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1. Introduction 

      Emergency Medical Services (EMS) providers play an important role in the prevention and 

control of infections. EMS providers are at the front line of medical care and have a high risk 

of exposure to patients with known or unknown infectious diseases or germs. 

 The emergence of antimicrobial-resistant bacteria such as methicillin resistant Staphylococcus 

aureus (MRSA) and vancomycin-resistant enterococcus (VRE), along with growing concerns 

regarding the spread of Clostridium difficile (C. diff) and respiratory infectious diseases in 

addition to blood borne pathogens and other viruses, are major problems facing all healthcare 

providers, including EMS providers.  

2. Guide Overview 
2.1 Purpose and scope: 

The purpose of this guide is to provide Emergency Medical Services (EMS) system 

responders and their organizations with a national practical resource in infection control in 

the EMS, The objectives of this document are:  

2.1.1 Supply EMS providers with best practices and recommendations on infection 

prevention and control.  

2.1.2 Protect patients and EMS providers from potential infections. This guidance 

document includes: 

2.1.2.1 Infection Prevention and Control Recommendations for EMS Staff, Patients, 

and Families 

2.1.2.2 Recommendations for Ambulance Cleaning and Disinfection. 

2.1.2.3 EMS Provider Vaccination and Testing Recommendations. 

 

2.2 Key concepts: 

2.2.1 Infection preventionists (IPs) are healthcare professionals who have special 

training in infection prevention and monitoring. 

2.2.2 EMS system responders are exposed to all manners of infectious diseases and 

must be trained to recognize them and prevent their spread. 

2.2.3 Designated Infection Control practitioners are healthcare professionals who work 

for EMS department, have special training in infection control.  

2.2.4 EMS leadership must support infection prevention staff and the development of 

infection prevention programs in compliance with GCC infection control 

guidelines protocol. Leadership support is critical to successful implementation 

of basic infection prevention strategies. 

2.2.5 Infection prevention programs both inside and outside the hospital setting should 

contain five major components: 

2.2.5.1 Administrative controls.  

2.2.5.2 Engineering, and Work practice controls.  
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2.2.5.3 Education.  

2.2.5.4 Medical management. 

2.2.5.5 Vaccine/immunization program. 

 

2.3 Policies & Procedures: 

2.3.1 The designated infection control practitioners must be up to the challenging tasks 

of keeping current on infection prevention topics, and updating policies and 

procedures as necessary. 

2.3.2 Written infection prevention policies should be developed relate to staff practices, 

construction/renovation, disaster planning, employee health, and sterilization / 

disinfection. General policies are applicable to staff in the whole facilities.  

2.3.3 These policies may form the base of an infection prevention program in EMS. 

2.3.4 Specific policies should be developed for the cleaning and disinfection of the 

ambulance cars.  

 

3. Epidemiology and Pathogenesis: Infectious Diseases in EMS: 

3.1 Adequate and timely communication across healthcare settings helps address the 

unique infection transmission risks experienced by EMS system responder 

3.2 Effective efforts to eliminate or reduce blood borne and infectious disease exposures 

and transmission are guided by the epidemiology (causes and distribution) of those 

diseases. 

3.3 Risk factors for infectious diseases and sharps-related injuries are well documented 

include, but are not limited to blood borne pathogens. 

3.4 Communicable diseases can be passed from one person to another. Infectious 

disease can cause illness in a person but is not necessarily communicable. 

3.5 The current infectious disease burden for the EMS and setting is found by 

conducting an environmental risk assessment.  

3.6 EMS department should arrange officially with MOH hospital to be included in 

employee health clinic program and activities such as screening including TB, 

vaccination, post exposure management and isolation in addition to tracing for 

those who expose to infectious cases, consultations, respiratory fit test program, 

and work restriction.  

3.7 EMS must have a written policy that outlining referral protocol, work restriction 

guidelines when EMS system responders contract and/or are exposed to an 

infectious disease.  

3.8 EMS department must ensure all EMS system responders have the necessary 

immunizations or written proof of vaccination to protect them against infectious 

diseases. 

3.9 All treatment for sharp injuries, splashing and communicable diseases post-

exposure management, follow up, should follow in arranged employee health 

clinic.  
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Table (1) : list of potentially life-threatening infectious diseases to which emergency 

response employees may be exposed: 

Diseases routinely 

transmitted by contact or 

body fluid exposures 

Diseases routinely 

transmitted through 

aerosolized airborne 

means 

Diseases routinely 

transmitted through 

aerosolized droplet means 

Anthrax, cutaneous 

(Bacillus anthracis) 

Measles (Rubeola virus) Diphtheria (Corynebacterium 

diphtheriae) 

Hepatitis B (HBV) Tuberculosis 

(Mycobacterium 

tuberculosis)—infectious 

pulmonary or laryngeal 

disease; or extrapulmonary 

(draining lesion) 

Novel influenza A viruses as 

defined by the Council of 

State and Territorial 

Epidemiologists (CSTE) 

Hepatitis C (HCV) Varicella disease (Varicella 

zoster virus)—chickenpox, 

disseminated zoster 

Meningococcal disease 

(Neisseria meningitidis) 

Human immunodeficiency 

virus (HIV) 
 Mumps (Mumps virus) 

Rabies (Rabies virus)  Pertussis (Bordetella 

Viral hemorrhagic fevers 

(Lassa, Marburg, Ebola, 

Crimean-Congo, and other 

viruses yet to be identified) 

 Plague, pneumonic (Yersinia 

pestis) 

 

  Rubella (German measles; 

Rubella virus) 

  SARS- MERS COV 

Adapted from National Institute for Occupational Safety and Health, List of potential life-

threatening diseases. 
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Table (2): Summary of suggested work restrictions for healthcare personnel exposed 

to or infected with infectious diseases of importance in healthcare settings. 

