratory Outbreak Process

1. Determining the existence of an outbreak

- abnormal temperature

- sore throat

Suspect an outbreak whenever there are two or more cases identified within 48 hours in one
geographic area with an acute respiratory tract ill ness which may include:

- dry cough (new) - chills

- productive cough (new) - myalgia

- runny nose / sneezing - malaise
- nasal congestion / stuffy nose - headache

- hoarseness / difficulty swallowing

- decreased appetite

Criteria for a potential influenza outbreak:

One laboratory confirmed case of influenza OR

Two cases of acute respiratory tract illness occurring within 48 hours in a geographic area (i.e. unit, floor)

OR

More than one unit having

a case of acute respiratory illness within 48 hours.*

Criteria for potential respiratory outbreak caused by other organisms (i.e. Mycoplasma, Legionella,

Chlamydia):

Two cases of acute respiratory tract illness occurring within 48 hours in a geographic area OR

More than one unit having

a case of acute respiratory illness within 48 hours.*

2. Defining a case and creating a line list

In collaboration with SMDHU, develop a working case definition to classify exposed persons as cases or non-
cases. A “case definition” can be developed on the data collected from case symptoms using simple clinical
criteria: the most common are identified on the line list.

A case definition example:

“Any resident or staff presenting with the 2 or more symptoms of fever, sore throat, cough and runny nose
presenting on or after February 9, 2006; or any lab confirmed case.”

While each respiratory outbreak requires its own definition, the following general case definitions can be used for

reference:
Agent Clinical case definition for respiratory trac t infection

Upper respiratory tract The resident must have at least 2 of the following (new) symptoms:

illness — includes
common cold, pharyngitis

runny nose or sneezing

stuffy nose (i.e. congestion)

sore throat or hoarseness or difficulty swallowing

dry cough

swollen or tender glands in the neck (cervical lymphadenopathy)
fever/abnormal temperature for the resident may be present, but is not required

Pneumonia All of the following criteria must be met:

interpretation of a chest x-ray as pneumonia, probable pneumonia, or presence
of infiltrate

the resident must have at least 2 of the signs and symptoms described under
other lower respiratory tract infection (see below)

other non-infectious causes of symptoms, in particular congestive heart failure,
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must be ruled out

Other respiratory tract
infection (bronchitis,
tracheobronchitis)

The resident must have at least 3 of the following:

new or increased cough

new or increased sputum production

abnormal temperature for the resident, or a temperature between 35.5°C or

37.5°C

pleuritic chest pain

new physical findings on examination (rales, rhonchi, wheezes, bronchial

breathing)

one of the following to indicate change in status or breathing difficulty:

0 new/increased shortness of breath

0 respiratory rate over 24 per minute

o worsening functional or mental status (deterioration in resident’s ability to
perform activities of daily living or lowering of their level of consciousness)

If a cluster of pneumonia or lower respiratory infection cases are suspected, steps

must be taken to determine a common causative agent. i.e. Chest x-ray, serology, NP

swabs, urine for Legionella antigens, sputum smear/culture etc.

SARS

Case Definitions for SARS are in evolution and may change periodically. These

definitions are current at this time. For the most recent definitions, consult the following

web site:
http://www.hc-sc.gc.ca/pphb-dgspsp/sars-sras/prof e.html

A) Confirmed case of SARS
A person with:

Early clinical presentation of SARS i.e. Fever (over 38°C) and cough or breathing
difficulty.

AND radiographic evidence consistent with SARS i.e. evidence of infiltrates
consistent with pneumonia or respiratory distress syndrome (RDS).

AND laboratory evidence of SARS-associated coronavirus (SARS-CoV) infection:
nucleic acid amplification test positive results or seroconversion or virus isolation.

OR
A deceased person with:

A history of early clinical presentation of SARS i.e. fever and cough or difficulty
breathing resulting in death.

