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POLICY: EXPOSURE CONTROL PLAN FOR PRE-HOSPITAL PROVIDERS – 200.19 
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CURRENT  
REVIEW/REVISION DATE: 
11/17 

SUPERSEDES:  N/A,9/16 

 

ORIGINAL EFFECTIVE 
DATE:   08/16 

DEPARTMENT SPECIFIC EMERGENCY MANAGEMENT SYSTEM 
 

I. PURPOSE:  
To provide guidelines, policies and procedures designed to prevent or minimize occupational 
exposure of pre-hospital care providers to bloodborne pathogens, airborne pathogens, or other 
potentially infectious materials.  

 
To provide compliance with the applicable provisions of Occupational Exposure to Bloodborne 
Pathogens; as stipulated through the standards of 29 C.F.R. § 1910.1030 and the Ryan White 
Human Immunodeficiency Virus (HIV)/ Acquired Immunodeficiency Syndrome (AIDS) 
Treatment Extension Act of 2009, Pub. L. No. 111-87 (2009).  

 
II. POLICY:  

A. Providers in the Morris Hospital Emergency Medical Services (EMS) System must follow the 
exposure control plan to prevent or minimize occupational exposure to bloodborne pathogens, 
airborne pathogens or other potentially infectious materials.  
1. System EMS personnel shall take reasonable precautions to keep from being 

occupationally exposed to bloodborne pathogens and/or from acquiring infectious or 
communicable diseases from patients.  

2. The System will consider, and, where appropriate, use effective engineering controls, 
including safer medical devices, in order to reduce the risk of injury from needle sticks and 
from other sharp medical instruments (OSHA compliance directive).  

3. Patients shall be reasonably protected from acquiring healthcare acquired infections from 
the ambulance environment by equipment used by them in the course of pre-hospital 
emergency care.  

 
B. Supporting Rationale  

1. Patients who do not appear to be infected may contaminate the ambulance by droplets or 
by direct contact, even though no evidence of contamination is apparent. Examples include 
contamination with mites (scabies), lice, bedbugs, herpetic lesions or fungal infections of 
exposed skin and infections where surface contamination of the interior of the ambulance 
in the immediate vicinity of the patient may have occurred.  

2. Other pathogens, such as HIV, Hepatitis B or C, may be transmitted by contact with the 
patient’s blood and/or selected body secretions.  

 
EMS personnel are advised to treat all patients as potential carriers of infectious diseases and 
are instructed to observe Universal Blood and Body Secretion Precautions as outlined by the 
Centers for Disease Control (CDC) for all patients.  
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C. Definitions  
1. Appropriate Safer Medical Device: Devices whose use, based on reasonable judgment in 

individual cases, will not jeopardize patient or employee safety or be medically 
contraindicated.  

 
2. Blood: Human blood, blood components and products made from human blood. Human 

blood components include plasma, platelets, and serosanguinous fluids such as exudates 
from wounds.  

 
3. Bloodborne pathogens: While HIV and HBV are identified in the OSHA standards, the 

term includes any pathogenic microorganism that is present in human blood and can infect 
and cause disease in persons who are exposed to blood containing the pathogen.  

 
4. Designated Infection Control Officer (DICO): Educated on infection control and exposure 

mitigation. 
 
5. Engineering Controls: All control measures (e.g. sharps disposal containers, self-sheathing 

needles, safer medical devices, such as sharps with engineered sharps injury protections 
and needleless systems) that isolate or remove a bloodborne pathogens hazard from the 
workplace and reduce the risk of percutaneous exposure to bloodborne pathogens.  

 
6. Exposure Incident: Means a specific eye, mouth or other mucous membrane, non-intact 

skin, or parenternal contact with blood or other potentially infectious material that result 
from the performance of pre-hospital duties. Non-intact skin includes skin with dermatitis, 
hangnails, cuts, abrasions, chaffing, etc.  

 
7. Needleless System: A device that does not use needles for: (a) the collection of bodily 

fluids or withdrawal of body fluids after initial venous or arterial access is established; (b) 
the administration of medication or fluids; or (c) any other procedure involving the 
potential for occupational exposure to bloodborne pathogens due to percutaneous injuries 
from contaminated sharps.  

 
8. Other Potentially Infectious Materials (OPIM): These include the following human body 

fluids: semen, vaginal secretions, cerebrospinal fluid, synovial fluid, peritoneal fluid, 
amniotic fluid, pleural fluid, saliva where there has been mouth trauma, any bodily fluid 
that is visibly contaminated with blood and all body fluids in situations where it is difficult 
or impossible to differentiate between body fluids. Coverage of the definition also extends 
to blood and tissues of animals that are deliberately infected with HIV or HBV.  

 
D. Universal Blood and Body Fluid Precautions  

1. Use of personal protective equipment (PPE)/body substance isolation (BSI) reduces the 
health care worker’s risk of exposure to potentially infectious materials. Protective 
equipment shall be chosen based on the anticipated exposure to blood or OPIM.  

