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1. Introduction 
 
In a globalized society, emerging and acute infectious diseases are easily 
transported and transmitted around the world. Therefore, our region could be 
exposed to numerous infectious diseases locally or through introduction by 
international travelers, including Ebola, Marburg, pandemic and avian influenza, 
Middle East Respiratory Syndrome Coronavirus (MERS-CoV), Severe Acute 
Respiratory Syndrome (SARS), or other unknown emerging infectious diseases as well 
as outbreaks of established diseases such as measles. 
 
Definition: For the purposes of this plan an “infectious disease response” is a 
response to any new, emerging, or severe infectious disease situation that goes 
above and beyond routine infectious disease investigation, coordination, and 
response; and likely requires significant multi-agency response. 
 
The Infectious Disease Annex defines roles and responsibilities of regional response 
agencies to an acute infectious disease response including the coordination of 
healthcare, local public health agencies, and other regional and State partners. It 
is based on the experience of local and regional partners in healthcare, infectious 
disease, and emergency management and will serve as a template for infectious 
disease outbreak response. Infectious disease preparedness is a fluid planning 
environment, and this plan will be updated as work progresses on other planning 
fronts. 
 
1.1  Purpose 

 
The purpose of this plan is to provide a concept of operations for a coordinated 
regional response in Service Area 2 related to the potential consequences of an 
infectious disease outbreak. The plan describes the coordination of decision 
making, operations, and communication for an acute infectious disease response. 
Specifically, the purpose of the plan is to: 
 

 Describe the decision-making structure to be used to determine healthcare 
and coordination of local public health response actions and priorities. 

 Describe procedures for creating or updating protocols for patient 
placement, movement, and care. 

 Describe procedures for sharing and/or prioritizing scarce resources. 
 Define roles and responsibilities for healthcare, public health, local response 

agencies, emergency management, community, non-governmental, and 
local, state, federal and tribal partners in an infectious disease response in the 
region. 

 Describe procedures for communications and coordination among public 
health, healthcare agencies, and other local partners during a response. 
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 Describe procedures for the coordination of local healthcare system 
planning and response efforts to respond to an acute infectious disease. 

 
1.2  Scope 
 
The Infectious Disease Annex to the larger Support Plan is applicable for any 
incident in which an individual or population with confirmed or suspected infectious 
disease. This plan outlines the concept of coordination and operations for incidents 
wherein the complexity or duration requires regional coordination of information, 
resources and/or response activities.  
 
This plan is compatible with federal, state, and local emergency response plans, 
promotes the coordination of an efficient and effective response by utilizing the 
concepts outlined in the National Incident Management System and it establishes 
common goals, strategies, and terminology with other regional and local plans.  
 
This includes specific recommendations for the following situations:  

 Respiratory Aerosol Transmissible Diseases  
 Bioterrorism Events  
 Biological Agent Detection in the Environment  
 Waterborne Outbreaks or Threats. 

 
1.3  Overview of Healthcare Coalition and Situation 
 
Description of Diseases  
Emerging infectious diseases are illnesses caused by the presence and actions of 
one or more pathogenic agents including viruses, bacteria, fungi, protozoa, 
multicellular parasites, and abnormal proteins called prions. They are "emerging" or 
" re-emerging" (depending upon the definition of the terms of the disease) as their 
presence or impact on human populations is novel or just emerging—generally from 
the animal or zoonotic populations. Both the World Health Organization and the 
U.S. Centers for Disease Control and Prevention indicated that dozens of newly 
emerging and re-emerging infectious diseases are increasing or threatening to 
increase in geographic range, epidemic activity, and/or disease acuity. 
 
The disease examples utilized in this Annex can be transmitted through a variety of 
means including:  

 Inhalation of airborne particles  
 Inhalation of droplet particles  
 Contact with infectious surfaces 
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Category A pathogens are those organisms/biological agents that pose the highest 
risk to national security and public health: 

 Can be easily disseminated or transmitted from person to person 
 Result in high mortality rates and have the potential for major public health 

impact 
 Might cause public panic and social disruption 
 Require special action for public health preparedness 

 
Category B pathogens are the second highest priority organisms/biological 
agents: 

 Moderately easy to disseminate 
 Result in moderate morbidity rates and low mortality rates 
 Require specific enhancements for diagnostic capacity and enhanced 

disease surveillance 
 

Category C pathogens are the third highest priority and include emerging 
pathogens that could be engineered for mass dissemination in the future: 

 Availability 
 Ease of production and dissemination 
 Potential for high morbidity and mortality rates and major health impact 

 
The Iowa Department of Public Health Epi Manual of infectious diseases with 
additional information can be found at:  
https://wiki.idph.iowa.gov/epimanual/Home/CategoryID/6 
 
There are 2 frontline healthcare facilities in Service Area 2 boundaries that are able 
to handle Category B and Category C infectious diseases: 
 

County Hospital HAI Coordinator Phone Number 
Cerro 
Gordo 

MercyOne North Iowa Kim Overbeck (641) 428-7000 

Wright Iowa Specialty Hospital – Belmond Tom Butler  (641) 444-3223 

 
There are three assessment hospitals in the State of Iowa that are able to handle 
Category A infectious diseases: 
 

County Hospital HAI Coordinator Phone Number 
Johnson University of Iowa Hospitals and 

Clinics 
  

Polk 

MercyOne Des Moines Medical 
Center 

  

UnityPoint Health – Iowa Methodist 
Medical Center 
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The Iowa Department of Public Health has the ability to activate transfers to the 
Nebraska Medicine Biocontainment Unit and other specialty hospitals across the 
country in special cases. 
 
1.4 Planning Assumptions 
 
Planning assumptions for this plan include: 

 This plan is meant to provide an overview of healthcare system response to 
an acute 
infectious disease outbreak and will coordinate with other relevant regional 
plans and partners. 

 Acute infectious disease outbreaks may be anticipated and provide the 
ability to plan in advance, or there may be no notice and require immediate 
response. 

 Patients with an acute infectious disease could present to healthcare 
organizations in the region through two modes: 

o A patient presents with symptoms with or without a history of exposure 
and no advance notification to the healthcare facility. 

o A patient being monitored or treated for a disease/exposure and is 
directed to a healthcare facility for evaluation or treatment in the 
region. 

 Not all healthcare facilities in the coalition may be able to care for all acute 
infectious disease patients.  