AND autopsy findings consistent with SARS i.e. evidence of pneumonia or RDS
without an alternate identifiable cause.

AND laboratory evidence of SARS coronavirus infection i.e. nucleic acid
amplification test positive results or seroconversion or virus isolation.

B) Probable case of SARS
A person with:

Early clinical presentation of SARS i.e.: fever of 38°C or more AND cough or
breathing difficulty

AND radiographic evidence consistent with SARS i.e. Radiographic evidence of
infiltrates consistent with pneumonia or RDS.

AND epidemiologically linked to a person or place linked to SARS i.e. Close
contact with a confirmed SARS case, within 10 days of onset of symptoms.

OR close contact with a symptomatic person who has laboratory evidence of
SARS-CoV infection, within 10 days of onset of symptoms.

OR residence, recent travel or visit to an “Area with recent local transmission of
SARS” within the 10 days prior to onset of symptoms.
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OR
A deceased person with:

A history of early clinical presentation of SARS i.e. Fever and cough or difficulty
breathing resulting in death.

AND autopsy findings consistent with SARS i.e. Consistent with the pathology of
RDS without an identifiable cause.

AND epidemiologically linked to a person or place linked to SARS i.e. Close
contact with a confirmed SARS case, within 10 days of onset of symptoms.

OR close contact with a symptomatic person who has laboratory evidence of
SARS-CoV infection, within 10 days of onset of symptoms.

OR residence, recent travel or visit to an “Area with recent local transmission of
SARS” within the 10 days prior to onset of symptoms OR close contact (including
health care providers) with a probably case who has been to an “Area with recent
local transmission of SARS” within the 10 days prior to onset of symptoms.

OR A deceased person with: a history of early clinical presentation of SARS i.e.
Fever and cough or difficulty breathing resulting in death.

AND laboratory evidence of SARS coronavirus infection i.e. PCR positive results
or seroconversion or virus isolation.?

3. Declaring outbreak, notification responsibilitie s and instituting outbreak controls

It is the decision of the facility, with the support of SMDHU, that an outbreak is declared. Once this decision has
been made, signage needs to be put up at all facility entrances.

Notification needs to be initiated to:

1. SMDHU - either assigned investigator during regular office hours or the on-call investigator. It is the
responsibility of SMDHU to notify ambulance services and the public health laboratory. As soon as
SMDHU has been notified, control measures will be reviewed as outlined in the resource:
“Respiratory Outbreak Management Checklist”.

2. Local hospitals — when transfers are necessary, ensure that the paramedics are aware that the facility
is under outbreak precautions.

3. Nursing agencies and volunteer staff who assist at the facility.

4, LTC Compliance Advisor.

5. Coroner’s Office — if deaths occur during the outbreak.?

The facility is required under subsection 27(2) of the Health Protection and Promotion Act, R.S.0. 199 0,
c.H.7 to report outbreaks to SMDHU.

4.  Confirming the diagnosis

Once the outbreak has been declared, your facility will be assigned an outbreak number that will be used to
identify all lab specimens collected for testing.

The outbreak number is: Health Unit—  year — outbreak number
2260 — 200x — three digit number

To identify the causative agent, it is best to collect specimens as early as possible, from residents with acute
symptoms (onset within the preceding 24 or 48 hours) and preferably from a resident with the most classical
clinical presentation of the suspected illness. The nasopharyngeal swab collection technique is reviewed in the
resource: “Nasopharyngeal Collection Technique”.é

Correct labeling of specimens is nheeded to ensure testing by the Public Health Lab. These are identified in the
resource: “How to Complete: Public Health Laboratory Test Requisition”.g
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5. Orienting the data in terms of time, place and p  erson
Create a histogram (epidemic curve) to help identify whether the outbreak is common source or propagated :

Common source (point source) outbreak: exposure of a group of persons to a noxious influence that
is common to the individuals in the group. When this occurs over a relatively brief period of time and all
who fall ill do so within one incubation period, it results in a sudden rise in the number of cases. A classic
example is a food poisoning at a common meal.

