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Florida Department of Health
Shelter Respiratory Guidance
in Special Needs Shelter Operations


Scope 
This document provides recommendations for individuals with influenza-like illness in a Special Needs Shelter.  Whenever possible, shelters should implement routine/standard infection prevention and control strategies used in health care settings to control the spread of disease.  However, during disasters, resources may be limited and normal standards of care may need to be altered.  In those situations, less effective interventions can be implemented, but should only be used when standard practices cannot be achieved.  “Infection Prevention and Control for Shelters during Disasters,” published by the Association of Professionals in Infection Control (APIC), outlines both standard practices and decreasingly effective interventions.  It may be accessed at: http://www.apic.org/Content/NavigationMenu/EmergencyPreparedness/SurgeCapacity/Shelters_Disasters.pdf.  The Centers for Disease Control and Prevention (CDC) has published Interim Guidance for Homeless and Emergency Shelters on the Novel Influenza (H1N1) Virus which can be accessed at: http://www.cdc.gov/h1n1flu/guidance/homeless.htm.  
For a working summary of this document please see Appendix A, Infection Control Checklist for use in Managing Shelter Clients with Influenza-like Illness.
Background Information
Shelters that are set up during disasters are considered temporary and are not expected to administer health care services in the traditional sense.  However, triage and infection prevention and control strategies are critical to identify potentially infectious or acutely ill individuals and prevent the spread of disease within a shelter.  Shelter residents who are ill individuals or that requiring specialty care should be transferred to a medical facility or alternate care site as soon as feasible.  In situations in which potentially contagious individuals cannot be transferred, shelter staff must implement infection prevention and control interventions to decrease the risk of disease spread within the shelter.

Definition of Influenza-like illness

Influenza-like illness (ILI) is defined as fever (temperature of 100°F [37.8°C] or greater) and a cough and/or a sore throat in the absence of a KNOWN cause other than influenza.
Transmission of Influenza-like Illness

The transmission of many respiratory infections is thought to occur largely through exposure to respiratory droplets at distances of less than six feet through direct inhalation.  Transmission is common among close contacts (within six feet) and likely to account for the majority of transmission.  Large-particle respiratory droplets travel only short distances (usually less than six feet) and do not remain suspended in the air, and thus require close contact between the source (an ill person who coughs or sneezes) and the recipient (a well person who inhales the respiratory droplets).  Infection through large-particle respiratory droplets landing directly onto the eyes may also be possible.  Self-contamination after touching a contaminated object or surface through hand-to-nose, hand-to-eye, or hand-to-mouth transmission may also occur.
Incubation Period of Influenza
The incubation period (the time from when you are exposed to when you develop illness) varies, depending on the cause of the infection and several other factors.  The incubation period for influenza may range from one to seven days.

Period of Communicability

Adults that are ill with the flu and not feeling well can easily transmit the virus to others for at least five days after becoming ill and should avoid close contact with other people.  Most healthy adults may also be able to infect others at least one day before symptoms develop and up to five days after becoming ill.  Children may pass the virus for longer than seven days.  
Susceptible Contacts
Those at increased risk of illness are those with close contact (within six feet) with someone who is ill, including those individuals providing care, living in the same household or those in direct contact with respiratory secretions (saliva droplets of a suspected case, coughing, or sneezing), body fluids, and/or excretions (e.g., feces).

Separation of the Ill
A completely separate building (hurricane-rated structure), a separate room, or designated area should be set up for use as a temporary Respiratory Isolation Area.  
Triage 