 All healthcare facilities must be able to maintain a base level of preparedness 
to safely screen (in-person or remotely), stabilize, isolate if necessary, and 
arrange for the transport of a possible acute infectious disease patient. 

 Resources such as personnel, equipment, and personal protective 
equipment may be in short supply throughout the region, state, country, or 
the globe depending on the severity and nature of the acute infectious 
disease. 

 The objectives of public health and hospitals may differ in an acute infectious 
disease response: public health is primarily concerned with community 
disease control and healthcare facilities are focused on the clinical care of 
patients. 

 This plan does not apply to routine disease responses such as tuberculosis, 
measles, STD, and foodborne illness cases or outbreaks, unless the response 
requires coordination above and beyond normal operational procedures. 

 Local public health agencies maintain plans for pandemic/avian influenza 
as well as isolation and quarantine. This plan is meant to complement other 
local planning efforts. 

 Responses to large scale acute infectious disease response may require 
coordination with other regional, state, and federal partners. 
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 Local Board of Health and Iowa Department of Public Health have the 
authority to change or implement procedures to protect the public’s health, 
including isolation and quarantine. 

 Healthcare organizations and systems throughout the region will commit their 
own resources to address internal challenges prior to releasing resources to 
other healthcare organizations. 

 Pediatric, obstetric, and other specialty care patients, including those that 
are critically ill, may present to ANY healthcare facility during an acute 
infectious disease response. 

 Healthcare organizations will rely on existing contracts with medical suppliers 
and pharmaceutical vendors to the maximum extent possible. 

 Hospitals and healthcare systems have, or are in the process of completing, 
internal plans, and systems for an acute infectious disease response. 
 

2. Concept of Operations 
 
2.1  Activation 
 
This plan may be activated during any acute infectious disease scenario that 
warrants coordination between healthcare organizations when the day-to-day 
resources and plans are insufficient to address the current or anticipated acute 
infectious disease response needs. This may occur concurrently with activation of 
other plans.  

 
Potential triggers to activate the Infectious Disease Annex include:  

 Regional coordination required to assist with monitoring, laboratory testing, 
patient care, patient movement, etc. 

 Multiple counties affected by an acute infectious disease requiring a 
coordinated response.  

 Regional coordination required for risk communication, public information, 
and/or media response. 

 Public health response to a new/novel communicable disease.  
 Multi-agency joint investigation to a public health threat. 
 Public health response involving multiple local jurisdictions that requires the 

coordination of local public health departments. 
 Response to a more routine public health event (e.g., small outbreak) that 

will benefit from use of ICS to organize the response and provide an 
opportunity to exercise implementation of ICS. 
 

Service Area 2 uses a four-level system to describe different levels of emergency 
response activation. This system will be used in an infectious disease emergency. 
The table below depicts the activation and readiness levels as they apply in an 
infectious disease emergency. 
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Level Definition Description 

IV 

 
 

 
 

Normal 
Conditions 

 

 
Infectious diseases or pandemic events pose a minimal immediate risk to the 
Service Area 2 community. The region continues to conduct normal business 
and monitors threats. Local Public Health Departments track infectious 
diseases and influenza like illnesses that are present among those seeking 
treatment.  
This is the default level of readiness and activation for the coalition with the 
emphasis on prevention and preparedness activities.  
 
Typical activities: Monitoring local and global news for information regarding 
infectious disease emergency, plan testing, training, and exercises.  
 

III 

 
Increased 
Readiness 
 

 
Infectious diseases or pandemic events pose an increased risk to the Service 
Area 2 community. Actions may include developing coordination meetings 
or conference calls as well as increased health monitoring and education 
activities.  
 
Typical activities: Conducting coordination meetings or conference calls 
with local partners. Increased health monitoring and education activities.  
 

II 

 
Partial 
Activation 
 

Infectious diseases or pandemic events pose a significant risk to the Service 
Area 2 community. The Service Area 2 partners have most if not all of the 
resources required to immediately respond to the event although increased 
coordination among Service Area 2 partners and outside agencies may 
occur. Local operations and activities may be impacted or canceled due 
to absenteeism or to prevent the spread of disease. The EOC is typically 
activated and the LPHD may activate a phone center if any questions need 
to be addressed. 
  
Typical activities: Implementation of social distancing guidelines, 
modification of operations that may include shift work or teleworking or 
changes to class times.  
 

I 
Full 
Activation 
 

Infectious diseases or pandemic events pose a major risk to the Service Area 
2 community. The Service Area 2 partners may not have all of the resources 
required to respond to the event and significant coordination among 
Service Area 2 partners and outside agencies is required. Local operations 
will be impacted or canceled due to absenteeism or to prevent the spread 
of disease. Classes, student activities, and some non-essential functions may 
be ceased for a period of time. The EOC is activated to coordinate response 
activities, communications, and policy decisions, as appropriate.  
 
Typical activities: Cancelation of classes and other activities, distribution of 
food and medicine.  
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2.2  Activation and Notification Flow  
 
 

 
 
 
 
 
  

 

 

 

  

 

 

2.3 Roles and Responsibilities  
 
County Emergency Management Agency 

 Provide knowledge, assessment data, requests, and other needs during 
incident 

 Lead local agency for incident coordination including activation and 
coordination of jurisdictional EOC as needed 

 Serve as point of contact for local resource requests and request 
resources that exceed local capabilities from the State 

 Request State declaration of emergency if needed 
 Assist with dissemination of public information via designated Public 

Information Officer 
 Assist with volunteer and donations management  

EMS Services / Pre-Hospital Providers 
 Provide knowledge, assessment data, requests, and other needs during 

an incident 
 Lead local agency for first response, treatment, and patient transport 
 Provide on-scene stabilization and medical treatment to patients involved 

in a disaster/incident and transporting them to a definitive care facility in 
a timely and safe manner 

 Following normal surge protocols, coordinate patient destination hospitals 
to the degree possible to avoid overloading a single facility 

 Interface with local hospitals and EOC to share information/status  
 Maintain appropriate staff in county EOC to receive and monitor 

notifications 
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Assessment Hospitals (if applicable) 
 Provide knowledge, assessment data, requests, and other needs during 

an incident 
 Provide triaging, admitting, and medical care for patients impacted 
 Monitor for and acknowledge all alerts, notifications, and 

communications during an incident and provide information as requested 
to local, regional, and state partners 

 Maintain appropriate staff in county EOC to receive and monitor 
notifications 

Frontline Healthcare Facilities 
 Provide initial treatment and stabilization of any victim transferred to their 

facility 
 Follow normal organizational referral protocols and transport criteria with 

respect to infectious disease patients 
 Identify the need for additional staff, supplies, pharmaceuticals, and 

specialized equipment for all patients; access and functional needs, and 
patients with limited language proficiencies 

 Determine the appropriate distribution of patients-injured, infected, and 
psychologically impacted 

 Notify the jurisdictional EOC when a surge of patients threatens to 
overwhelm their facility 

 Initiate internal emergency operations plans and call staff back to work, 
as needed 

 Continue to provide triage for patients, even when at capacity, but may 
limit treatment to the stabilization of critically ill or injured patients and may 
transfer stable patients to other facilities’ 

 Analyze the facilities capabilities to accept and treat patients over a 
protracted period 

 Track their own disaster/incident-related expenditures and coordinate 
with local, state, and federal organizations for reimbursement activities, if 
applicable. 