Propagated: new cases of disease occur over a long period, indicating persistence of the disease
source. The epidemic curve is characterized by a plateau. This outbreak is usually by person-to-person
spread of a disease in the community or health care setting.

Place: provides information on the geographic extent of the outbreak but also demonstrates clusters or
patterns that provide clues to the causes of the outbreak. Clustering of cases in a section of the facility is
consistent with a focal source or person-to-person spread, whereas scattering of cases throughout the
facility is more consistent with a disseminated transmission (i.e. common vehicle, common dining hall or
the air circulation system).

Person: strongly related to exposure and risk are the factors of age, sex, occupation and pre-existing
health condition.

6. Developing a hypothesis

Organizing the information above may provide information that can suggest:
The most likely type of iliness.
The most likely vehicle involved.
Where and how the vehicle might have become contaminated.

Other possible associations.

7.  Determining who is at risk

With the above hypothesis, identify what population is at risk of disease, and educate and incorporate proper
infection control measures, including chemoprophylaxis as necessary. Specifically for influenza, timely access to
who has and has not received the influenza vaccine is essential. Target groups for vaccine would be staff,
residents and non-staff: visitors, nursing students, family members, community and professional groups,
contractors etc.

8. Declaring the outbreak over

The outbreak is declared over by your facility, in consultation with SMDHU. The general requirement of eight (8)
days after the onset of the last resident case is based on the influenza illness pattern (incubation 3 days and
period of communicability of up to 5 days). Where other agents have been identified, the requirement will be
different and consultation is needed with SMDHU.#

Recommended Precautions

Residents

Restrict cases (ill residents) to their room for at least 5 days after the onset of acute illness or until symptoms have
resolved whichever is shorter.?> For some pathogens the period of communicability may be longer than 5 days,
but for practical reasons, this standard of 5 days could be applied to outbreaks caused by respiratory viruses
other than influenza. Homes may be requested to isolate ill residents longer than 5 days if current epidemiology
suggests a longer period of communicability.

New admissions, re-admission of non-cases and transfers to another LTCH are not recommended during an
outbreak. Possible exceptions to this precaution should be done in consultation with SMDHU.#

Re-admissions of cases who met the case definition prior to transfer are permitted provided appropriate
accommodation and care can be provided.?
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Non-urgent medical appointments made before the outbreak should be rescheduled. Where it is necessary to
keep the appointment, consultation and notification should be made with SMDHU.#

Possible exceptions to the above are reviewed in the readmission/admission section attached.

Staff, students, volunteers
Staff, students and volunteers with any respiratory symptoms are to be excluded from work for at least 5 days
after the onset of acute illness.

For confirmed influenza outbreaks, ill staff, students or volunteers taking antiviral medication for treatment (not
prophylaxis) shall be excluded from work for at least 5 days from onset of symptoms. Staff who remain
symptomatic after the 5 day period may return to work if the ICP feels that the staff member can fully participate in
work activities without putting the residents or other staff members at risk. If there are staff pressures at the
institution, the minimum exclusion period could be as low as 3 days in consultation with the MOH.

During influenza outbreaks , immunized staff have no restrictions on their ability to work at other facilities,
provided the individual changes their uniform between facilities. Non-immunized staff that are not receiving
prophylactic therapy must wait one incubation period (3 days) from the last day that they worked gat the outbreak
facility/unit) prior to working in a non-outbreak facility, to ensure they are not incubating influenza.*

During non-influenza outbreaks , staff, students and volunteers should be advised not to work at any other facility.g

Visitors
Il visitors should not be permitted in the home. Visitors who are permitted to visit during an outbreak shall be
required to:

Wash hands upon arrival and just before leaving the resident’s room.
Visit only one resident and exit the home immediately after the visit.
Wear personal protective equipment.?
Resources
Respiratory Outbreak Guideline
Filling out a Respiratory Outbreak line list — resident
Filling out a Respiratory Outbreak line list — staff
Nasopharyngeal Collection Technique
How to complete: Public Health Laboratory Test Requisition

Respiratory Outbreak Management Checklist

Influenza Outbreak Control Measures

Procedure guidelines under respiratory outbreak are available for reference. In addition, prophylaxis information
related to outbreak control should be reviewed.