The shelter should develop an influenza-like illness assessment plan to triage individuals coming into the site.  Individuals with symptoms of influenza-like illness within the past 24 hours should be triaged according to the flow chart below and directed to the Respiratory Isolation Area, as appropriate.  Triage should occur before entering the usual waiting areas through signs, posters, or staff directing people with ILI symptoms to the Respiratory Isolation Area or arranging for transfer to a medical facility or alternate care site.
Suggested triage case definition of influenza-like illness:
Fever greater than 100°F (37.8°C) with a cough and/or sore throat.
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On-going Case Finding for Influenza-like Illness (Active Surveillance)
The shelter should develop an influenza-like illness assessment plan to monitor both clients and staff at the site.  Active surveillance should be conducted on shelter clients and shelter staff to identify any potential infectious diseases or conditions, including influenza-like illness.  Shelter staff should be assessed at the beginning of each shift for ILI.  In addition, shelter clients and staff should be instructed to self- report symptoms between assessments.  Exclude shelter staff with ILI from work for seven days from symptom onset or until 24 hours after the resolution of symptoms, which ever is longer. 
The <<County Health Department (CHD) Epidemiology Hurricane Toolkit was developed to provide guidance on coordinating drop-in surveillance activities and response efforts in shelter operations and other settings.  This document can be accessed at: http://dohiws.doh.ad.state.fl.us/Divisions/Disease_Control/epi/HurricaneToolkit/index.htm 
Key Infection Control Principles for Reducing Influenza Transmission in Shelters
There are four main principles for limiting the spread of respiratory infections in shelter operations:

1. Client controls - reduction/elimination at the source:  This involves limiting dispersion of infectious droplets from the client or "source control."  
· Respiratory Etiquette - All people in the shelter should practice respiratory etiquette and hand hygiene at all times (covering coughs and sneezes by wearing a mask, if ill, when in close contact with others, and washing hands before and after activities to limit dispersion of infectious particles).  
· Use of Masks - If sufficient stocks exist, surgical/procedure masks are recommended for clients when they are in close contact with others (i.e.,  less than six feet away).  This may not always be feasible.

· Treatment of Cases - Treatment with antivirals, if appropriate, to reduce the infectivity of clients.
2. Environmental controls:  These include methods to reduce the concentration of infectious respiratory aerosols in the air and the presence of any contaminated surfaces and items. 
· Ventilation - Adequate ventilation to ensure good air flow and prevent concentration of respiratory particles.
· Sanitation - Cleaning and disinfection of contaminated surfaces and items.
· Waste Management - Follow routine procedures for biomedical waste generated at shelters.  Masks are only necessary if close contact with a patient is anticipated during waste collection.  Clinical (infectious) waste is defined as sharps (needles) used for patient care, tissue residues from wound care, or disposable materials contaminated with blood, body fluids, or other potentially infectious materials, and personal protective equipment (PPE) items used for patient care.  Clinical waste generated in the care of influenza clients should be disposed of in suitable "biohazard" bags inside the room where the waste was generated; needles should be disposed of in sharps boxes.  Arrangements for transport and disposal of biomedical waste should be made prior to the shelter being opened.  Biomedical waste generated during the shelter activation should be disposed of after the event in accordance with applicable laws, rules, and regulations.
3. Administrative controls: These include establishing an appropriate infection-control infrastructure and implement appropriate infection-control measures. 
· Staffing - Staffing plan that promotes an adequate patient-to-staff ratio and mitigates illness and burnout.  Provide appropriate vaccination coverage to staff.
· Cohorting and Isolation with Triage and Respiratory Isolation areas - Separate the ill from other residents to reduce the risk of transmission of infection from the source patient to others and limit contact between infected and uninfected people (including nonessential workers).
· Active surveillance – Institute surveillance for ILI in staff and clients. 
· Spatial separation between clients - Client beds should be positioned at least six feet apart or head-to-toe with beds three feet apart if space is limited. 
· Supplies and Equipment – Use disposable supplies or dedicate equipment to the Respiratory Isolation Area, if possible (such as blood-pressure cuffs, stethoscopes, oxygen masks, and tubing.  Provide PPE as appropriate.
· Infection control precautions - Use of appropriate infection control precautions should be instituted. Please refer to the most recent versions of Florida guidance, which can be accessed through www.myflusafety.com.
· Recommended Changes in Infection Control Precautions for Care of Patients with Confirmed or Suspected Novel Influenza A H1N1 in the Healthcare Setting, Version 1.1, August 10, 2009 
· Interim Infection Control for Care of Patients with Confirmed or Suspected Novel Influenza A (H1N1) Virus Infection in a Healthcare Setting, Version 1.1, August 10, 2009