Disease/Problem Work Restriction Duration 

Conjunctivitis Restrict from patient contact 

and contact with the patient’s 

environment 

Until discharge ceases 

Cytomegalovirus 

infections 

No restriction  

Diarrheal diseases 

 Acute stage (diarrhea 

with other symptoms) 

Restrict from patient contact, 

contact with the patient's 

environment, or food 

handling 

Until symptoms resolve 

Convalescent stage, 

Salmonella spp. 

Restrict from care of high-

risk patients 

Until symptoms resolve; 

consult with local and state 

health authorities regarding 

need for negative stool 

cultures 

Diphtheria Exclude from duty Until antimicrobial therapy 

completed and 2 cultures 

obtained 24 hours apart are 

negative 

Enteroviral infections Restrict from care of infants, 

neonates, and 

immunocompromised 

patients and their 

environments 

Until symptoms resolve 

Hepatitis A Restrict from patient contact, 

contact with patient’s 

environment, and food 

handling 

Until 7 days after onset of 

jaundice 
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Hepatitis B  

Personnel with acute or 

chronic hepatitis B 

surface antigen who do 

not perform exposure-

prone procedures. 

Personnel with acute or 

chronic hepatitis B who 

perform exposure-prone 

procedures 

No restriction   

Do not perform exposure-

prone invasive procedures 

until counsel from an expert 

Employee health clinic 

Until hepatitis B e antigen is 

negative 

Hepatitis C Restrict only from Class III 

procedures ( high risk 

procedures )  

 

Herpes simplex  

Genital 

 

Hands (herpetic whitlow) 

 

 

Orofacial 

 

No restriction 

 

Restrict from patient contact 

and contact with the patient’s 

environment 

Evaluate for need to restrict 

from care of high-risk 

patients 

 

 

 

Until lesions heal 

Human 

immunodeficiency virus 

Do not perform exposure-

prone invasive procedures 

until counsel from an expert 

Employee health clinic, 

standard precautions should 

always be observed 

 

Measles 

 Active 

 

 

 

Exclude from duty 

 

 

 

Until 7 days after the rash 

appears 
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Post exposure 

(susceptible personnel) 

Exclude from duty 

 

From 5th day after 1st 

exposure through 21st day 

after last exposure and/or 4 

days after rash appears 

Meningococcal infections Exclude from duty Until 24 hours after start of 

effective therapy 

Mumps 

 Active 

 

Post exposure 

(susceptible personnel) 

 

Exclude from duty 

 

Exclude from duty 

 

Until 9 days after onset of 

parotitis 

From 12th day after 1st 

exposure through 26th day 

after last exposure or until 9 

days after onset of parotitis 

Pertussis  

Active 

 

Post exposure 

(asymptomatic 

personnel) 

 

 

Post exposure 

(Symptomatic personnel) 

 

Exclude from duty 

 

No restriction; prophylaxis 

recommended 

 

 

 

Exclude from duty 

 

From beginning of catarrhal 

stage through 3rd week after 

onset paroxysms or until 5 

days after start of effective 

antimicrobial therapy 

 

 

Until 5 days after start of 

effective antimicrobial 

therapy 

Rubella 

 Active 

 

Post exposure 

(susceptible personnel) 

 

Exclude from duty 

 

Exclude from duty 

 

 

Until 5 days after rash 

appears 

From 7th day after 1st 

exposure through 21st day 

after last exposure 

Scabies Restrict from patient contact Until cleared by medical 

evaluation 
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Staphylococcus aureus 

Infection Active, draining 

skin lesions 

 

Carrier state 

Restrict from contact with 

patients and patient’s 

environment or food handling 

No restriction, unless 

personnel are 

epidemiologically linked to 

transmission of the organism 

Until lesions have resolved 

Streptococcal infection, 

group A 

Restrict from patient care, 

contact with patient’s 

environment, or food 

handling 

Until 24 hours after adequate 

treatment started 

Tuberculosis 

 Active disease 

PPD converter 

 

Exclude from duty 

No restriction 

 

Until proved non-infectious 

Varicella  

Active 

Post exposure 

(susceptible Personnel) 

 

 

Exclude from duty 

Exclude from duty 

 

Until all lesions dry and crust 

From 10th day after 1st 

exposure through 21st day 

(28th day if VZIG given) 

after last exposure 

Zoster Localized, in 

healthy person 

Generalized or localized 

in immunosuppressed 

person 

Post exposure 

(susceptible personnel) 

Cover lesions; restrict from 

care of high-risk patients 

Restrict from patient contact 

 

Restrict from patient contact 

Until all lesions dry and crust 

 

Until all lesions dry and crust 

 

From 10th day after 1st 

exposure through 21st day 

(28th day if VZIG given) 

after last day exposure or, if 

Varicella occurs, until all 

lesions dry and crust 
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Viral respiratory 

infections, acute febrile 

Consider excluding from the 

care of high-risk patients or 

contact with their 

environment during 

community outbreak of RSV 

and influenza 

Until acute symptoms 

resolve 

MERS-CoV 

Asymptomatic EMS 

providers with protected 

exposure OR unprotected 

low-risk exposure (more 

than 1.5 meters of the 

patient)  

EMS providers who had 

unprotected high-risk 

exposure (within 1.5 meters 

of the patient)  

 

No restriction 

 

 

 

  

 

stop performing their duties 

immediately and tested 

 

assessed daily for 14 days for 

development of the 

symptoms  

 

 

 

EMS providers shall not 

resume their duties until 

cleared by infection control   

Ebola 

unprotected exposure 

(i.e. not wearing 

recommended PPE at the 

time of patient contact 

or through direct contact 

to blood or body fluids) 

to a patient with Ebola 

HF 

 

continue to work while 

receiving twice daily fever 

checks 

 

receive medical evaluation 

and follow-up care including 

fever monitoring twice daily 

for 21 days 

 

4. Immunization programs: 

      Ensuring that personnel are immunized against vaccine-preventable diseases is an 

essential part of successful personnel health programs. Immunization can prevent 

transmission of vaccine-preventable diseases and eliminate unnecessary work restriction.  