Prophylactic Use of Amantadine and Oseltamivir (tam iflu)

The Canadian National Advisory Committee on Immunization (NACI) recommends oseltamivir (a neuraminidase
inhibitor) as the prophylaxis of choice for the 2006-2007 influenza season. Amantadine is not recommended for
antiviral prophylaxis for the 2006-2007 season  because almost all (82%) influenza isolates in the most recent
influenza season demonstrated an amantadine resistance. This recommendation will be revisited if new
information becomes available.?*

Oseltamivir works by preventing the replication of the influenza virus. It is not effective against respiratory
infections other than influenza. Therefore, it should only be used for laboratory confirmed influenza infection.
Antiviral prophylaxis should not replace annual influenza vaccination.

Health care and other service providers in facilities and community settings who, through their activities, are
potentially capable of transmitting influenza to those at high risk for influenza complications should be immunized
annually. This group includes emergency responders and those who provide home care.

Vaccination remains our primary tool for the preven tion of influenza infection and iliness.
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When to use oseltamivir (tamiflu)

NACI recommends that neuraminidase inhibitors may be used prophylactically for:
The control of influenza outbreaks among high-risk residents of institutions.

Unvaccinated people who provide care for people at high risk during an outbreak.

The prophylaxis of non-institutionalized people at high risk during an outbreak when vaccine is
unavailable, contraindicated, or unlikely to be effective because of a poor match between the vaccine
and the circulating viral strain.

High-risk people receiving late vaccination.

Antiviral post-exposure prophylaxis in non-vaccinated household contacts of index influenza cases.

Prophylaxis among individuals who will be exposed to avian influenza.*

During a respiratory outbreak where influenza has been ident

Asymptomatic residents regardless of vaccination status.

Unvaccinated staff.

Staff regardless of vaccination status when the vaccine is considered a poor match to the circulating

strain.?

ified , tamiflu is recommended for the following:

Prophylaxis should continue until the outbreak is declared over. This date may be defined as a minimum of 8 days

after the onset of the last case, based on an average 5-day period of infectiousness for the last case plus an

average 3-day incubation period for those potentially exposed.*

For individuals receiving late vaccination, in order to continue working, prophylaxis must be continued for 2 weeks
after the vaccination as coverage by the vaccination does not develop until this time.**

OSELTAMIVIRZ
Tamiflu ™

Available Format

Prophylactic Dosage

75 mg capsule
- No known renal disease, or if in the presence of renal

disease and the serum creatinine is less than 150 nmol/l
75 mg OD (once daily)
Known renal disease and a serum creatinine of greater
than 150 mmol/l, or if on dialysis.
75 mg OD x 5 days , stop for 5 days, then repeat 5 days
on, 5 days off, then stop; or until outbreak is over

Treatment Dosage T

No known renal disease or serum creatinine less than

150 mmol/l

75 mg BID (twice daily) for 5 days

Known to have renal disease, serum creatinine is 150-250
nmol/l

75 mg OD (daily) for 5 days

Note: If on dialysis and creatinine is greater than 250
nmmol/l, and cannot take zanamivir, oseltamivir

75 mg OD for 2 days.

Drug Interactions

None

Serious Side Effects

None

Comments

Nausea and vomiting may occur in approximately 2.5-10% of all
people.