· Standard Precautions - Routine infection control precautions that apply to all contacts in all health care and shelter settings.  They involve: respiratory etiquette and hygiene (cover coughs and sneezes); hand washing; and use of PPE when handling blood, body substances, excretions, and secretions, including eyewear if splashes onto eye mucosa are anticipated.  Eye protection is not necessary for those not directly attending clients. 
· Droplet Precautions (used in addition to Standard Precautions) – Requires the use of surgical or procedure masks for routine care of potentially infectious individuals with ILI.  Surgical masks can be used for the administration of nebulized medications and the collection of nasopharyngeal specimens.
Note: Any aerosol-generating procedure associated with increased risk of disease transmission however should require use of full PPE including NIOSH-certified N95 respirators and goggles (gloves and gowns as appropriate.)  Such procedures include emergency airway procedures, intubation, and or open-suctioning of airway secretions.
4. Personal protective equipment: The strategies listed above reduce, but do not eliminate, the possibility of exposure to biological risks.  Therefore, to further reduce these risks to healthcare workers and other people interacting with ill individuals in the shelter, PPE should be used together with the strategies above in specific situations that pose an increased risk of pathogen transmission.  PPE use should be defined according to risk of exposure.  Careful risk assessment is needed on an ongoing base at all facilities to assess the need for and appropriateness of PPE. The effectiveness of PPE is dependent on adequate supplies, staff training, appropriate usage, and proper hand hygiene.  Hand hygiene should be performed after removal of all PPE.
· Masks and Respirators - Masks, if properly worn, are likely to be the most effective of all PPE used to protect against a disease that is spread by the respiratory route.  Priority for use of masks in health care facilities is as follows: (a) protect caregivers and healthcare staff, i.e., those in close contact with clients; (b) control transmission at the source by providing a mask to the patient.  Surgical masks (usually with tie-ons) or procedure masks (usually with ear loops) are recommended for routine care provided by health care workers, and other essential staff and caregivers, when they are in close contact with clients (i.e., less than six feet away). The need for masks or respirators is greatly reduced when staff is more than six feet from clients.  
Particulate respirator masks (e.g., NIOSH-certified N95 masks) are recommended for aerosol-generating situations/procedures associated with an increased risk of respiratory disease transmission along with goggles, (gloves and gowns as appropriate).  Particulate respirator masks should be used according to the manufacturer's instructions and the user should perform a seal check before each use, for which training is required.  When particulate respirators are not used properly, their effectiveness may be no greater than surgical or procedure masks.  All medical masks (particulate respirator, surgical, procedure) should fit the user's face tightly covering the mouth and nose.  After removing or changing masks, hand hygiene should be performed.  Single-use PPE items must be disposed appropriately after use within the Respiratory Isolation Area before exiting.  Care must be taken not to touch the face or mask with the hands in order to avoid contamination from droplets that may be on the outside of the mask.
· Eye Protection - Eye protection should also be used during aerosol- generating procedures.   Eye protection with goggles or a visor should also be used in conjunction with masks when in direct close contact with a patient (less than six feet), and sprays of secretions onto the eye mucosa are anticipated.  
· Gloves – Gloves should be worn if contact with blood, body fluids, respiratory secretions, excretions, mucous membranes, or non-intact skin is anticipated, including during aerosol-generating procedures associated with a possible/probable risk of pathogen transmission.  Gloves do not provide full protection against hand contamination.  Change gloves between tasks and procedures on the same patient and after contact with potentially infectious material.  Remove gloves after use, before touching non-contaminated items and surfaces, and before going to another patient.  
· Gowns – Gowns should be worn to protect skin and prevent soiling of clothing during activities that are likely to generate splashes or sprays of blood, body fluids, secretions, or excretions.  Select a gown that is appropriate for the activity and amount of fluid likely to be encountered.  If the gown in use is not fluid-resistant, and splashing or spraying of potentially infectious material is anticipated, a waterproof apron should be worn over the gown.  Remove a soiled gown as soon as possible and place it in a waste or laundry receptacle (as appropriate).