 
2. Potentially infectious body fluids to which universal precautions apply:  

a. Blood and other body fluids containing visible blood. 
b. Semen and vaginal secretions. 
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c. Tissues and the following fluids: cerebral spinal fluid, synovial fluid, pleural fluid, 
peritoneal fluid, pericardial fluid, and amniotic fluid. 

 
3. Examples of PPE/BSI: Single use disposable vinyl or latex-free gloves, utility gloves, fluid 

repellent gowns, surgical face masks, N-95 filtration masks, pocket masks, and protective 
eyewear with solid side shields.  

 
4. BSI: Protective equipment shall be considered appropriate only if it does not permit blood 

or OPIM to pass through or reach the person’s clothing, skin, eyes, mouth or other mucous 
membranes under normal conditions of use and for the duration of time in which the 
protective equipment shall be used.  

 
E. Indications for Use of PPE/BSI  

1. PPE shall be carried on all ambulances and alternate response vehicles. The size, quantity, 
and type of equipment provided by the employer shall be sufficient to supply all employees 
expected to respond to an incident where BSI is indicated.  

 
2. All EMS responders shall use appropriate PPE/BSI to prevent skin and mucous membrane 

exposure when contact with blood or other body secretions is anticipated. The only 
exception is if they temporarily and briefly decline to use PPE when, under rare and 
extraordinary circumstances, it was the person’s professional judgment, that in the specific 
instance its use would have prevented the delivery of health care, public safety services or 
would have posed an increased hazard to the safety of the EMS provider. When the EMS 
responder makes this judgment, the circumstances shall be reported according to the 
employer’s guidelines. This particular clause should not be used to circumvent the 
guidelines on a routine or customary basis.  

 
3. Universal precautions are intended to supplement rather than replace recommendations for 

routine infection control, such as hand washing and using gloves, to prevent gross 
microbial contamination of the hands. Because it is impractical to specify the types of 
barriers needed for every possible clinical situation, common sense and prudent judgment 
must be exercised.  

 
4. Gloves: 

a. Gloves shall be worn for touching blood and body fluids, mucous membranes or non-
intact skin of all patients, for handling items or surfaces soiled with blood or body 
fluids, and for performing venipuncture and other invasive procedures, e.g. intubation, 
cricothyroidotomy, pleural decompression, etc. Provider should consider using gloves 
in presence of cutaneous infection.  

b. They are not necessary for all patient contact. Gloves are not routinely indicated in the 
absence of blood or body fluids or on patients for whom invasive procedures are not 
performed.  

c. Gloves must be changed after contact with each patient.  
d. Remove gloves as soon as possible after caring for a patient. Medical gloves should 

not be worn in elevators or public hallways after a patient has been delivered to the 
Emergency Department (ED) or their destination.  
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e. Due to the potential for cross contamination, gloves shall not be worn by 
driver/operators of a vehicle transporting a patient following contact/care of that 
patient. 

f. Gloves should reduce the incidence of contamination of hands, but they cannot prevent 
penetrating injuries due to needles or other sharp implements.  

 
5. Masks and protective eyewear or face shields shall be worn in the patient care compartment 

and when working within six feet of a patient who is suspected of having a disease 
transmitted by droplets. They shall also be worn during procedures that are likely to 
generate droplets or a spray of blood or release of other body fluids to prevent exposure of 
mucous membranes of the mouth, nose and eyes. Surgical masks, with (attached or 
separate) eye protection, shall be worn whenever there is a possibility of TB, SARS or 
influenza-type illness exposure. During times of pandemic or new disease emergence, 
agencies may be directed to increase respiratory protection as directed by their agency 
exposure control plan and CDC. 

 
6. Fluid repellent gowns or aprons shall be worn during procedures that are likely to generate 

splashes of blood or other body fluids.  
 

7. Scrupulous precautions are indicated for care of the debilitated patient who is unable to 
practice good hygiene, such as the patient with profuse diarrhea, fecal incontinence, 
vomiting, altered behavior which may occur secondary to central nervous system infections 
or those patients whose social habits place them in one of the high risk behavior groups, 
and it is foreseeable that they may be harboring an infection, e.g. intravenous drug users.  

 
8. Vaginal deliveries: Gloves, gowns, masks and protective eyewear should be worn during 

the delivery and when handling the placenta or the infant until all blood and amniotic fluid 
have been removed or covered with fluid-repellent barriers.  

 
F. Hand Washing: 

1. Hands and other skin surfaces should be washed immediately and thoroughly with soap 
and water following all patient contacts.  

 
2. Decontaminate hands prior to inserting peripheral vascular catheters, other invasive 

devices or accessing indwelling catheters that do not require a surgical procedure.  
 

3. Disposable gloves are not completely impermeable. Hands must be thoroughly washed or 
decontaminated with an approved disinfectant product after gloves have been removed.  