Tt Treatment must be started within 48 hours of onset of symptoms to be effective and may decrease
the rate of complications. Treatment provided more than 48 hours after the onset of iliness will

not provide any benefit.
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Admission and Re-admission Recommendations

During an outbreak, it is recommended that the number of residents exposed to the outbreak is limited and that
the potential for other illnesses to be introduced to the facility is reduced. The following recommendations are
made with reference to: The Ministry of Health and Long-Term Care/Public Health Division and Long-Term Care
Homes Branch. A guide to the control of respiratory infection outbreaks in long-term care homes. Ministry of
Health and Long-Term Care; 2004

1.

New admissions

New admissions of new residents to the affected unit during the outbreak is generally not permitted. Where
the facility as an entity has declared an outbreak, no new admissions are recommended. If the outbreak is
localized and only a specific unit is under additional precautions, then new admissions to un-affected units
may be considered in consultation with SMDHU.

Readmission of cases
The re-admission of residents who met case definition prior to leaving the facility is permitted provided
appropriate accommodation and care can be provided.

Readmission of non-cases

The re-admission of residents who did not meet case definition prior to leaving the facility is not generally
permitted during an outbreak. Changes to this outbreak measure can be made with consultation with
SMDHU; all readmissions of non-cases should be assessed case by case. Some factors that would need to
be in place prior to re-admission would be: confirmation by discussion between SMDHU and the facility that:

i) The outbreak is under control

i) The resident’s attending physician has agreed to the re-admission based on a review of the current health
status of the resident in hospital

iii) Adequate staff are available at the Long-Term Care Facility to care for the re-admitted resident

iv) If the outbreak is due to influenza, the resident is protected from influenza by vaccination and/or an anti-
viral drug

v) Appropriate accommodation is available for the returning resident
vi) The patient/resident or their substitute decision-maker has given informed consent for the return.

Transfers to hospital/other health care faciliti  es

When it is necessary to transfer a resident, case or non-case, it is the responsibility of the facility to inform the
receiving health care facility and the Provincial Transfer Authorization Centre (PTAC) or alternate
transportation service of the facility outbreak status. It is recommended that an outbreak transfer letter be
used to communicate information to the receiving ICP to ensure that infection control measures are in place
for the resident’s arrival.

Transfers to other Long-Term Care Facilities
Resident transfers from anywhere in the outbreak facility to another facility is not recommended. Possible
exceptions should be done in consultation with SMDHU.

Moves within the facility

It is recommended that moves within the outbreak facility from unit to unit be discouraged until the outbreak is
under control. Special consideration should be made when a resident is to be moved from an unaffected unit
to an affected unit. All moves during an outbreak should be done in consultation with SMDHU.

Off-site visits

It is generally understood that any residents, case or non-case, who choose to leave the building for a
minimum of an overnight stay outside the facility will not be permitted to re-enter the facility until after the
outbreak has been declared over. This action is taken to reduce the possibility of introducing another agent
that could prolong the duration of the outbreak. Possible exceptions should be done in consultation with
SMDHU.
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Respiratory Outbreak Guideline

Suspect an outbreak whenever there are two or more cases identified within 4 8 hours in one geographic
area with an acute respiratory tract illness  which include:

- abnormal temperature - hoarseness / difficulty swallowing
- dry cough (new) - chills

- productive cough (new) - myalgia

- runny nose / sneezing - malaise

- nasal congestion / stuffy nose - headache

- sore throat - decreased appetite

Steps to effective respiratory outbreak management:

1.
2.
3.

10.

11.

12.

Staff will notify the IPCP for the facility if the above criterion has been met.
Create a case definition (i.e. dry cough and abnormal fever or running nose with new productive cough).

Start a separate line list for both staff and residents from the information on the line list instructional
sheets. Attachment: “Filling out an Respiratory Outbreak Line list — resident and staff”

Review and implement outbreak management checklist. Attachment: “Respiratory Outbreak Management
Checklist”

The facility Outbreak Management Team (Infection Control Team) will review surveillance information
collected and decide if an outbreak is to be suspected. It is the responsibility of the facility, in consultation
with SMDHU to decide if an outbreak is to be declared.