4.1 EMS Provider Vaccination: 

4.1.1 EMS providers are at a risk for exposure to, and possible spread of, vaccine-

preventable diseases through exposure to patients and/or to infectious materials 

including blood and body fluids, contaminated medical supplies and equipment, 

contaminated environmental surfaces, or contaminated air.  
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4.1.2 EMS providers are considered to be at substantial risk for and should be 

vaccinated against hepatitis B, seasonal influenza, measles, mumps, rubella, 

pertussis, and varicella.  

Table (3): Recommended vaccinations for EMS providers 

Diseases Diseases 

Transmission 

Information 

Vaccination 

Schedule 

Additional Information 

Hepatitis B Highly infectious 

virus, transmitted 

through exposure to 

infected blood or 

body fluids 

Series of 

three doses 

EMS personnel are at a high risk for 

exposure to this virus. 

 

Seasonal 

Influenza  

Influenza can cause 

outbreaks of severe 

respiratory illness 

and death. 

Transmitted by 

respiratory droplets 

and airborne spread  

Annually 

(usually in 

the  fall 

months) 

EMS personnel have the ability to 

transmit this virus to populations 

with a high risk for complications 

due to influenza. 

(e.g., individuals with chronic 

medical conditions, infants, young 

children, seniors, and pregnant 

women) 

Measles, 

Mumps, 

and 

Rubella 

(MMR) 

Measles: Highly 

contagious rash 

illness transmitted by 

respiratory droplets 

and airborne spread. 

Mumps: Acute viral 

infection 

characterized by fever 

and inflammation of 

the salivary glands 

Rubella: A viral 

disease characterized 

by a rash and a low-

grade fever 

Series of 

two doses 

All three vaccines are combined 

into one product, which is referred 

to as the MMR vaccination. 

 

 

Due to an increased opportunity for 

exposure, EMS personnel are at a 

higher risk than the general 

population for becoming infected 

with measles, mumps, and rubella 

One primary concern is the effect 

the Rubella virus can have on an 

unborn fetus. 
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5. Tuberculosis Screening Guidelines for EMS Providers: 

5.1 Tuberculosis (TB) is caused by a bacteria that primarily attacks the lungs. TB is 

spread through the air from one person to another. TB bacteria are put into the air 

when a person with active TB coughs, sneezes, or speaks. People nearby can 

breathe in this bacteria and become infected. TB can be fatal without proper 

treatment. 

5.2  EMS personnel are at increased risk for exposure to TB. Participation in a 

comprehensive TB screening program by employee health clinic is recommended, 

Since EMS personnel will, or possibly will be, exposed to individuals with TB. 

5.3 EMS personnel should receive a baseline TB screening and respirator fit testing 

upon hire, annually and every 2 years/or if needed for fit test. 

5.4 After the baseline screening for TB, EMS personnel should receive TB screening 

annually and when exposed to a person with active TB (at the time of exposure 

and 10-12 weeks after exposure). 

5.5 At the time of their annual TB screening, EMS personnel should receive education 

about the symptoms and reporting requirements of TB exposure. 

 

6. EMS Providers Fit Test and Basic Infection Control Skills License (BICSL): 

6.1 EMS need to be trained on infection control measures and must be Respirator Fit 

tested and have (BICSL). 

Pertussis Pertussis (Whooping 

Cough): Highly 

contagious bacterial 

infection transmitted 

by direct contact with 

respiratory droplets 

and airborne spread 

Every adult 

should 

receive one 

dose and a 

booster dose 

every 10 

years 

The Pertussis vaccine is typically 

combined with the Diphtheria and 

Tetanus vaccines into one product. 

Due to an increased opportunity for 

exposure, EMS personnel are at a 

higher risk than the general 

population for becoming infected 

with Pertussis. 

Infants and children have the 

greatest risk for complications due 

to Pertussis. 

Varicella Highly infectious 

disease transmitted by 

direct contact and 

airborne spread 

Commonly known as 

the Chickenpox 

Series of 

two doses 

Due to an increased opportunity for 

exposure, EMS personnel are at a 

higher risk than the general 

population for becoming infected 

with the Varicella virus. 
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6.2 Respirators (N95) and Powered air-purifying respirators (PAPRs) with high-

efficiency filters must be available for EMS providers. 

6.3 All EMS who use respirators for protection against M. tuberculosis and other 

airborne transmitted infectious respiratory illness such as MERS CoV infection 

should be well trained on donning & doffing of PPE including respirators. 

6.4 The EMS administration should develop a policy on the use of respirators by EMS 

providers with patients who have suspected or confirmed to be diseased with 

airborne transmitted disease and should be instructed to use of the respirator before 

transfer or dealing with patients. 

6.5 To be effective and reliable, respiratory protection programs must include at least 

the following elements: 

6.5.1 Assignment of responsibility to one person with sufficient knowledge who is 

given the authority and responsibility to coordinate and manage all aspects of the 

program. 

6.5.2 All EMS providers should know their N95 size and do sealing test every time 

they need to wear. 

6.5.3 All EMS Providers respirator (N95) sizes should be available. 

6.5.4 PAPR should be available for those not fit for any of the available N95 sizes and 

types. 

 

7. Infection Prevention and Control patient transport Recommendations 

7.1 Patients who may have infectious diseases especially diseases transmitted by 

airborne and droplet rout may be safely transported in any emergency vehicle with 

the proper precautions. 

7.2 Safe transferring of patient from one healthcare provider to another, is one of the 

most important elements of successful care for patients with serious injuries or 

illnesses. 

7.3 EMS providers play an important role in the patient hand-off process when they 

transport patients to a hospital for emergency care, between hospitals, or to other 

healthcare facilities, such as nursing homes or assisted living facilities. 

7.4 When transporting a patient with a suspected or confirmed infection, EMS 

providers should always convey information to the receiving facility immediately 

upon arrival. 