 Monitor for and acknowledge all alerts, notifications, and 
communications during an incident and provide information as requested 
to local, regional, and state partners  

 Maintain appropriate users in county EOC to receive and monitor 
notifications 

Local Public Health Department 
 Establish and monitor epidemiological surveillance systems 
 Investigate unusual occurrences of diseases, bioterrorist agents, chemical 

agents, and radiation to identify possible public health threats in the 
community 

 Contain disease outbreaks by implementing control measures such as 
community outreach and education, provision of medical 
countermeasures, isolation, social distancing, and/or quarantine 
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 Provide staffing support to other impacted local public health 
departments, as needed 

 Follow local policies and direction on tracking disaster/incident related 
expenditures 

 Maintain appropriate users in county EOC to receive and monitor 
notifications 

Service Area 2 Healthcare Coalition 
 Supports a regional health response  
 Activate the Infectious Disease Annex when requested  
 Support information sharing and coordination of activities between 

coalition members  
 May support resource coordination between facilities in the area  

Iowa Department of Public Health 
 Lead state agency for health-related issues. Works closely with Iowa 

Homeland Security for incident coordination 
 Request State Disaster or Public Health Emergency Declarations and 

governor’s emergency orders as required to support response 
 Request CMS 1135 waivers as required during response to allow patient 

billing when usual conditions cannot be met  
 Request specific emergency orders/actions by the governor’s office if 

needed  
 Provide health related guidance and recommendations for clinicians, 

local and tribal public health, and community members 
Iowa Homeland Security and Emergency Management 

 Lead state agency for incident coordination 
 Serve as state point of contact for resource requests  
 Request State declaration of emergency if needed 

 
2.4  Operational Mission Areas 
 
2.4.1 Surveillance 
Surveillance of communicable diseases is completed at the local level with the 
assistance of the Iowa Disease Surveillance System (IDSS). IDSS enables local public 
health, hospitals, laboratories, and IDPH to collaborate electronically as they 
perform disease reporting and surveillance activities across the state. IDSS is widely 
used by hospital, laboratories, and public health agencies statewide. In special 
circumstances of a widespread issue, assistance with contact tracing may be 
made available from the Iowa Department of Public Health. 
 
For information on current reporting, policies, and guidance: 
https://idph.iowa.gov/cade/idss  
 
For information on school absenteeism during flu season: 
https://idph.iowa.gov/influenza/schools 
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For information on influenza reporting and guidance: 
https://idph.iowa.gov/influenza 
 
For information on COVID-19 guidance:  
https://coronavirus.iowa.gov/ 
 
2.4.2 Safety and Infectious Control and Prevention 
Controlling exposures to occupational hazards is the fundamental method of 
protecting workers. Traditionally, a hierarchy of controls has been used as a means 
of determining how to implement feasible and effective control solutions.  
 

 
                                                Source: https://www.cdc.gov/niosh/topics/hierarchy/default.html 
 
 
Standard precautions include a group of infection prevention practices that apply 
to all patients, regardless of suspected or confirmed infection status, in any setting 
in which healthcare is delivered. Standard precautions include:  

 Hand hygiene  
 PPE use 
 Safe injections  
 Safe handling to avoid contamination  
 Respiratory hygiene and cough etiquette 

 
Administrative controls include:  

 Workplace safety programs  
 Vaccination of healthcare personnel  
 Infection control and prevention protocols  
 Plans, procedures, algorithms, checklists 
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2.4.3 Non-Pharmaceutical Interventions 
Non-Pharmaceutical Interventions (NPI’s) will be the principal means of disease 
control until adequate supplies of vaccines and/or antiviral medications are 
available. NPI’s that all people should practice at all times are particularly important 
during a pandemic and include:  

 Staying home when sick  
 Covering coughs and sneezes  
 Frequent and appropriate hand washing 
 Routine cleaning of frequently touched surfaces 

 
A Governor’s Proclamation may create limitations for mass gatherings or closures. 

 
For the Centers for Disease Control and Prevention (CDC) most recent 
nonpharmaceutical interventions:  
https://www.cdc.gov/nonpharmaceutical-interventions/index.html 
 
2.4.4 Surge Staffing 
A variety of different staffing alternatives may be used in situations when standard 
staffing is not available. Hospitals should consider: 

 Protocols for revision of staff work hours  
 Cross-training staff 
 Callback of off-duty personnel  
 Use of non-clinical staff  
 Local Medical Reserve Corps  
 Untraditional patient care providers (e.g., family members, nonprofessional 

personnel such as city employees)  
 Surge plans for home care agencies and clinics  
 Fewer, larger staffed off-site facilities will benefit from economies of scale 
 Tiered Staffing / Team Nursing 
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For more information on the tiered staffing strategy from the Society of Critical Care 
Medicine:  
https://sccm.org/getattachment/Blog/March-2020/United-States-Resource-
Availability-for-COVID-19/United-States-Resource-Availability-for-COVID-
19.pdf?lang=en-US 
 
2.4.5 Supply Chain, Supplies, Personal Protective Equipment (PPE) 
Service Area 2 aims to assist facilities when there are shortages and assistance is 
available. Facilities are able to contact the coordinator and request for assistance 
from other facilities. If the resource is located, arrangements will be made to move 
the resource. The receiving facility is responsible for the reimbursement, if 
applicable. 
 