The SMDHU investigator must be informed if an outbreak is suspected or declared. If an outbreak is
declared, the SMDHU will record the case definition and generate an outbreak number.

The facility will fax the line list (both resident and staff) and signed outbreak management checklist to the
SMDHU.

Contact numbers:

Assigned Health Unit Liaison for the Facility:

(weekdays between 0830 hours — 1630 hours) 705-721-7520

After hour’s on-call line:

(weekdays between 1630 hours — 0830 hours and weekends): 1-888-225-7851

Collect nasopharyngeal specimens from at least three residents with the most recent onset of respiratory
symptoms. Ensure that each specimen is appropriately labeled, and has a public health laboratory test
requisition form included. All specimens need to be bagged in a brown paper bag prior to courier pick up.
Attachment: “Nasopharyngeal Collection Technique” and “How to Complete: Public Health Laboratory
Test Requisition”

Once specimens are collected and bagged, contact your SMDHU investigator to arrange pick up and
delivery to Orillia Public Health Lab. Your SMDHU investigator will contact you with the rapid test results
once received.

The facility will continue to fax the updated line list to the SMDHU investigator in Barrie: (705) 733-7738
or in Gravenhurst: (705) 684-9959 daily by noon.

Note: Do not create a new line list each day. Once a person is no longer ill, do not remove their name
from the line list or delete symptoms. It is only necessary to indicate their resolution date in the column on
the line list.

Continue to monitor residents and staff at your facility and add the appropriate information to the line list
for the duration of the outbreak.

Once the outbreak is declared over, complete summary reports with your SMDHU investigator.
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Nasopharyngeal Swab Method for Respiratory Virus De  tection

AN NASOPHARYNGEAL SPECIMEN
\*  COLLECTION

R

The laboratory needs high levels of organism to
culture successfully for respiratory viruses such s
RSV, Influenza A & B or parainfluenza virus.

A properly taken nasopharyngeal swab will yield hidp

levels of organism.

1. Insert flexible nasopharyngeal swab into one
nostril.

2. Press the swab tip on the mucosal surface of the
mid-interior turbinate.

3. Briefly rotate the swab once it has been inserted.

4. Leave swab in place for a few seconds to absorb
material.

5. Withdraw swab and insert into transport medium.

6. Break swab shaft at score line.

N.B. The rule of thumb to determine when swab is
placed properly; insert swab to one-half the distace
from the tin of the nose to the tin of the ear lohs

Virus Respiratory Kits (6 Packs)

Instructions follow for the collection and transportation of clinical specimens for virus culture and direct antigen testing.
The laboratory needs high levels of an organism to culture successfully for respiratory viruses such as RSV, Influenza
A & B or Para influenza virus. A properly taken nasopharyngeal swab will yield high levels of organism.

The Virus Respiratory kit consists of: 6 vials of transport media with nasopharyngeal swabs, 6 biohazard bags and 6
Public Health Laboratory Requisitions.

1. Open the sealed pack and aseptically remove the sterile swab from the package - DO NOT USE EXPIRED KITS.
2. Collect the specimen from the nose as early as possible following the onset of symptoms.

3. Aseptically remove cap from vial and insert swab in medium.

4. Break swab shaft evenly at the scored line to fit in tube well below the cap and replace cap to vial closing tightly.
5

Label specimen container with patient’s full name and date of collection of sample. (Two identifiers are required
on the patient sample, and these must also appear on the requisition sheet).

o

Place specimen in the biohazard bag and seal bag.

7. Complete the PHL requisition including the PHL test code, source of specimen, date of onset and collection, two
patient identifiers, physician name and clinical diagnosis. Insert the completed requisition in the pocket on the
outside of the biohazard bag.