7.5 Limit EMS personnel required to minimize possible exposures. 

7.6 Family members and other contacts of patients should not ride in the ambulance if 

possible. If necessary, they should be asked to wear appropriate PPE properly such 

as a surgical mask when riding in the vehicle. 

7.7 When possible, use vehicles that have separate driver and patient compartments 

that can provide separate ventilation to each area. Close the door/window between 

these compartments before bringing the patient on board.  

7.8 For respiratory illness set the vehicle's ventilation system to the non-recirculating 

mode to maximize the volume of outside air brought into the vehicle. If the vehicle 
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has a rear exhaust fan, use it to draw air away from the cab, toward the patient-care 

area, and out the back end of the vehicle. Some vehicles are equipped with a 

supplemental recirculating ventilation unit that passes air through HEPA filters 

before returning it to the vehicle. 

7.9 If possible, place a surgical mask on the patient with lower respiratory illness to 

contain droplets expelled during coughing. If this is not possible (i.e., would further 

compromise respiratory status, difficult for the patient to wear), have the patient 

cover the mouth/nose with tissue when coughing. 

7.10 Oxygen delivery with a non-rebreather face mask may be used to provide oxygen 

support during transport. If needed, positive-pressure ventilation should be 

performed using a resuscitation bag-valve mask, preferably one equipped to 

provide HEPA or equivalent filtration of expired air. 

7.11 Cough-generating procedures (e.g., mechanical ventilation, nebulizer treatment) 

should be avoided during pre-hospital care. 

7.12 Timely and effective communication between EMS and facility staff is necessary to 

prevent the spread of infections and to ensure the safety of the patient and the EMS 

provider. 

7.13 Lack of communication creates a barrier to effective infection prevention and 

control and results in a potential increase in the transmission of germs.  

7.14 The guidelines have been developed to minimize the risk of infection to patients 

and EMS providers during patient transfers between hospitals and other healthcare 

facilities. 

7.15 The safe and effective transport of patients with isolation precautions begins with 

identification and communication of these precautions to all healthcare providers 

involved in the transfer of the patient, including EMS providers with every patient 

transport. 

7.16 EMS providers should determine if a patient is on isolation precautions, prior to 

patient contact. This may require requesting additional information from facility 

staff. If a patient is on isolation precautions, EMS providers are encouraged to 

request as much information as possible related to the patient’s isolation status, 

including information related to the presence of (Cough/ Diarrhea/ Vomiting /  

Rashes / Open wounds / Fever ) and the recommended personal protective 

equipment  (PPE) to be used       

7.17 Transport tools provide guidelines for the identification of patients on isolation 

precautions and the appropriate personal protective equipment (PPE) needed for 

patient transport.  

7.18 Transport tool can then be provided to the receiving facility upon arrival. 

7.19 Transporting Ebola Patient by Ambulance: 
7.19.1 Confirm that receiving facility is ready for patient arrival. 

7.19.2 Depart for patient location and provide estimated time of arrival (ETA) for 

ambulance at sending facility. 

7.19.3 Communicate with designated point of contact at each facility the arrival of 

transporting ambulance at sending and receiving facilities. 
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7.19.4 Observe donning of PPE and when ready, proceed to make patient contact (only 

the minimum number of providers necessary to manage the patient should be 

present). 

7.19.5 Transport patient in impervious suit if ambulatory or in impervious sheets if non-

ambulatory and stretcher-bound, as tolerated. 

7.19.6 Consider any patient belongings to be contaminated, which are typically bagged, 

labeled, and transported with the patient in the patient compartment. 

7.19.7 Any documents provided by sending facility should be free of contamination. 

When in doubt, consider them contaminated and package as appropriate for 

transport by ambulance personnel. 

 

Table (4): Patient Isolation Guide For EMS Transport 

Actions to Take Contact Precautions Droplet Precautions Airborne Precautions 

All persons 

Entering Room 

(EMS providers 

and parents 

/visitors) 

Hand Hygiene 

Gown 

Gloves 

Hand Hygiene 

Mask 

Hand Hygiene 

N95 respirator 

Patient 

In preparation 

for transport and 

during transport 

CLEAN patient gown 

Clean sheet (not the 

sheet off the bed) 

CLEAN patient 

gown 

Clean sheet (not the 

sheet off the bed) 

Mask (cover 

patient’s nose/mouth 

with sheet if unable 

to wear a mask; can 

be removed in the 

ambulance) 

CLEAN patient gown 

Clean sheet 

(not the sheet off the 

bed) 

Mask (procedural 

mask, not N95,or 

cover patient’s 

nose/mouth with sheet 

if unable to wear a 

mask; can be removed 

in the ambulance) 

EMS provider 

During transport 

Hand Hygiene 

Use Gloves 

for patient contact 

Hand Hygiene 

Wear Mask if patient 

unmasked 

Hand Hygiene 
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Wear appropriate mask 

or respirator if patient 

unmasked 

Family  

Actions to Take Contact Precautions Droplet Precautions Airborne Precautions 

All persons 

Entering Room 

at Destination 

(EMS providers 

and  Parents 

/visitors) 

Hand Hygiene 

Gown 

Gloves 

Hand Hygiene 

Mask 

Hand Hygiene 

N95 respirator 

8. Standard precautions: 

8.1 In order to reduce the spread of infection, it is recommended that EMS providers 

use Standard Precautions for all patients, at all times, regardless of their isolation 

status 

8.2 Standard Precautions involve: 

8.2.1 Hand hygiene   

8.2.2 Practicing good hand and respiratory hygiene (cover cough and sneeze) 

8.2.3 Wearing a standard procedure mask when a patient is coughing or vomiting 

8.2.4 Applying gowns, gloves, masks, and eye shields when in contact with body 

secretions. 

8.2.5 Cleaning and disinfecting reusable patient care equipment between patients 

8.3 In some cases, Isolation Precautions are required in addition to the Standard 

Precautions. 