 
4. In the absence of soap and water, the CDC recommends an alcohol-based hand rub 

containing at least 60% alcohol. Storage and dispenser placement of alcohol- based hand 
rubs will be in compliance with regulations for Class I flammable agents, with NFPA 100 
requirements and with all applicable codes.  

 
5. Use of hand sanitizers should not be considered a substitute for hand washing when 

available; but rather as an adjunct until able to properly wash hands. Alcohol based hand 
sanitizers can quickly reduce the number of microbes on hands in some situation, but 
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sanitizers do not eliminate all types of germs. Soap and water are more effective than hand 
sanitizers at removing c-diff, norovirus, and cryptosporidium. 

 
6. Hand Hygiene Technique  

a. When washing hands with soap and water, wet hands first with warm water, apply an 
amount of product recommended by the manufacturer to hands and wrists and rub 
together vigorously for at least 20-30 seconds, covering all surfaces and the hands and 
fingers. Rinse hands with water and dry thoroughly with a disposable towel. Use clean 
dry (new) towel to turn off the faucet. Avoid using hot water, because repeated 
exposure to hot water may increase the risk of dermatitis.  

b. When decontaminating hands with an alcohol-based hand rub, apply product to palm 
of one hand and rub hands together, covering all surfaces of fingers and fingernails 
until hands are dry. Follow the manufacturer’s recommendations regarding the volume 
of product to use.  

c. EMS personnel having direct contact with patients should not wear artificial fingernails 
or extenders and should have no chipped nail polish, as mandated and enforced by 
OSHA.  

 
G. Precautions to prevent exposures and/or transmission of disease: 

1. All EMS personnel should take precautions to prevent exposure injuries caused by needles, 
scalpels, and other sharp instruments or devices during procedures; when cleaning used 
instruments; during disposal; and when handling sharp instruments after procedures.  

 
2. Needles/sharps  

a. System members are encouraged to use sharps with engineered sharps injury 
protection, such as self-sheathing IV catheters, thereby reducing the incidence of 
accidental needle sticks.  

b. To prevent needle stick injuries, needles should not be recapped, purposefully bent or 
broken, removed from disposable syringes or otherwise manipulated by hand.  

c. Contaminated sharps (disposable syringes and needles, scalpel blades) are to be placed 
in containers which are closable, puncture resistant, leak proof on sides and bottom, 
easily accessible to personnel, maintained upright throughout use, labeled or color-
coded properly. Puncture-resistant containers should be located as close as possible to 
the use area (point of use). DO NOT stick used needles into mattresses or bench seats. 
When moving sharps containers from the area of use, they shall be closed immediately 
prior to removal or replacement to prevent spillage or protrusion of contents during 
handling. All full sharps containers should be sealed and given to ED personnel for 
proper disposal.  

d. Broken glassware which may be contaminated must not be picked up directly with the 
hands. It shall be cleaned up using mechanical means such as a brush and dust pan, 
tongs or forceps.  

 
3. Disposable bag-valve-masks (BVMs) or non-disposable bags with disposable one-way 

valve inter-connects and disposable masks should be used on all patients.  
 

4. EMS responders who have exudative lesions or weeping dermatitis, or other illnesses 
should refrain from all direct patient care and from handling patient care equipment until 
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the condition resolves as directed and specified with the agency’s exposure control plan 
under “Work Restriction Guideline”.  

 
5. Pregnant health care workers are not known to be at greater risk of contracting HIV 

infection than health care workers who are not pregnant; however, if a health care worker 
develops HIV infection during pregnancy, the infant is at risk of infection resulting from 
perinatal transmission. Because of this risk, pregnant health care workers should be 
especially familiar with and strictly adhere to precautions to minimize the risk of HIV 
transmission.  

 
6. Procedure for appropriately disposing of contaminated clothing, equipment and linen.  

a. All garments that are penetrated by blood or OPIM shall be removed immediately or 
as soon thereafter as practical. Prehospital personnel shall continue treating the patient, 
even if an exposure has occurred. All PPE shall be removed prior to leaving the work 
area.  

b. It may be possible for the work area to expand to the ambulance quarters. When this 
occurs, OSHA suggests that EMS personnel cover up with a non-absorbent barrier and 
ride in the patient compartment of the ambulance to protect against contaminating the 
cab of the vehicle. The contaminated responder and the ambulance will remain out of 
service until both have been decontaminated.  