PPE training and conservation techniques may be found online at: 
https://repository.netecweb.org/exhibits/show/ppe-cons/ppe-cons 
 
2.4.6 Support Services 
Support services may include any healthcare or non-healthcare staff or material 
resources required to support the care of acute infectious disease patients. This may 
include dialysis providers, blood banks/blood product providers, laboratory 
services, infection prevention/control, waste and material management, food and 
dietary services, and environmental services. Support service providers will work with 
local healthcare to prepare and respond by assisting healthcare organizations in 
the care of acute infectious disease patients. 
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2.4.6.1 Laboratory 
The State Hygienic Laboratory is Iowa’s environmental and public health laboratory, 
serving all of the 99 counties in Iowa by testing and tracking infectious diseases and 
illnesses. Not all patients and diseases qualify to be tested at the State Hygienic Lab. 
Requesting testing and additional information can be found at: 
http://www.shl.uiowa.edu/ 
 
Testing may also be completed at the hospital laboratories and reference 
laboratories.  
 
2.4.6.2 Waste Management and Decontamination 
Healthcare organizations will work through their normal vendors and channels to 
ensure all waste produced in the screening and care of acute infectious disease 
patients will be handled and disposed of appropriately. 

In special situations requiring Category A disposal, the Iowa Department of Public 
Health may be able to assist.  

Acute 
Infectious 
Disease 

Category 

 
 

Pathogen 

Requires 
Category A 

waste 
management 
for all medical 

waste 

Generalized 
laboratory 
risk from 

raw 
specimen 

Risk of 
transmission to 

healthcare 
workers 

providing 
direct care 

Other 
need for 
robust 

institutional 
response 

Category 
1 

Ebola, Marburg, 
Lassa, Crimean-
Congo, Smallpox 
Note: low 
prevalence only – if 
high prevalence 
then these 
pathogens might be 
Category 2 

Yes Yes Yes Yes 

Category 
2 

MERS-CoV, SARS-
CoV, Avian 
Influenza, Measles 

No Yes Yes Yes 

Category 
3 

Pneumonic Plague, 
Cutaneous Anthrax, 
Antibiotic Resistant 
Infections 

No No Yes Yes 

Category 
4 

Botulism, Tularemia, 
Glanders, Melioidosis 

No No No Yes 

Adapted from, Tosh Pritish, MD (Mayo Clinic). A Preparedness/Response Model & Computer Simulation 
Modeling for High Consequence Infectious Disease. National Healthcare Coalition Preparedness 
Conference. December 2016. 
 
2.4.7 Patient Care and Management 
Hospitals may choose to limit visitors within the hospital. Some possible restrictions 
include: 
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 Patients limited to one support person 
 Patients limited to two end-of-live support persons 
 Be age 16 or older 
 Be free of any signs of illness  
 Adhere to strict physical distancing guidelines and hygiene protocols 
 Visitors may need to wear PPE 
 Stay in their respective patient’s room, as appropriate, unless using the 

laboratory or utilizing food services 
 
2.4.8 Medical Countermeasures 
Service Area 2 has a primary, secondary, and tertiary regional distribution site.  The 
sites and individuals will be determined at the time of the Infectious Disease 
response. 

Primary 
Contact Agency 

Receiving Site 
Coordinator 

 

Public Health 
Representative 

 

Information Sharing  
Security  

 
Secondary 

Contact Agency 
Receiving Site 
Coordinator 

 

Public Health 
Representative 

 

Information Sharing  
Security  

  
Tertiary 

Contact Agency 
Receiving Site 
Coordinator 

 

Public Health 
Representative 

 

Information Sharing  
Security  
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2.4.9 Community Based Testing 
Hospitals may choose to limit elective procedures if there is a need for additional 
bed availability, the staffing is needed elsewhere, or resources are not available. A 
Governor’s Proclamation may create limitations for mass gatherings, facility 
closures, or require the implementation of further changes. 

2.4.10 Patient Transport 
 
Most Emergency Medical Services (EMS) have the capability of handling Category 
B and C infectious disease patients and the situation should be handled on a case 
by case basis.  
 
The State of Iowa has a contract with four EMS services for Category A infectious 
diseases. To utilize these services for a Category A transport there has to be 
approval from the Iowa Department of Public Health (IDPH) and the terms have to 
be aligned with the contract between IDPH and the local agency. 
 
EMS Infectious Disease Playbook: https://files.asprtracie.hhs.gov/documents/aspr-
tracie-transport-playbook-508.pdf 
 
2.4.11 Mass Fatality 
Counties should follow their standard guidelines. 
 
At any time, the counties can request assistance from The Iowa Office of the State 
Medical Examiner. The State Funeral Directors Association may provide needed 
supplies, equipment, vehicles, and personnel as well. If called upon, the State 
Funeral Directors Association staff is there to assist the Medical Examiner only; they 
do not work under any local response agency. 
 
2.5  Operational Mission Areas 

 
2.5.1 Behavioral Health 
Behavioral health resources within the Service Area 2 boundaries: 
 

County City Agency Phone 
Number 

Cerro Gordo Mason City MercyOne North Iowa Behavioral 
Health Care 

(641) 428-7797 

Table completed with information from https://chsciowa.org/referral-database-primary-care-
providers 
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2.5.2 At-Risk Populations 
Translator services within the Service Area 2 boundaries: 
 

County City Agency Phone Number 

Polk Des Moines Iowa International Center (515) 282-8269 

 
2.5.3 Situational Awareness 
Essential Elements of Information (EEI) are key pieces of information the Service Area 
has identified as needing in-order-to make decisions and develop situational 
awareness throughout the membership. Without gathering EEI critical partners 
cannot achieve full situational awareness. In some cases, not all identified questions 
will be asked, and additional questions may be included. The following are Service 
Area identified EEIs for healthcare organizations and critical partners: 
 
Healthcare Organizations 

 Facility operating status 
 Facility structural integrity 
 Status of evacuations/shelter-in-place operations 
 Status of critical medical services (e.g., trauma, critical care) 
 Critical service/infrastructure status (e.g., electric, water, sanitation, HVAC) 
 Bed or patient status/patient tracking 
 Equipment, supplies, medications, vaccine status or needs 
 Staffing status 
 Emergency Medical Service (EMS) status 
 Epidemiological, surveillance or lab data (e.g., test results, case counts, 

deaths) 
 POD/mass vaccination sites data (e.g., throughput, open/set-up status, 

etc.) 
 Access and Functional Needs sheltering status 

Critical Partners 
 School-related data 
 Road closures 
 Critical infrastructure status (e.g., electrical, sewer, water) 
 EOC status 
 Local declarations 
 Public information 
 Evacuation/shelter-in-place operations 

 
2.5.4 Communications 
Data and EEI sharing between healthcare organizations and response partners is 
critical for a successful response to an incident but, not all EEI are available 
immediately following and incident. Critical data and EEI for the regional situational 
awareness will be phased in over time following an incident to provide sufficient 
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intelligence to responders and policy makers to support healthcare organizations 
but not cause undue burden during the busiest parts of a response. Additionally, 
requested data and information may not be readily known by healthcare 
organizations. The Service Area recognizes that information may not be available 
to all organizations within the same timeframe. 
 