8.3.1 Isolation precautions are used for patients likely to have germs that can be spread 

through contact with skin, contaminated surfaces, or airborne droplets. Isolation 

Precautions include: Contact Precautions  Droplet Precautions   Airborne 

Precautions 

8.3.2 A patient may be on more than one type of isolation precaution. Isolation 

precautions are usually posted outside of the patient’s room and/or indicated in 

the patient’s medical record. (Note that isolation precaution signage varies among 

hospitals and healthcare facilities). 

9. Hand Hygiene Program 

9.1 Most common mode of transmission of pathogens is via hands that are why all 

EMS providers require clear and comprehensive training and education on the 

importance of hand hygiene approach and the correct procedures for hand rubbing 

and hand washing. 
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All EMS should perform hand hygiene frequently, including before and after all 

patient contact, contact with potentially infectious material, and before putting on 

and upon removal of PPE, including gloves. 

9.2  Hand Hygiene can be performed by washing with soap and water or using alcohol-

based hand rubs. If hands are visibly soiled, use soap and water, not alcohol-based 

hand rubs. 

9.3 Proper Hand hygiene technique which guarantee good friction to all hand surfaces 

are covered should be conducted as indicted;  

9.3.1 Before: Patient contact   /      Donning gloves. 

9.3.2 After    Contact with a patient’s skin       /     Contact with body fluids or 

excretions, non-intact skin or mucus membranes and wound dressing.    / 

Removing gloves.     /    Contact with contaminated Surface or items. 

9.4 Education/Motivation Programs 

9.4.1 Make improved hand hygiene as a priority 

9.4.2 Place alcohol-based hand rubs at working area at patient side.  

9.4.3 Provide EMS providers with pocket-sized Containers 

9.4.4 Monitor EMS providers' adherence with recommended hand hygiene practices 

and give feedback  
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10. Personal Protective Equipment (PPE): 

10.1 Personal protective equipment is very important for any emergency responder. 

There are five main types of PPE: respirators and protective clothing (selection, 

proper use, etc.), skin exposures and eye and hearing protection.  

10.2 Ensure all EMS providers received comprehensive training and demonstrated 

competency in PPE donning, doffing and use indication in collaboration with 

Regional Infection Control Directorate. 

10.3 Ensure all EMS providers are able to correctly put on and off the proper PPE Pre-

hospital care providers who directly handle a patient with infectious diseases such 

as TB or MERS CoV who are in the compartment with the patient should wear PPE 

as recommended for Standard, Contact, and AII Precautions. These include the 

following: 

10.3.1 Disposable isolation gown, pair of disposable patient examination gloves, eye 

protection (i.e., goggles or face shield). 

10.3.2 Respiratory protection (i.e., N-95 high-level respirator)  
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10.4 Personnel in the driver's compartment who will have no direct patient contact 

should wear an N-95 during transport with TB or other respiratory illness which 

need Aerosol Generating Procedures (ASPs) patient 

10.5  Drivers who also provide direct patient care (e.g., moving patients on stretchers) 

should wear the recommended PPE for patient contact. This PPE, with the 

exception of the respirator, should be removed and hand hygiene performed after 

completing patient care and before entering driver's compartment to avoid 

contaminating the compartment.  

10.6  Ensure safe work practices among EMS personnel to prevent transmission of 

highly infectious diseases. 

10.6.1 Avoid touching one's face with contaminated gloves. 

10.6.2 Avoid unnecessary touching of surfaces in the ambulance vehicle. 

10.6.3 Arrange for the receiving facility staff to meet the patient at the ambulance door 

to limit the need for EMS personnel to enter the emergency department in 

contaminated PPE.  

10.6.3.1 It may not be practical to change PPE before patient transfer into the 

facility. 

10.6.3.2 Remove and discard PPE after transferring the patient at the receiving 

facility and perform hand hygiene. 

10.6.3.3 Treat used disposable PPE as medical waste. 

 

Table (5): Recommendations for application of standard precautions for the care of 

all patients  

Component Recommendations 

Hand hygiene After touching blood, body fluids, secretions, 

excretions, contaminated items; immediately after 

removing gloves; between patient contacts 

Personal protective equipment (PPE) 

Gloves For touching blood, body fluids, secretions, 

excretions, contaminated items; for touching 

mucous membranes and non-intact skin 

Gown During procedures and patient-care activities when 

contact of clothing/exposed skin with blood/body 

fluids, secretions, and excretions is anticipated 
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Mask, eye protection (goggles), 

face shield 

During procedures and patient-care activities likely 

to generate splashes or sprays of blood, body fluids, 

secretions, especially suctioning, endotracheal 

intubation 

Soiled patient-care equipment Handle in a manner that prevents transfer of 

microorganisms to others and to the environment; 

wear gloves , perform hand hygiene 

Environmental control Develop procedures for routine care, cleaning, and 

disinfection of environmental surfaces, especially 

frequently touched surfaces in patient-care areas 

Textiles and laundry Handle in a manner that prevents transfer of 

microorganisms to others and to the environment 

Needles and other sharps Do not recap, bend, break, or hand-manipulate used 

needles; if recapping is required, use a one-handed 

scoop technique only; use safety features when 

available; place used sharps in puncture-resistant 

container 

Patient resuscitation Use mouthpiece, resuscitation bag, other ventilation 

devices to prevent contact with mouth and oral 

secretions 

Respiratory hygiene/cough 

etiquette  

(source containment of infectious 

respiratory secretions in 

symptomatic patients, beginning at 

initial point of encounter) 

Instruct symptomatic persons to cover mouth/nose 

when sneezing/ coughing; use tissues and dispose 

in no-touch receptacle; observe hand hygiene after 

soiling of hands with respiratory secretions; wear 

surgical mask if tolerated. 

 During aerosol-generating 

procedures on patients with 

suspected or proven infections 

transmitted by respiratory aerosols 

(e.g., MERS CoV), and caring for 

patients with signs and symptoms of 

a respiratory infection. 