 
7. Potentially hazardous waste  

a. Body excretions or secretions, e.g. suction aspirate, placentas, etc., must be identified 
and bagged in durable bags (see below) resistant to puncture and tears. Waste may be 
single bagged if it can be put in the bag without contaminating the outside. Otherwise, 
double bagging is required.  

b. Warning labels shall be affixed to containers of regulated waste or OPIM such as 
sharps containers. Red bags, preferably those sold commercially with a biohazard print, 
may be substituted for labels. Biohazard labels are to be fluorescent orange or orange-
red or predominantly so, with lettering or symbols in a contrasting color.  

c. All contaminated disposable equipment shall be properly discarded at the receiving 
hospital.  

d. Non-disposable items that could release blood/OPIM in a liquid or semi-liquid state if 
compressed must be appropriately cleaned, disinfected, or discarded.  
i. Items that are caked with dried blood or OPIM and are capable of releasing these 

materials during handling must be appropriately cleaned.  
ii. Non-disposable, non-consumable patient equipment that becomes contaminated 

by a patient’s blood or body fluids and are left at the hospital due to the on-going 
needs of a patient, must have gross contaminants removed and physical cleaning 
completed by the hospital or fully enclosed within a biohazard bag or other fluid 
impermeable material with proper warning labels for the provider to safely 
transport the equipment back to their facility for cleaning. Failure to clean this 
equipment creates a potential medium for transmission of disease and is not 
consistent with the intent or purpose of this policy.  

 
8. Clean and decontaminate all ambulance equipment and environmental work surfaces 

regularly, based on the agency’s exposure control plan “cleaning/disinfecting schedule”, 
and after contact with blood or OPIM according to System and employer procedures.  



   Exposure Control Plan For Pre-Hospital Providers – 200.19 
   Page 7 of 21 

a. Clean, decontaminate and disinfect ambulance work surfaces as soon as feasible when 
surfaces are overtly contaminated. All have the potential to transmit infectious 
diseases. When cleaning gross spills, wear gloves and use disposable toweling to 
remove the majority of the spill. Place all soiled components into an appropriate 
biohazard bag that can be sealed/tied for disposal.  

b. After gross spills are removed, clean (physical removal of soilage) with an effective 
and safe product. While hydrogen peroxide (0.3% solution) helps to loosen blood and 
tissue, it does not disinfect. Use a low-sudsing detergent with a neutral pH on washable 
surfaces, e.g. Opticide by MicroScientific or OMEGA by Airwick. Grocery store 
detergents do not have a neutral pH and should not be used. Disinfection or sterilization 
cannot take place unless the equipment is physically clean. Rinse with tap water.  

c. Disinfectant formulations registered by the EPA can be used for disinfecting 
environmental surfaces after cleaning. The System prefers Opticide Disinfectant 
Cleaner (MicroScientific) or a freshly constituted 1:100 solution of bleach (24 hour 
effective shelf life maximum). Follow manufacturer’s instructions.  
 

9. Contaminated linen  
a. The risk of disease transmission from soiled linens is small. Handle soiled linens as 

little as possible with minimum agitation. Wear gloves when bagging contaminated 
clothing or linen. Wrap linens that are or might be contaminated in heavy, 
biodegradable plastic bags provided by the hospital. Label as “contaminated” or 
“infectious waste”. These bags must be constructed in a manner that would prevent 
leakage.  

b. When contaminated laundry is wet and presents a reasonable likelihood of soak-
through or leakage from the bag or container, the laundry must be placed and 
transported in bags or containers which prevent soak-through and/or leakage of fluids 
to the exterior.  

c. Do not sort or rinse contaminated laundry in the patient care area.  
d. When universal precautions are used in the handling of all soiled laundry, alternative 

labeling or color coding is sufficient if it permits all personnel to recognize the 
containers as requiring compliance with universal precautions.  

 
10. Transport potentially infectious patients using the minimum number of EMS personnel and 

without non-infected patients or passengers in the ambulance.  
 

11. Notify receiving facilities of the impending arrival of a potentially infectious patient prior 
to transport to give them adequate time to initiate appropriate infection control procedures.  

 
H. Immunizations and Other Preventative Testing  

EMS personnel are urged to have all appropriate immunizations or have evidence of immunity, 
when possible, against tetanus-diphtheria, pertussis, rubella, measles, mumps, polio, Hepatitis 
B and others, as effective immunizations become available. System employers shall maintain 
personnel records in accordance with OSHA Guidelines relative to HBV immunization and/or 
declination statements. Annual TB screening shall be based on individual agency’s annual TB 
risk analysis. Annual influenza vaccination is strongly recommended.  

 
I. Procedure for a Suspected Exposure – EMS Personnel  
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1. Even though all safety precautions are followed, a person may still have direct contact with 
a patient’s blood and/or body secretions or be exposed to a communicable disease. Without 
appropriate documentation, the exposed health care worker may not be eligible for medical 
care reimbursement or other long-term benefits.  

 
2. EMS Provider Agencies are required to develop internal Bloodborne Pathogens Exposure 

Control Plans regarding the use of PPE, vaccinations, and follow-up of personnel if 
exposed in compliance with Federal Law.  