Service Area 2 healthcare organizations are responsible for reporting incidents to 
the Service Area Coordinator or designee that have the potential to create a 
disparate impact on local or regional healthcare delivery and/or the greater 
healthcare system. If the local/county EOC is aware of impacts to healthcare 
organizations, they should also notify the Service Area Coordinator or designee. It is 
understood that healthcare organizations may or may not elect to notify the 
Service Area and/or that notification may be delayed, depending on the situation. 
 
Through the situational awareness process the Service Area Coordinator(s) will 
quickly deploy the 0-4 hr. situational awareness questions to gather from healthcare 
organizations.  Additionally, healthcare organizations are encouraged to self-report 
their status.  The Service Area Coordinator(s) or designee will collect, analyze, and 
compile the intelligence into a Healthcare Situation Report (SITREP) and summarize 
intelligence gathered. Alerts requesting and providing situational awareness data 
and information will be sent to healthcare and relevant partners via several 
methods. Multiple methods may be used simultaneously to ensure the appropriate 
people are notified including EMResource, phone, email, and electronic survey. 
 
Data and/or EEI may be gathered by the Service Area 2 from organizations in active 
or passive ways. The Service Area 2 may actively solicit specific information and 
data elements from organizations to support situational awareness. Passive 
information gathering may also be done through situation reports, incident action 
plans (IAPs), new briefings, press releases, etc. from many other partners and 
sources. This information will also be analyzed and included in communications and 
decision making.  
 
2.6  Training and Exercises 
 
Facilities should regularly test their plans and communication methods with the staff 
to ensure the staff knows what to do in a real world incident.  

 
A number of infectious disease trainings can be found at: 

 https://www.train.org/ 
 https://www.cdc.gov 
 https://www.netec.org/ 
 https://www.who.int/ 
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Exercise templates and training tools can be found at: 
https://www.health.state.mn.us/diseases/hcid/ 

 
2.7  Deactivation and Recovery 
 
As the healthcare facilities and emergency management monitors the 
coordination and response, they will determine when the infectious disease 
response has concluded. 
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Appendix A - Anthrax 
 

1. Description of Agent / Syndrome 
 

a. Etiology 
Anthrax is an acute infectious disease caused by Bacillus anthracis, a spore 
forming, gram-positive bacillus. Associated disease occurs most frequently in 
sheep, goats, and cattle, which acquire spores through ingestion of 
contaminated soil. Humans can become infected through skin contact, 
ingestion, or inhalation of B. anthracis spores from infected animals or animal 
products (as in “Woolsorter’s disease” from exposure to goat hair).  Person-to-
person transmission of inhalational disease does not occur. Direct exposure to 
vesicle secretions of cutaneous anthrax lesions may result in secondary 
cutaneous infection. 

b. Clinical Features 
Human anthrax infection can occur in three forms: pulmonary, cutaneous, or 
gastrointestinal, depending on the route of exposure. Of these forms, 
pulmonary anthrax is associated with bioterrorism exposure to aerosolized 
spores. Clinical features for each form of anthrax include: 

 
Pulmonary: 

 Non-specific prodrome of flu-like symptoms follows inhalation of 
infectious spores. 

 Possible brief interim improvement. 
 Two to four days after initial symptoms, abrupt onset of respiratory 

failure and hemodynamic collapse, possibly accompanied by 
thoracic edema and a widened mediastinum on chest radiograph 
suggestive of mediastinal lymphadenopathy and hemorrhagic 
mediastinitis. 

 Gram-positive bacilli on blood culture, usually after the first two or three 
days of illness. 

 Treatable in early prodromal stage. Mortality remains extremely high 
despite antibiotic treatment if it is initiated after onset of respiratory 
symptoms. 

Cutaneous: 
 Local skin involvement after direct contact with spores or bacilli. 
 Commonly seen on the head, forearms, or hands. 
 Localized itching, followed by a papular lesion that turns vesicular, and 

within 2-6 day develops into a depressed black eschar. 
 Usually, non-fatal if treated with antibiotics. 

Gastro-intestinal: 
 Abdominal pain, nausea, vomiting, and fever following ingestion of 

contaminated food, usually meat. 
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 Bloody diarrhea, hematemesis. 
 Gram-positive bacilli on blood culture, usually after the first two or three 

days of illness. 
 Usually fatal after progression to toxemia and sepsis. 

c. Modes of transmission 
The spore form of B. anthracis is durable. As a bioterrorism agent, it could be 
delivered as an aerosol. The modes of transmission for anthrax include: 

 Inhalation of spores. 
 Cutaneous contact with spores or spore-contaminated materials. 
 Ingestion of contaminated food. 

d. Incubation period 
The incubation period following exposure to B. anthracis ranges from 1day to 
8 weeks (average 5 days), depending on the exposure route and dose: 

 2-60 days following pulmonary exposure. 
 1-7 days following cutaneous exposure. 
 1-7 days following ingestion. 

e. Period of communicability 
Transmission of anthrax infections from person to person is unlikely. Airborne 
transmission does not occur, but direct contact with skin lesions may result in 
cutaneous 
infection.  

 
2.  Preventive Measures 

 
a. Vaccine availability 

 Inactivated, cell-free anthrax vaccine (Bioport Corporation (517) 327-
1500, formerly Michigan Biologic Products Institute*) – limited 
availability. 

b. Immunization recommendations 
 Routinely administered to military personnel. Routine vaccination of 

civilian populations not recommended. 
 