Wear a fit-tested N95 respirator in addition to 

gloves, gown, and face/eye protection. As part of 

respiratory etiquette, EMS system responders are 

advised to wear an approved mask or respirator and 

eye protection when examining. 
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11. Environmental Cleaning & Disinfection For Equipment And Ambulance:  

11.1 Cleaning is defined as the physical removal of foreign and organic materials such 

as blood, body fluids, and disease causing microorganisms or germs from a surface 

or object. 

11.2 Cleaning physically removes, but does not kill, germs.  

11.3 Cleaning is accomplished by using water, detergents, and a scrubbing action. The 

key to Cleaning is the use of friction to remove debris and reduce presence of 

germs. 

11.4 Disinfection is the process used to kill and prevent the growth of germs on objects 

and surfaces. 

11.5 Disinfection is accomplished through the use of chemical products regulated by 

MOH.  

11.6 Cleaning and disinfection is a two-step process as disinfectants should only be used 

after items have been thoroughly cleaned. 

11.7 Following cleaning, the disinfectant should be applied or reapplied and allowed to 

remain on the surface for the full required contact time. Contact time, or kill time, 

is the length of time that the disinfectant must remain on the surface or object, as 

specified by the manufacturer  

11.8 Used Items and equipment should be defined and classified according to indeed use 

for non-critical, semi-critical, critical items and each type must managed 

differently. 

11.8.1 Items or surfaces that have been exposed to the patient’s skin, blood, or body 

fluids are considered contaminated. Disease causing microorganisms or germs 

can live on objects for extended periods of time, there for compliance with best 

practices for cleaning and disinfecting EMS vehicles and patient care equipment 

is an important factor in preventing the spread of infections.  

11.8.2 EMS providers and their patients have an increased risk for spreading infections 

without clear policies and an understanding of cleaning, disinfection and 

sterilization procedures. 

11.8.3 Environmental surfaces and equipment (i.e. items that come in contact with skin 

and/or mucous membranes) are thoroughly cleaned and disinfected, sterilized as 

needed after each patient. 

11.9 Patient care items and surfaces that can contribute to the spread of infection include 

Stethoscopes, Blood pressure cuffs, Monitors, Stretchers, backboards, and 

immobilization devices , Radios ,Shelves, Door handles and Laryngoscope blades 

11.10Recommendations for Ambulance Cleaning & Disinfection 

11.10.1 High-risk Surfaces, surfaces that are frequently touched with hands (both gloved 

and ungloved) require cleaning and disinfection between every patient encounter 

eg. Stretchers / Railings, Door handles, Stethoscopes, Monitoring equipment, and 

control panels, Work surfaces, Radios, Light Switches. 
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11.10.2Low-risk Surfaces, surfaces that have minimal contact with hands require 

cleaning on a regular basis or when contamination occurs eg. Floors, Walls, 

Ceilings, Windows, Cabinets. 

11.10.3 The following routine cleaning and disinfection methods should be employed 

throughout  the vehicle: 

11.10.3.1 Objects and surfaces must be cleaned thoroughly before effective 

disinfection can take place. 

11.10.3.2 Visible soil, blood, and other items should be removed from the item 

or surface by cleaning before the disinfectant is applied. 

11.10.3.3 Cleaning and disinfection should be done as soon as possible after the 

items and   surfaces have been used. Disinfectants should be used according 

to the manufacturer’s instructions. 

11.10.3.4 Frequently touched surfaces (High-risk Surfaces) in patient-care 

compartments that become directly contaminated with respiratory secretions 

and other body fluids during patient care, or indirectly by touching the 

surfaces with gloved hands, should be first cleaned and then disinfected 

using MOH and approved disinfectant in accordance with the manufacturer’s 

instructions. Ensure that the disinfectant is applied to the surface for the full 

contact time, or kill time, as specified by the manufacturer. 

11.10.3.5 Adhere to any safety precautions or other recommendations as directed 

(e.g., allowing adequate ventilation in confined areas and proper disposal). 

Gloves must be worn while using disinfectants. Immediately perform hand 

hygiene after removing gloves. 

11.10.3.6 Contaminated reusable patient care devices and equipment should be 

placed in marked biohazard bags for appropriate cleaning, disinfection. 

11.10.4 Disposable equipment and medical waste: 

11.10.4.1 Medical waste program in collaboration with medical waste 

management directorate will be arranged, established and implemented. 

11.10.4.2 Medical waste supplements including approved waste bags and sharp 

containers will be inventoried and planned to be available with sufficient 

number and approved specifications.  

11.10.4.3 Use of disposable patient linen is preferable and must be discarded as 

medical waste between patients. 

 

 

 

Table (6): Vehicle Equipment – Patient Contact surfaces cleaning and disinfection 
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Equipment Standard Cleaning 

Frequency 

Additional 

Considerations 

Stretchers All parts should be visibly 

clean with no blood, body 

substances, dust, dirt, debris, or 

spillages 

After every 

patient use 

 

Spinal Boards/ Head 

Blocks 

All parts should be visibly 

clean with no blood, body 

substances, dust, dirt, debris, or 

spillages. 

After every 

patient use 

 

Transport Chair and 

Other Manual 

Transfer Equipment 

All parts should be visibly 

clean with no blood, body 

substances, dust, dirt, debris, or 

spillages. 

After every 

patient use 

 

All Reusable Medical 

Equipment (e.g., 

cardiac monitor, 

defibrillator, 

Resuscitation 

equipment, etc.) 

All parts should be visibly 

clean with no blood, body 

substances, dust, dirt, debris, or 

spillages. 

After every 

patient use 

 

Stretcher Mattresses Should be visibly clean with no 

blood, body substances, dust, 

dirt, debris, or spillages. 

After every 

patient use 

 

Pillows Should be visibly clean with no 

blood, body substances, dust, 

dirt, debris, or spillages. 

After every 

patient use 

 

Passenger Seat - 

Upholstered 

All parts, including seatbelts 

and the underneath, should be 

visibly clean with no blood, 

body substances, dust, dirt, 

stains, or spillages. 