8. To maintain optimum viability, the specimen should be stored and transported at 2 - 8 C or on wet ice to the
laboratory for processing within 48 hours of collection.

9. STORAGE - Kits should be stored at 2-25 C until used. Improper storage will result in a loss of efficacy.

Reference
Ontario Agency for Health Protection and Promotion, Ontario’s Public Health Agency, Specimen Collection Guide, May 2010, Complete Plan,
Public Health Laboratories, P. 141, Available from: http://www.oahpp.ca/services/specimen-collection-guide.html

59 SMDHU - Long Term Care Homes/Retirement Homes Infection Prevention and Control Manual



O@ [enuelA [0JJUOD PUB UOIUSASIE UOIDSJU| SSWOH JUSWaINaY/SaWoH aed wia] Buo]— NHANS

e m e hm e - St AT R P e =k o e ok e St . . . e bt o ——— — Y i kA

"y .

e o] e ay J/

> jue|q BBIE SIY} OABS"

ubip g—1e8h-0922 |
JHAWS Aq pepiroid L ipnme s |
leguinu xﬂ@._ﬂuﬂo _ o e alasy
——" ]
i-.Mn_ﬁt_lw e 0, Wamag & P o : ﬁ_
m— | oo buumessmatis & Jequinn suoydela |
et aiimvoes | PEREERE.L | ssaippy
pp/WW/AL pe1oe)oo — ._ e | SUWeN
uawioads ejeq > e - JAupoe) JNoA
wg jeabulieydosepn

swieu s Juspisay

onosju| Alojeldsey
JElIA BINdY

JNVN LSV 1uspisay

Jaquunu pieo yjjeay juspisey

18pusK) Juap|SeH

UH!g Jo ejeq juspisey

uomisin  bay 1sa] Alojeloge yieaH algnd :819|dwo) 0] MoH




simcoe
muskoka

DISTRICT HEALTH UNIT

Your Health Connection
Respiratory Outbreaks

Respiratory Outbreak Management Checklist

Date Initiated

yy/mm/dd
1.  Notify members of facility Outbreak Management Team (OMT) and facility medical
advisor.
2. Health Unit notification — CD team, Barrie or Gravenhurst
3. Respiratory precautions:
a) Immunizations rates — staff/residents
b) Patient/resident placement — (private room if possible) discuss isolating
positive cases to rooms
¢) Hand-washing — staff/volunteers and residents/visitors
- review use of hand sanitizers
d) Masking (for staff exposure to respiratory secretions)
e) Patient/resident movement within the facility — for essential purposes
only — patient/resident should wear mask, as tolerated.
4 Identify cases and high risk patients/residents/staff
Start Respiratory Line List (separate lists for resident/staff cases).
5.  Cohort nursing/patients, as a facility is able.
Exclude ill and unimmunized staff members. Exclusionary period to be reviewed
with health unit. Have ICP discuss with symptomatic or unimmunized employee the
issue of exclusion from working in other facilities.
7.  Discuss deferring admissions, readmissions and transfers. (pg. 33 of guide 2004)
8.  Notify relatives. Restrict or limit visiting. Educate visitors re precautions. Post
signage indicating outbreak.
9.  Notify local hospital — Infection Control Practitioner, Emergency Department -
CCAC, Nursing agencies, LTC Compliance Advisor.
10. Contact Patient Transfer Authorization Centre (for LTCHs and acute care hospitals
only). 1-866-869-7822
11. Cancel social activities and community meetings/functions.
12. Thorough cleaning/sanitizing of equipment (especially respiratory equipment).
13. Specimen collection:
Number of kits on site Expired? [ ] Yes [] No
Call CD Team for arrangement of pick-up of specimens.
14. Complete documentation —i.e. Line Listing. Daily update of new and resolved
cases to be faxed to health unit — CD Team.
Reviewed with by:
Date: Copy faxed to facility [ ] Yes [] No
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