3.  Infection Control Practices for Patient Management 

 
Symptomatic patients with suspected or confirmed infections with B. anthracis 
should be managed according to current guidelines specific to their disease 
state. Recommendations for chemotherapy are beyond the scope of this 
document. For up-to-date information and recommendations for therapy, 
contact the local and state health department and the Bioterrorism Emergency 
Number at the CDC Emergency Response Office, (770) 488-7100. 
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a. Isolation precautions 
Standard Precautions are used for the care of patients with infections 
associated with anthracis. Standard Precautions include the routine use of 
gloves for contact with nonintact 
skin, including rashes and skin lesions. 

b. Patient placement 
Private room placement for patients with anthrax is not necessary. Airborne 
transmission of anthrax does not occur. Skin lesions may be infectious, but 
requires direct skin contact only. 

c. Patient transport 
Standard Precautions should be used for transport and movement of patients 
with B. 
anthracis infections. 

d. Cleaning, disinfection, and sterilization of equipment and environment 
Principles of Standard Precautions should be generally applied for the 
management of patient-care equipment and for environmental control. 

e. Discharge management 
No special discharge instructions are indicated. Home care providers should 
be taught to use Standard Precautions for all patient care (e.g., dressing 
changes). 

f. Post-mortem care 
Standard Precautions should be used for post-mortem care. Standard 
Precautions include wearing appropriate personal protective equipment, 
including masks and eye protection, when generation of aerosols or splatter of 
body fluids is anticipated. 

 
4. Post Exposure Management 

 
a. Decontamination of patients / environment 

The risk for re-aerosolization of B. anthracis spores appears to be extremely low 
in settings where spores were released intentionally or were present at low or 
high levels. In situations where the threat of gross exposure to B. anthracis 
spores exists, cleansing of skin and potentially contaminated fomites (e.g., 
clothing, environmental surfaces) may be considered to reduce the risk for 
cutaneous and gastrointestinal forms of disease. The plan for decontaminating 
patients exposed to anthrax may include the following: 

 Instructing patients to remove contaminated clothing and store in 
labeled, plastic bags. 

 Handling clothing minimally to avoid agitation. 
 Instructing patients to shower thoroughly with soap and water. 
 Instructing personnel regarding Standard Precautions and wearing 

appropriate barriers (e.g., gloves, gown, and respiratory protection) 
when handling contaminated clothing or other contaminated fomites. 



Service Area 2 Healthcare Coalition Annex                                                                                    
Infectious Disease Annex 
 

24 
 

 Decontaminating environmental surfaces using an EPA-registered, 
facility-approved sporicidal/germicidal agent or 0.5% hypochlorite 
solution (one part household bleach 
added to nine parts water). 

b. Prophylaxis and post-exposure immunization 
Recommendations for prophylaxis are subject to change. Up-to-date 
recommendations should be obtained in consultation with local and state 
health departments and CDC. Prophylaxis should be initiated upon 
confirmation of an anthrax exposure. Prophylaxis should continue until B. 
anthracis exposure has been excluded. If exposure is confirmed, prophylaxis 
should continue for 8 weeks. In addition to prophylaxis, post-exposure 
immunization with an inactivated, cell-free anthrax vaccine is also indicated 
following anthrax exposure. If available, post-exposure vaccination consists of 
three doses of vaccine at 0, 2 and 4 weeks after exposure. With vaccination, 
post-exposure antimicrobial prophylaxis can be reduced to 4 weeks. 

c. Triage and management of large-scale exposures / potential exposures 
Advance planning should include identification of: 

 Sources of prophylactic antibiotics and planning for acquisition on 
short notice. 

 Locations, personnel needs, and protocols for administering 
prophylactic post-exposure care to large numbers of potentially 
exposed individuals. 

 Means for providing telephone follow-up information and other public 
communications services. 

 
Intensive care unit managers will need to consider in advance: 

 How limited numbers of ventilators will be distributed in the event of a 
large number of patients arriving with abrupt pulmonary 
decompensation. 

 How additional ventilators can be obtained. 
 In the event of severely limited ventilator availability, whether and 

when ventilator support will be discontinued for a terminally ill 
individual. 

 
5. Laboratory Support and Confirmation 

 
Diagnosis of anthrax is confirmed by aerobic culture performed in a BSL 2 
laboratory. 

 
a. Diagnostic samples to obtain include: 

 Blood cultures. 
 Acute serum for frozen storage. 
 Stool culture if gastrointestinal disease is suspected. 
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b. Laboratory selection 
Handling of clinical specimens should be coordinated with local and state 
health departments and undertaken in BSL 2 or BSL 3 laboratories. The FBI will 
coordinate collection of evidence and delivery of forensic specimens to FBI or 
Department of Defense laboratories. 

c. Transport requirements 
Specimen packaging and transport must be coordinated with local and state 
health departments, and the FBI. A chain of custody document should 
accompany the specimen from the moment of collection. For specific 
instructions, contact the Bioterrorism Emergency Number at the CDC 
Emergency Response Office, (770) 488-7100. Advance planning may include 
identification of appropriate packaging materials and transport media in 
collaboration with the clinical laboratory at individual facilities. 

 
6. Patient, Visitor, and Public Information 
 

Fact sheets for distribution should be prepared, including explanation that people 
recently exposed to B. anthracis are not contagious, and antibiotics are available 
for prophylactic therapy along with the anthrax vaccine. Dosing information and 
potential side effects should be explained clearly. Decontamination procedures, 
i.e., showering thoroughly with soap and water; and environmental cleaning, i.e., 
with 0.5% hypochlorite solution (one part household bleach added to nine parts 
water), can be described. 
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Appendix B - Botulism 
 
1. Description of Agent / Syndrome 
 

a. Etiology 
Clostridium botulinum is an anaerobic gram-positive bacillus that produces a 
potent neurotoxin, botulinum toxin. In humans, botulinum toxin inhibits the 
release of acetylcholine, resulting in characteristic flaccid paralysis. C. 
botulinum produces spores that are present in soil and marine sediment 
throughout the world. Foodborne botulism is the most common form of 
disease in adults. An inhalational form of botulism is also possible. Botulinum 
toxin exposure may occur in both forms as agents of bioterrorism. 

b. Clinical features 
Foodborne botulism is accompanied by gastrointestinal symptoms. 
Inhalational botulism and foodborne botulism are likely to share other 
symptoms including: 

 Responsive patient with absence of fever. 
 Symmetric cranial neuropathies (drooping eyelids, weakened jaw 

clench, difficulty swallowing or speaking). 
 Blurred vision and diplopia due to extra-ocular muscle palsies. 
 Symmetric descending weakness in a proximal to distal pattern 

(paralysis of arms first, followed by respiratory muscles, then legs). 
 Respiratory dysfunction from respiratory muscle paralysis or upper 

airway obstruction due to weakened glottis. 
 No sensory deficits. 

c.   Mode of transmission 
Botulinum toxin is generally transmitted by ingestion of toxin-contaminated 
food. Aerosolization of botulinum toxin has been described and may be a 
mechanism for bioterrorism exposure. 

d.   Incubation period 
 Neurologic symptoms of foodborne botulism begin 12 – 36 hours after 

ingestion. 
 Neurologic symptoms of inhalational botulism begin 24- 72 hours 

after aerosol exposure.  
e.   Period of communicability 

Botulism is not transmitted from person to person. 