 
3. General guidelines  

a. All personnel who believe they have experienced an exposure event should first 
provide themselves with the appropriate first-aid treatment and decontamination as 
required. Once able, the personnel should contact their employer’s Designated 
Infection Control Officer (DICO) or his/her designee as required by the Ryan White 
Act HIV/AIDS Treatment Extension Act of 2009 and NFPA 1581.  

b. Once notified, the DICO shall evaluate the facts of the potential exposure and 
determine if there is a potential for occupational acquisition of an infectious disease, 
based on CDC guidelines for Risk of Occupational Exposure to HBV, HCV, and HIV 
and Recommendations for Post-exposure prophylaxis (MMWR June 29, 2001); 
Updated US Public Health Service Guidelines for the Management of Occupational 
Exposures to HIV and Recommendations for Post-exposure prophylaxis (MMWR, 
Sept. 30, 2005) or updated guidelines as they are published.  

c. If the DICO determines that no exposure occurred, no further follow-up is required. 
The personnel should document any injury or first-aid required with their employer per 
employer policy.  

d. If the DICO determines that an exposure has occurred, the DICO will follow agency 
policy as required by the Ryan White Act. (See Attachment 1: EMT/Firefighter 
Occupational Exposure Flow Chart and Standing Orders) 

 
J. Recommended Procedures for Follow Up – Hospitals  

1. Hospitals are asked to collaborate with the requests of DICOs in safeguarding the wellbeing 
of System members and/or other professionals covered under the Ryan White Act per 
procedure.  

 
2. Hospitals are asked to ensure the timely completion of lab studies and reporting of results 

to the DICO in compliance with the Ryan White Act and/or other Federal and State statues.  
 

3. If the source patient tests NEGATIVE for the targeted organisms and has no other evidence 
of infection, no further follow-up is generally required.  

 
4. If the source patient cannot be identified, decisions on the method of follow up should be 

based on the type of exposure and the likelihood that the patient was infected. This decision 
should be made jointly by the DICO in consultation with and Infection Control Consultant.  

 
5. If the source patient tests POSITIVE, hospitals may only release the test results to the DICO 

who requested the lab draw. The exposed individual must receive counseling, 
confidentially and in person, about the meaning of the test results, the availability of 
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additional confirmatory testing, the possibility of infection, methods to prevent the spread 
of the infection, and services available for further information and counseling.  

 
6. Follow-up care for exposure to a positive source should be initiated as soon as feasible to 

ensure timely post-exposure prophylaxis if indicated or directed by CDC and/or referred 
Infectious Disease physician.  

 
K. Notification requirements in the absence of an exposure incident – hospitals  

1. According to the Illinois Hospital Licensing Act, 210 Ill. Comp. Stat. § 85/1 et seq., and 
the Ryan White HIV/AIDS Extension Act of 2009, Pub. L. No. 111-87 (2009), each 
hospital is required to establish procedures for notifying EMS personnel who have 
provided or are about to provide, emergency care or life support services to a patient who 
has been diagnosed as having a dangerous communicable or infectious disease.  

 
2. Per 210 ILCS. § 85/6.08.  

a. Every hospital shall provide notification as required in this Section to police officers, 
firefighters, emergency medical technicians, and ambulance personnel who have 
provided or are about to provide emergency care or life support services to a patient 
who has been diagnosed as having a dangerous communicable or infectious disease. 
Such notification shall not include the name of the patient, and the emergency services 
provider agency and any person receiving such notification shall treat the information 
received as a confidential medical record.  

b. The Department shall establish by regulation a list of those communicable reportable 
diseases and conditions for which notification shall be provided. Notification shall be 
required for the following diseases: AIDS, AIDS-related complex (ARC), Anthrax, 
Chickenpox, Cholera, Diphtheria, Hepatitis B, Hepatitis C, Herpes Simplex, Human 
Immunodeficiency Virus (HIV), Invasive Meningococcal Infection (Meningitis or 
Meningococcemia), Measles, Mumps, Plague, Polio, Rabies (human Rabies), Rubella 
(including Congenital Rubella Syndrome), Smallpox, Tuberculosis, Ebola, MERS, and 
Typhus (louse-borne). The EMS System also recommends notification for head and/or 
body lice, bedbugs and scabies to local health department ie: Cook County Department 
of Public Health, or other local health departments. (Source: Amended at 15 Ill Reg. 
5328, effective May 1, 1991)  

c. The hospital shall send the letter of notification within 72 hours after confirmed 
diagnosis of any of the communicable diseases listed by the Department pursuant to 
subsection (b), except confirmed diagnoses of AIDS. If there is a confirmed diagnosis 
of AIDS, the hospital shall send the letter of notification only if the police officers, 
firefighters, emergency medical technicians, or ambulance personnel have indicated 
on the ambulance run sheet that a reasonable possibility exists that they have had blood 
or body fluid contact with the patient, or if hospital personnel providing the notification 
have reason to know of a possible exposure.  

d. Notification letters shall be sent to the designated contact at the municipal or private 
provider agencies (DICO) listed on the ambulance run sheet. Except in municipalities 
with a population of 1,000,000, a list attached to the ambulance run sheet must contain 
all municipal and private agency personnel who have provided any pre-hospital care 
immediately prior to transport. In municipalities with a population over 1,000,000, the 
ambulance run sheet must contain the company number or unit designation number for 
fire department personnel who have provided any pre-hospital care immediately prior 
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to transport. The letter shall state the names of crew members listed on the attachment 
to the ambulance run sheet and the name of the communicable disease diagnosed, but 
shall not contain the patient’s name. Upon receipt of such notification letter, the 
applicable private provider agency or the designated infectious disease control officer 
of a municipal fire department or fire protection district shall contact all personnel 
involved in the pre-hospital or inter-hospital care and transport of the patient. Such 
notification letter may, but is not required to, consist of the following form:  