Appendix A:  Infection Control Checklist for use in Managing Clients and Staff with Influenza-like Illness
Patient Controls
 FORMCHECKBOX 
  Respiratory Etiquette - Cover coughs and sneezes; hand washing.   
 FORMCHECKBOX 
  Use of masks to reduce transmission. 

 FORMCHECKBOX 
  Provide treatment if indicated.
Environmental Controls
 FORMCHECKBOX 
  Select a separate location with good ventilation for isolation of people with influenza-like illness.
 FORMCHECKBOX 
  Clean and disinfect contaminated surfaces and items.

 FORMCHECKBOX 
  Ensure proper waste management and disposal.

Administrative Controls
 FORMCHECKBOX 
  Staffing - staff planning to promote an adequate patient-to-staff ratio and to avoid    illness and burnout. Provide appropriate vaccination coverage to staff.
 FORMCHECKBOX 
  Institute active surveillance for ILI illness in staff (if necessary) and exclude from work for seven days from symptom onset or until 24 hours after the resolution of symptoms, which ever is longer.
 FORMCHECKBOX 
  Use a triage system and cohort ill clients until they are fever free for 24 hours without the use of fever reducing medication.  Separate the ill from other shelter residents to reduce the risk of direct or indirect contact transmission of infection from the source patient to others. 
 FORMCHECKBOX 
  Institute active surveillance for ILI illness in clients accepted into the shelter (if necessary) and cohort ill clients until they are fever free for 24 hours without the use of fever reducing medication.
 FORMCHECKBOX 
  Spatially separate the ill clients (greater than six feet between clients) if possible.  Otherwise, use head-to-toe positioning of client beds with beds three feet apart if space is limited. 
 FORMCHECKBOX 
  Supplies and Equipment – use disposal supplies or dedicate equipment to the Respiratory Isolation Area, if possible (such as blood-pressure cuffs, stethoscopes, oxygen masks, and tubing.  Provide PPE as appropriate.
 FORMCHECKBOX 
  Establish the use of appropriate infection-control measures and precautions.
Personal Protective Equipment
 FORMCHECKBOX 
  Provide a supply of clean PPE (masks, respirators, eye protection, gloves, and gowns) outside the Respiratory Isolation Area.
 FORMCHECKBOX 
  Select the appropriate level of PPE as per current infection control guidelines for Novel Influenza A (H1N1).
 FORMCHECKBOX 
  Ensure that PPE (masks, respirators, eye protection, gloves, and gowns) is being used appropriately.
 FORMCHECKBOX 
  Provide a means to dispose of used PPE.
* Give clients surgical or procedure masks and direct to the Respiratory Isolation Area. Promote distances greater than six feet between clients. Encourage respiratory etiquette at all times (cover coughs and sneezes or cough/sneeze into sleeve, if no masks are available).





**Cohort or isolate ill clients until they are fever free for 24 hours without the use of fever reducing medications. Release back into shelter population with guidance on respiratory etiquette.








Conduct Shelter Intake Assessment.





Fever > 100°


with Cough and/ or Sore throat in the past 24 hours.





Direct Individual to Respiratory Isolation Area of Shelter Operation**.





Assess 


Clinical Stability.





Transfer individual to healthcare facility or Alternative Care Sites.





Clinically stable





Clinically unstable





Accept Individual into Shelter Population.





NO





YES*





Assess Ability to Transfer Patient.





Provide Comfort Care within the Respiratory Isolation Area.











YES





NO





Triage for ILI Complete.





Triage Process Flow for Shelter Clients with Influenza-like Illness:
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