 
3. Preventive Measures 
 
a. Vaccine 

availability 
A pentavalent toxoid vaccine has been developed by the Department of 
Defense. This 
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vaccine is available as an investigational new drug (contact USAMRIID, (301) 
619-2833). Completion of a recommended schedule (0, 2, 12 weeks) has been 
shown to induce protective antitoxin levels detectable at 1-year post 
vaccination. 

b. Immunization recommendations 
Routine immunization of the public, including healthcare workers, is not 

recommended. 
 
4. Infection Control Practices for Patient Management 

 
Symptomatic patients with suspected or confirmed botulism should be managed 
according to current guidelines. Recommendations for therapy are beyond the 
scope of this document. For up-to-date information and recommendations for 
therapy, contact CDC or state health department. 

 
a. Isolation precautions 

Standard Precautions are used for the care of patients with botulism. 
b. Patient placement 

Patient-to-patient transmission of botulism does not occur. Patient room 
selection and care should be consistent with facility policy. 

c. Patient transport 
Standard Precautions should be used for transport and movement of patients 
with botulism. 

d. Cleaning, disinfection, and sterilization of equipment and 
environment 
Principles of Standard Precautions should be generally applied to the 
management of patient-care equipment and environmental control. 

e. Discharge management 
No special discharge instructions are 
indicated.  

f.   Post-mortem care 
Standard Precautions should be used for post-mortem care.  

 
5. Post Exposure Management 

 
Suspicion of even single cases of botulism should immediately raise concerns of 
an outbreak potentially associated with shared contaminated food. In 
collaboration with CDC and local /state health departments, attempts should be 
made to locate the contaminated food source and identify other persons who 
may have been exposed. Any individuals suspected to have been exposed to 
botulinum toxin should be carefully monitored for evidence of respiratory 
compromise. 
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a. Decontamination of patients / environment 
Contamination with botulinum toxin does not place persons at risk for dermal 
exposure or risk associated with re-aerosolization. Therefore, decontamination 
of patients is not required.  

b. Prophylaxis and post-exposure immunization 
Trivalent botulinum antitoxin is available by contacting state health 
departments or by contacting CDC. This horse serum product has a <9% 
percent rate of hypersensitivity reactions. Skin testing should be performed 
according to the package insert prior to administration. 

c. Triage and management of large scale exposures / potential exposures 
Patients affected by botulinum toxin are at risk for respiratory dysfunction that 
may necessitate mechanical ventilation. Ventilatory support is required, on 
average, for 2 to 3 months before neuromuscular recovery allows unassisted 
breathing. Large-scale exposures to botulinum toxin may overwhelm an 
institution’s available resources for mechanical ventilation. Sources of auxiliary 
support and means to transport patients to auxiliary sites, if necessary, should 
be planned in advance with coordination among neighboring facilities. 

 
6. Laboratory Support and Confirmation 

 
a. Obtaining diagnostic samples 

Routine laboratory tests are of limited value in the diagnosis of botulism. 
Detection of toxin is possible from serum, stool samples, or gastric secretions. 
For advice regarding the appropriate diagnostic specimens to obtain, 
contact state health authorities or CDC (Foodborne and Diarrheal Diseases 
Branch, (404) 639-2888). 

b. Laboratory selection 
Handling of clinical specimens should be coordinated with local and state 
health departments. The FBI will coordinate collection of evidence and 
delivery of forensic specimens to FBI or Department of Defense laboratories. 

c. Transport requirements 
Specimen packaging and transport must be coordinated with local and state 
health departments, and the FBI. A chain of custody document should 
accompany the specimen from the moment of collection. For specific 
instructions, contact the Bioterrorism Emergency Number at the CDC 
Emergency Response Office, (770) 488-7100. Advance planning may include 
identification of appropriate packaging materials and transport media in 
collaboration with the clinical laboratory at individual facilities. 
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7. Patient, Visitor, and Public Information 
 

Fact sheets for distribution should be prepared, including explanation that people 
exposed to botulinum toxin are not contagious. A clear description of symptoms 
including blurred vision, drooping eyelids, and shortness of breath should be 
provided with instructions to report for evaluation and care if such symptoms 
develop. 
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Appendix C - Plague 
 

1. Description of Agent / Syndrome 
 

a. Etiology 
Plague is an acute bacterial disease caused by the gram-negative bacillus 
Yersinia pestis, which is usually transmitted by infected fleas, resulting in 
lymphatic and blood infections (bubonic and septicemia plague). A 
bioterrorism-related outbreak may be expected to be airborne, causing a 
pulmonary variant, pneumonic plague. 

b. Clinical features 
 Fever, cough, chest pain. 
 Hemoptysis. 
 Muco-purulent or watery sputum with gram-negative rods on gram 

stain. 
 Radiographic evidence of bronchopneumonia. 

c. Modes of transmission 
 Plague is normally transmitted from an infected rodent to man by 

infected fleas. 
 Bioterrorism-related outbreaks are likely to be transmitted through 

dispersion of an aerosol. 
 Person-to-person transmission of pneumonic plague is possible via 

large aerosol droplets. 
d. Incubation period 

The incubation period for plague is normally 2 – 8 days if due to flea-borne 
transmission. The incubation period may be shorter for pulmonary exposure (1-
3 days). 

e. Period of communicability 
Patients with pneumonic plague may have coughs productive of infectious 
particle droplets. Droplet precautions, including the use of a mask for patient 
care, should be implemented until the patient has completed 72 hours of 
antimicrobial therapy. 

 
2. Preventive Measures 

 
a. Vaccine availability 

Formalin-killed vaccine exists for bubonic plague but has not been proven to 
be effective for pneumonic plague. It is not currently available in the United 
States. 

b. Immunization recommendations 
Routine vaccination requires multiple doses given over several weeks and is 
not recommended for the general population.3 Post-exposure immunization 
has no utility. 
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3. Infection Control Practices for Patient Management 
 

Symptomatic patients with suspected or confirmed plague should be managed 
according 
to current guidelines. Recommendations for specific therapy are beyond the 
scope of this document. For up-to-date information and recommendations for 
therapy, contact CDC or state health department. 

 
a. Isolation precautions 

For pneumonic plague, Droplet Precautions should be used in addition to 
Standard Precautions. 