• NOTIFICATION LETTER  
• (NAME OF HOSPITAL)  
• (ADDRESS)  
• TO: (Name of Organization) (Attn: Designated Infection Control Officer) 
• FROM: (Infection Control Coordinator)  
• DATE  

o As required by section 6.08 of the Illinois Hospital Licensing Act, (name 
of hospital) is hereby providing notification that the following crew 
members or agencies transported or provided pre-hospital care to a patient 
on…(date), and the transported patient was later diagnosed as 
having….(name of communicable disease): ….(list of crew members).  

o The Hospital Licensing Act requires you to maintain this information as a 
confidential medical record. Disclosure of this information may therefore 
result in civil liability for the individual or company breaching the 
patient’s confidentiality, or both.  

o If you have any questions regarding this patient, please contact me at …. 
(telephone number), between….(hours). Questions regarding exposure or 
the financial aspects of obtaining medical care should be directed to your 
employer.  

e. Upon discharge of a patient with a communicable disease to emergency personnel, the 
hospital shall notify the emergency personnel of appropriate precautions against the 
communicable disease, but shall not identify the name of the disease in the following:  

• Typhoid fever  
• Giardiasis  
• Amebiasis  
• Hepatitis A  
• Shigellosis  
• Salmonellosis  

f. The hospital may, in its discretion, take any measures in addition to those required in 
this Section to notify police officers, firefighters, emergency medical technicians, and 
ambulance personnel of possible exposure to any communicable disease. However, in 
all cases this information shall be maintained as a confidential medical record and shall 
not conflict with Federal or state confidentiality statutes or with the provisions of 
section 6.08 of the Hospital Licensing Act.  

g. Any person providing or failing to provide notification under the protocol required by 
this Section shall have immunity from any liability, either criminal or civil, that might 
result by reason of such action or inaction, unless such action or inaction is willful.  

h. Any person who willfully fails to provide any notification required pursuant to an 
applicable protocol which has been adopted and approved pursuant to this Section 
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commits a petty offense, and shall be subject to a fine of $200 for the first offense, and 
$500 for a second or subsequent offense.  

i. Nothing in this Section shall preclude a civil action by a firefighter, emergency medical 
technician, or ambulance crew member against an emergency services provider 
agency, municipal fire department, or fire protection district that fails to inform the 
member in a timely fashion of the receipt of a notification letter.  

 
References:  
OSHA: Bloodborne Pathogens and Needlestick Prevention: 
www.osha.gov/SLTC/bloodbornepathogens/index.html 
 
OSHA: Bloodborne Pathogens 29 CFR 1910.1030 
https://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=standards&p_id=10051 
 
CDC: IOSH Bloodborne Pathogens Topic Page:  
www.cdc.gov/niosh/topics/bbp  
 
CDC: Protecting Healthcare Workers from Bloodborne Pathogens: 
www.cdc.gov/ncidod/dhap/wrkrProtect_bp.html  
 
Health Facilities and Regulation (210 ILCS 85/) Hospital Licensing Act 
http://www.ilga.gov/legislation/ilcs/ilcs3.asp?ActID=1234&ChapterID=21 
 
 
Approval: 
 
 
 
      
Thomas J. Dohm  Date 
VP of Professional Services 
 
 
 
      
Robin Stortz, RN  Date 
Manager of EMS 
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http://www.cdc.gov/ncidod/dhap/wrkrProtect_bp.html
http://www.ilga.gov/legislation/ilcs/ilcs3.asp?ActID=1234&ChapterID=21
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ATTACHEMENT A 
 
 

EMT/Firefighter (No injury) 
 
 
Contacts: 1ST Dr Marino 708-764-0869 

2nd Identified DICO for Department of exposed EMT/Firefighter 
  (See attached DICO list) 

 
 
 
 
 
Auth From:___________________ on_______ at _______by___________. 
    Company Contact      Date  Time     Registrar 
 
 
 
 
 
 
 
 
 
 
BILLING INSTRUCTIONS: 
  Exposure panels:   See attached sheet for billing and contacts  
 
 
REPORTING INSTRUCTIONS:  
  Exposure panels:    Lab is responsible to notify DICO 
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****Please see attached 
For all complete DICO’S****  

  
 
  
  
 
   
 
  
 
 
 

     
 
 
   
  
 

        
  
  

EMT/Firefighter 
Occupational Exposure Flow Chart 

 
Emergency Department and 
Occupational Medicine (after hours Dr 
Marino) notified of exposure by 
EMT/Firefighter 