After every 

use 

Replace 

seatbelts if 

heavily 

contaminated 

with blood or 

body fluids 
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Torn or 

damaged seat 

covers should 

be  replaced 

Vacuum and/or 

shampoo if 

necessary 

Passenger Seat - 

Vinyl 

Cover should be damage free 

All parts, including seatbelts 

and the underneath, should be 

visibly clean with no blood, 

body substances, dust, dirt, 

stains, or spillages. 

After every 

use 

Replace 

seatbelts if 

heavily 

contaminated 

with blood or 

body fluids 

Torn or 

damaged 

seat covers 

should be 

replaced 

Medical Gas 

Equipment 

All parts, including the valve 

and cylinder, should be visibly 

clean with no blood, body 

substances, dust, dirt, stains, or 

spillages 

After every 

use 

Replace single-

use items after 

each use 

Vehicle Equipment – Non-Patient Contact 

Equipment Standard Cleaning 

Frequency 

Additional 

Considerations 

Response Kits and 

Bags 

All surfaces, including the 

underside, should be visibly 

clean with no blood, body 

substances, dust or dirt. 

Bags 

regularly 

taken into 

patient care 

areas must 

be wiped 

clean after 

every use, 

All bags placed 

on 

ambulances 

should be made 

of wipeable 

material Any 

bag heavily 
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with special 

attention 

given if 

contaminated 

with blood or 

body fluid 

Heavily used 

bags should 

be laundered 

weekly or 

monthly 

Lesser used 

bags should 

be cleaned 

every other 

month 

contaminated 

with blood or 

body fluids 

should be 

disposed 

Hand Sets (e.g., 

radios and mobile 

phones) 

All parts should be visibly 

clean with no blood, body 

substances, dust, dirt, debris, or 

spillages 

Daily and 

when 

contaminated 

 

Sharps Container The external surfaces should be 

visibly clean with no blood, 

body substances, dust, dirt, 

debris, or spillages 

Weekly or 

when 

contaminated 

 

Vehicle – Internal and External Fixed Features 

Equipment Standard Cleaning 

Frequency 

Additional 

Considerations 

Overall Appearance 

- Exterior 

The vehicle exterior 

should be clean at all 

times. Any presence 

of blood or body 

substances is 

unacceptable 

Routine 

cleaning should 

be performed 

weekly, or as 

necessary due to 

weather 

conditions 

If operational 

pressures prevent 

thorough cleaning of 

the exterior, the 

minimum cleaning 

standards to comply 
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with health and safety 

laws should be met 

(i.e. windows, lights, 

reflectors, mirrors, 

and license plates) 

Overall Appearance 

- Interior 

The area should be 

tidy, ordered, and 

uncluttered, with well-

maintained furniture 

appropriate for the 

area being used any 

presence of blood or 

body substances is 

unacceptable 

Clean between 

patients, daily, 

and deep-clean 

weekly 

Clean all surfaces in 

contact with the 

patient and that may 

have been 

contaminated 

Crews should 

routinely clean the 

vehicle floor 

Remove all 

detachable 

equipment and 

consumables 

Ceiling All surfaces should be 

visibly clean with no 

blood, body 

substances, dust, dirt, 

debris, or spillages 

Weekly If contaminated, 

clean as soon as 

possible 

Cabinets, Drawers, 

and Shelves 

All parts, including 

the interior, should be 

visibly clean with no 

blood, body 

substances, dust, dirt, 

debris, or spillages 

Weekly If contaminated, 

clean as soon as 

possible 
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Product Dispensers All parts of the 

dispenser, including 

the underside, should 

be visibly clean with 

no blood, body 

substances, dust, dirt, 

debris, or spillages 

Daily or as soon 

as possible, if 

contaminated 

Liquid dispenser 

nozzles should be 

free of product 

buildup, and the 

surrounding areas  

should be free from 

splashes of the 

product 

Electrical Switches, 

Sockets, and 

Thermostats 

All surfaces, including 

the undersides, should 

be visibly clean with 

no blood, body 

substances, dust, dirt, 

or adhesive tape 

Weekly or as 

soon as possible, 

if contaminated 

 

Equipment Brackets All parts of the 

bracket, including the 

undersides, should be 

visibly clean with no 

blood, body 

substances, dust, or 

dirt 

Weekly or as 

soon as possible, 

if contaminated 

 

Fire Extinguisher All surfaces, including 

the underside, should 

be visibly clean with 

no blood, body 

substances, dust or 

dirt 

Weekly or as 

soon as possible, 

if contaminated 

 

Floor The entire floor, 

including all edges, 

corners, and main 

floor spaces, should 

be visibly clean with 

no blood, body 

substances, dust, dirt, 

debris, stains or 

spillages 

Daily and when 

heavily soiled or 

contaminated 

with blood 

and/or body 

fluids. 
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Floor Mounted 

Stretcher Locking 

Device/Chair 

Mounting 

All surfaces, including 

the undersides, should 

be visibly clean with 

no blood, body 

substances, dust, dirt, 

or debris 

Weekly or as 

soon as possible, 

if contaminated 

 

Hand Rails All parts of the rail, 

including the 

underside, should be 

visibly clean with no 

blood, body 

substances, dust, dirt, 

stains, or spillages 

Clean rails that 

have been 

touched after 

every patient 

Clean all rails 

weekly 

 

Heating/Ventilation 

Grills 

The external part of 

the grill should be 

visibly clean with no 

blood, body 

substances, dust, dirt, 

or debris 

Weekly or as 

soon as possible, 

if contaminated 

 

Walls All wall surface 

should be visibly 

clean with no blood, 

body substances, dust, 

dirt, adhesive tape, or 

spillages 

Weekly or as 

soon as possible, 

if contaminated 

 

Windows All interior glazed 

surfaces should be 

visibly clean and 

smear free with no 

blood, body 

substances, dust, dirt, 

debris, or adhesive 

tape 

Weekly or as 

soon as possible, 

if  contaminated 

 