 Droplet Precautions are used for patients known or suspected to be 
infected with microorganisms transmitted by large particle droplets, 
generally larger than 5 in size, that can be generated by the infected 
patient during coughing, sneezing, talking, or during respiratory-care 
procedures. 

 Droplet Precautions require healthcare providers and others to wear 
a surgical-type mask when within 3 feet of the infected patient. Based 
on local policy, some healthcare facilities require a mask be worn to 
enter the room of a patient on Droplet Precautions. 

 Droplet Precautions should be maintained until patient has completed 
72 hours of antimicrobial therapy. 

b. Patient placement 
Patients suspected or confirmed to have pneumonic plague require Droplet 
Precautions. 
Patient placement recommendations for Droplet Precautions 
include: 

 Placing infected patient in a private room. 
 Cohort in symptomatic patients with similar symptoms and the same 

presumptive diagnosis (i.e., pneumonic plague) when private rooms 
are not available. 

 Maintaining spatial separation of at least 3 feet between infected 
patients and others when cohorting is not achievable. 

 Avoiding placement of patient requiring Droplet Precautions in the 
same room with an immunocompromised patient. 

 Special air handling is not necessary, and doors may 
remain open.  

c. Patient transport 
 Limit the movement and transport of patients on Droplet Precautions 

to essential medical purposes only. 
 Minimize dispersal of droplets by placing a surgical-type mask on the 

patient when transport is necessary. 
d. Cleaning, disinfection, and sterilization of equipment and environment 
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Principles of Standard Precautions should be generally applied to the 
management of patient-care equipment and for environmental control. 

e. Discharge management 
Generally, patients with pneumonic plague would not be discharged from a 
healthcare facility until no longer infectious (completion of 72 hours of 
antimicrobial therapy) and would require no special discharge instructions. In 
the event of a large bioterrorism exposure with patients receiving care in their 
homes, home care providers should be taught to use Standard and Droplet 
Precautions for all patient care. 

f. Post-mortem care 
Standard Precautions and Droplet Precautions should be used for post-mortem 
care.  
 

4. Post Exposure Management 
 

a. Decontamination of patients / environment 
The risk for re-aerosolization of Y. pestis from the contaminated clothing of 
exposed persons is low. In situations where there may have been gross 
exposure to Y. pestis, decontamination of skin and potentially contaminated 
fomites (e.g., clothing,  environmental surfaces) may be considered to reduce 
the risk for cutaneous or bubonic forms of the disease. 
 

The plan for decontaminating patients may include: 
 Instructing patients to remove contaminated clothing and storing in 

labeled, plastic bags. 
 Handling clothing minimally to avoid agitation. 
 Instructing to patients to shower thoroughly with soap and water (and 

providing assistance if necessary). 
 Instructing personnel regarding Standard Precautions and wearing 

appropriate barriers (e.g. gloves, gown, face shield) when handling 
contaminated clothing or other contaminated fomites. 

 Performing environmental surface decontamination using an EPA-
registered, facility- approved sporicidal/germicidal agent or 0.5% 
hypochlorite solution (one part household bleach added to nine parts 
water). 

b. Prophylaxis 
Recommendations for prophylaxis are subject to change. Up-to-date 
recommendations should be obtained in consultation with local and state 
health departments and CDC.  Post-exposure prophylaxis should be initiated 
following confirmed or suspected bioterrorism Y. pestis exposure, and for post-
exposure management of healthcare workers and others who had 
unprotected face-to-face contact with symptomatic patients.  Prophylaxis 
should continue for 7 days after last known or suspected Y. pestis exposure, or 
until exposure has been excluded.  Facilities should ensure that policies are in 
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place to identify and manage health care workers exposed to infectious 
patients. In general, maintenance of accurate occupational health records will 
facilitate identification, contact, assessment, and delivery of post-exposure 
care to potentially exposed healthcare workers. 

c. Triage and management of large-scale exposures / potential exposures 
Advance planning should include identification of sources for appropriate 
masks to facilitate adherence to Droplet Precautions for potentially large 
numbers of patients and staff. Instruction and reiteration of requirements for 
Droplet Precautions (as opposed to Airborne Precautions) will be necessary to 
promote compliance and minimize fear and panic related to an aerosol 
exposure. 

 
Advance planning should also include identification of: 

 Sources of bulk prophylactic antibiotics and planning for acquisition on 
short notice. 

 Locations, personnel needs, and protocols for administering 
prophylactic post exposure care to large numbers of potentially 
exposed individuals. 

 Means for providing telephone follow-up information and other public 
communications services 

 
5.   Laboratory Support and Confirmation 

 
Laboratory confirmation of plague is by standard microbiologic culture, but slow 
growth and misidentification in automated systems are likely to delay diagnosis. 
For decisions regarding obtaining and processing diagnostic specimens, contact 
state laboratory authorities or CDC.  

 
a. Diagnostic samples 

Diagnostic samples to obtain include: 
 Serum for capsular antigen testing. 
 Blood cultures. 
 Sputum or tracheal aspirates for Gram’s, Wayson’s, and fluorescent 

antibody staining. 
 Sputum or tracheal aspirates for culture.  

b. Laboratory selection 
Handling of clinical specimens should be coordinated with local and state 
health departments and undertaken in Bio-Safety Level (BSL) 2 or 3 
laboratories. The FBI will coordinate collection of evidence and delivery of 
forensic specimens to FBI or Department of Defense laboratories. 

c. Transport requirements 
Specimen packaging and transport must be coordinated with local and state 
health departments, and the FBI. A chain of custody document should 
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accompany the specimen from the moment of collection. For specific 
instructions, contact the Bioterrorism Emergency Number at the CDC 
Emergency Response Office, (770) 488-7100. Advance planning may include 
identification of appropriate packaging materials and transport media in 
collaboration with the clinical laboratory at individual facilities. 

 
6.    Patient, Visitor, and Public Information 

Fact sheets for distribution should be prepared, including a clear description 
of Droplet Precautions, symptoms of plague, and instructions to report for 
evaluation and care if such symptoms are recognized. The difference 
between prophylactic antimicrobial therapy and treatment of an actual 
infection should be clarified. Decontamination by showering thoroughly with 
soap and water can be recommended.
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Appendix D – Agent Fact Sheets 
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