Emergency Department and Occupational 
Medicine notified of exposure by Designated 
Infection Control Officer or Assistant DICO 
prior to EMT/Firefighter arrival 

• Medical treatment of 
EMT/Firefighter injuries 
(EMT/Firefighter can refuse 
treatment if normal refusal 
criteria are met) 

• Contact Designated Infection 
Control Officer or Assistant  
DICO, if not already contacted 

• Designated  Infection Control 
Officer or Assistant DICO will 
make exposure determination 

Medical treatment of any EMT/Firefighter 
injuries (EMT/Firefighter can refuse 
treatment if normal refusal criteria are 
met) 

Source Patient Rapid-Testing (if available) 
• Rapid HIV, HBV, HCV 
• Test for Syphilis if Patient is HIV 

Positive 
∗ EMT/Firefighter draw not 

required at this time 

 

Notify Designated Infection Control Officer or Assistant 
DICO and Occupational medicine or Dr Marino via phone 

• DICO or Assistant DICO will notify the 
EMT/Firefighter of the results of source patient 
testing 

• If Positive test from source Patient, 
EMT/Firefighter will be referred for post 
exposure counseling, baseline tests, and 
treatment as per Dr Marino, DICO or Assistant 
DICO  

• Written results of source patient testing will be 
made available to DICO or Alternate DICO 
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Use Morris Hospital profile for any Morris Hospital exposures.  
Source patient will be registered thru lab.  
Exposure patient will be registered at by ED Registration. 
Dr Marino or the DICO (list attached) will contact ED Registration to let them know the 
EMT/Firefighter needs to be registered Dr. Marino or the DICO will contact Lab at 815-705-
7550. If the EMT/Firefighter is requesting to check in for an exposure and we have not received 
a call from Dr. Marino or the DICO the Firefighter EMT has to call either Dr. Mario or the 
DICO. Dr. Marino can be reached at 708-764-0869. 
NOTE: You can’t move forward until you hear from Dr. Marino or the DICO. If the 
EMT/Firefighter has been waiting for a call back from Dr. Marino or the DICO for 10 
minutes call Dr Marino at 708-764-0869. 
If the patient wants to be seen without approval from Dr. Marino or the DICO they can 
register but their private insurance would be billed. 
Register exposure patient as: 

a. Type is Referred, Form is Long 
b. Verify Patient, Employer, Custom Questions, ADV/SEN and Contact, Guarantor 

Employer as you normally would.  
c. Guarantor screen name as CO, Name of Fire or EMS (see list), address of 

company, phone number of company, Soc Sec Num is 000-00-0000, Rel to PT is 
EMP, Guarantor Date of Birth is the patient’s.  Guarantor Employer is the name 
of the patient’s employer.  Update guarantor demo recall? Should be No.  
 

 
 

d. Insurance screen mnemonic is DRUPHYOH and policy number is patient’s 
SSN.  Insurance Name must match the Guarantor name EXACTLY.  Enter 
company name EXACTLY AS IT IS ON GUARANTOR SCREEN (we 
recommend to copy and paste it), address and phone are companies, EMP Status 
complete as applicable.   Update Ins 
 
Demo Recall? Should be No.  
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e. Code screen Occurrence is 04, Condition Code is 02, Where and How occurred, Work related, 
who reported injury to:  need to be completed .  

 

               
 

f. Provider screen Attending is MARRO03 for Dr. Marino.  
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g. Visit screen Service Date is today, Service Time is now, ADM Priority is EL, ADM 
Source is NON, Location is OCCUPHEALT  
 

 
 
 
 
 

Initiated date/by: 07-07-15 mopyd 
Effective date: 7-11-17 per dr marino and Robin Stortz 
Amendment: 7-13-17 updated registration part. Mopyd 
7-27-17 added so for labwork. mopyd 
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Braceville Fire Protection District 
D.I.C.O.-Chrissy Tromfimchuck 
Phone 815-671-5737 
Email-  bfpctrofimchuck@yahoo.com 
Alternate-Brett Alford 
Phone 815-341-4138 
Email- btalford2010@gmail.com 
Address: 101 Route 53, Braceville, IL  60407 
 
Braidwood Fire Protection District 
D.I.C.O.- Mike Pemble 
Phone 815-302-3821 
Email- mpemble@braidwoodfire.org 
Alternate- Jairen Swan 
Phone 815-999-1933 
Email- jswan@braidwoodfire.org 
Address: 275 W Main St, Braidwood, IL  60408 
 
Channahon Fire Protection District 
D.I.C.O.- Lt Ryan Jandura 
Phone 815-467-6767 
Email- rjandura@channahonfire.com 
Address: 24929 S Center St, Channahon, IL  60410 
 
Coal City Fire Protection District 
D.I.C.O.- Patrick Shroba 
Phone 815-954-0183 
Email- pshroba@ccfire.net 
Alternate- Chris Perry 
Phone 815-509-9355 
Email- cperry@ccfire.net 
Address: 35 S DeWitt Place, Coal City, IL  60416 
 