Work Surfaces All surfaces should be 

visibly clean with no 

blood, body 

After every 

patient 
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substances, dust, dirt, 

stains, or spillages 

Waste Receptacles The waste receptacle, 

including the lid, 

should be visibly 

clean and with no 

blood, body 

substances, dust, dirt, 

stains, or spillages 

Daily or as soon 

as possible, if 

contaminated 

 

 

 

Table (7): Recommended Ambulance Cleaning and Disinfection Products 

Products Uses Advantages Disadvantage 

Alcohols 

(70-95%) 

External surfaces 

of some equipment 

(e.g., stethoscopes, 

pulse oximeters) 

- Non-toxic 

- Low cost 

- Rapid action 

- No residue 

- Evaporates quickly, not an 

ideal surface disinfectant 

- Highly flammable 

- Harmful to plastic, silicone, 

and rubber 

- Deactivated by organic 

material (surface must be 

cleaned prior to use) 

Standard 

Bleach 

(Normal 

dilution 1:10) 

- External surfaces 

- Blood spills 

- Low cost 

- Rapid action 

- Readily available 

- Available in 

ready to use wipes 

and sprays 

- Sporicidal and 

Veridical (effective 

against C. difficile 

and Norovirus) 

- Harmful to metals 

- Deactivated by organic 

material (surface must be 

cleaned prior to use) 

- Irritant to skin and mucous 

membranes 

- Once diluted, it must be 

used within 24 hours 

- Stains clothing 
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11.11Special Precautions and Recommendations in ambulance cleaning: 

11.11.1 Clostridium difficile – Specialized cleaning and disinfection practices are 

required to remove C.difficile from surfaces and patient care items. C. difficile is 

a spore-forming bacteria that causes severe diarrhea. This bacteria is resistant to 

germicidal chemicals and can persist in the environment for months 

11.11.2 Ambulance companies that frequently transport patients to and from nursing 

homes and long-term care facilities are at an increased risk for exposure to C. 

difficile. 

11.11.3 Norovirus – Noroviruses are a group of viruses that cause acute gastroenteritis in 

humans. Noroviruses are extremely contagious and easily transmitted by direct 

person- to-person contact; by transfer of the virus after touching contaminated 

materials and surfaces; or via droplets from vomitus. Noroviruses can survive in 

the environment for at least 12 days. 

11.11.4 It is recommended that only standard bleach, normal dilution 1:10 with water, is 

used to disinfect objects and surfaces contaminated by C. difficile and the 

Norovirus. 

Hydrogen 

Peroxide 

(0.5%) 

- External surfaces 

of some equipment 

- Floors, walls, 

and furnishings 

- Safe for the 

environment 

- Non-toxic 

- Rapid action 

- Active in the 

presence of organic 

materials 

- Available in 

wipes and liquid 

- Excellent 

cleaning ability due 

to its detergent 

properties 

- Harmful to copper, zinc, 

brass, acrylics, and 

aluminum 

- Leaves visible residue 

Quaternary 

ammonium 

compounds 

 

- Floors, walls, and 

furnishings 

- Blood spills, prior 

to 

disinfection 

- Non-toxic 

- Non-corrosive 

- Good cleaning 

ability due its 

detergent 

properties 

- Cannot be used to disinfect 

medical instruments 

- Limited use as a 

disinfectant because of its 

narrow microbial spectrum 
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11.11.5Regarding for Ambulance Decontamination, Ebola is transmitted through contact 

with infected body fluids, so infection control measures must be implemented 

that prevent contact with blood or infectious body fluid throughout the 

decontamination process. This process is designed for a 3-person team. Two 

people will be donned in PPE and perform the decontamination. A third person, 

not donned in PPE, will be available to document the decontamination and for 

other assistance as needed. 

 

12. Availability continuous supply  

12.1 Infection control supplies are an essential part of any safe health care. 

12.2 EMS administration should ensure continuous supply of PPE & surface 

disinfectants and skin sanitizers /antiseptics, medical waste and all Infection 

Control required items according to approved MOH specifications. 

12.3 All supplies are to be checked by designated personnel for expiration dates and 

rotated on regular basis to prevent stock expiration (first in first out). 

12.4 EMS administration should assign a liaison between EMS and Store Responsible 

in case of urgent needed. 

 

13. EMS Providers Education, Training, Compliance and Monitoring 

13.1 Education is a critical component of every infection prevention program and must 

be supported accordingly.  

13.2 Training must be presented by a qualified instructor at an educational level and in a 

language that EMS system responders understand, and workers must have the 

opportunity to ask the trainer questions. 

13.3 Infection prevention education should be updated regularly and have evidence 

based best practices, regulatory requirements, and compliance as its foundation. 

13.4 Education, including orientation and annual continuing education and support to 

help staff consistently implement appropriate infection prevention and control 

practices  

13.5 A yearly education schedule and orientation program for new hiring staff and those 

who need to update their knowledge must be conducted.  

13.6 Effective education programs should monitored and compliance of EMS providers 

must be estimated. 
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APPENDIX A 

CHECKLIST FOR THE CLEANING AND DISINFECTION OF AN AMBULANCE 

Cleaning Following Each Patient Transport  

Completed Action 

□ Place potential infected medical waste in a clearly marked biohazard 

waste receptacle. 

□ Carefully dispose of sharps into a sharps container. 

□ Clean and disinfect all equipment used during the patient encounter– 

Cleaning Standards for Ambulance Equipment). 

□ Clean and disinfect the cab and patient compartment, as required. 

following infection control recommendations 

□ Restock vehicle as required. 

□ If the vehicle is heavily contaminated, it should be taken out of service 

and cleaned following infection control recommendations.  

Routine Scheduled Cleaning 

Completed Action – Patient Compartment 

□ Remove all equipment and sweep out the compartment; clean and 

disinfect. 

□ Remove stretchers; clean and disinfect all components including 

mattress and belts. 

□ Remove wall suction; clean and disinfect. 

□ Remove the contents of cabinets and shelves; clean and disinfect all 

surfaces. 
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