Dwight EMS 
D.I.C.O.- Al Metzke 
Phone 815-548-6979 
Email- ametzke@att.net 
Address: 209 S Prairie Ave., Dwight, IL  60420 
 
Dwight Fire 
D.I.C.O.- Danielle Aichele 
Phone 815-474-7562 
Email- daichele@dwightfire.org 
Alternate- Justin Dyer 
Phone 815-671-2133 
Email- jdyer@dwightfire.org 
Address: 111 S Prairie St, Dwight, IL  60420 
 
 
 

mailto:Email-%20%20bfpctrofimchuck@yahoo.com
mailto:btalford2010@gmail.com
mailto:mpemble@braidwoodfire.org
mailto:jswan@braidwoodfire.org
mailto:rjandura@channahonfire.com
mailto:pshroba@ccfire.net
mailto:cperry@ccfire.net
mailto:ametzke@att.net
mailto:daichele@dwightfire.org
mailto:jdyer@dwightfire.org
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Eco Lab 
D.I.C.O.- Justin Dyer 
Phone 815-671-2311 
Email- jdyer@dwightfire.org 
Alternate- Craig Votta 
Phone 815-409-2131 
Email- ertchief@hotmail.com 
Address: 3001 Channahon Rd., Joliet, Il  60436 
 
Gardner Fire Department 
D.I.C.O.- Lt Brett Alford 
Phone 815-341-4138 
Email- btalford2010@gmail.com 
Alternate- Amanda Fagan 
Phone 815-557-0980 
Email- afagan521@comcast.net 
Address: 206 Depot St, Gardner, IL  60424 
 
Grand Ridge volunteer Fire Department 
D.I.C.O.- Erin Wilson 
Phone 815-830-3808 
Email- erin19852001@yahoo.com 
Address: 5 E Main St, Grand Ridge, IL 61325 
 
Invenergy 
D.I.C.O.- Jacob Ursua 
Phone 815-313-4952 
Email- jursua@invenergyllc.com 
Address: 2192 E 25th Rd, Marseilles, IL  61341 
Lisbon-Seward/Plattville Fire Department 
D.I.C.O.- Katie Newell 
Phone- 815-690-0745 
Email- taydee24@gmail.com 
Address: 104 S Canal St., Newark, IL  60541 
 
Lyondell Basell 
D.I.C.O.- Scott Loomis 
Phone 815-530-3859 
Email- scott.loomis@lyondellbasell.com 
Address: 8805 N Tabler Rd, Morris, Il  60450 
 
Marseilles Ambulance 
D.I.C.O. Maggi Thomas 
Phone 815-883-0752 
Email- magi.j.thomas@osfhealthcare.org 
Address: 207 Lincoln St, Marseilles, Il  61341 
 
 
 
 

mailto:jdyer@dwightfire.org
mailto:ertchief@hotmail.com
mailto:btalford2010@gmail.com
mailto:afagan521@comcast.net
mailto:erin19852001@yahoo.com
mailto:jursua@invenergyllc.com
mailto:taydee24@gmail.com
mailto:scott.loomis@lyondellbasell.com
mailto:magi.j.thomas@osfhealthcare.org
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Minooka Fire Protection District 
D.I.C.O.- Brian Mellen 
Phone 815-953-0969 
Email- mellenb@minookafire.com 
Address: 7901 E. Minooka Rd., Minooka, Il  60447 
 
Morris EMS and Fire Protection District 
D.I.C.O.- Ryan Seggebruch 
Phone 779-279-9396 
Email- rseggebruch@morrisfd.org 
Address: 2301 Ashton Rd., Morris, IL  60450 
 
MVK 
D.I.C.O.- Jackie Sparrow 
Phone 815-210-5442 
Email- catalpagrove@yahoo.com 
Address: 604 Front St., Mazon, IL  60444 
 
Newark Fire Department 
D.I.C.O.- Tom Cerney 
Phone 815-695-5147 
Email- tcerney@newarkfire.us 
Address: 101 E Main St, Newark, IL  60541 
 
Reddick Fire Department 
D.I.C.O.- Elizabeth Schrock 
Phone 815-216-8527 
Email-  firemedic2001@gmail.com 
Alternate- Amy Gimble 
Ph 815-261-6110 
Email- amyrfpd@gmail.com 
Address: 107 S Wabash Ave, Riddick, IL  60961 
 
Troy Fire Protection District 
D.I.C.O.- Russell Kamp 
Phone 815-955-6918 
Email- rkamp@troyfpd.com 
Address: 700 Cottage St, Shorewood, IL  60404 
 
Wilmington fire Protection District 
D.I.C.O.- Kim Gramlich 
Phone 815-405-2939 
Alternate- Tim Zlomi 
Phone 815-790-7764 
Address: 501 N Main St, Wilmington, IL  60481 
 
 
 
 
 

mailto:mellenb@minookafire.com
mailto:rseggebruch@morrisfd.org
mailto:catalpagrove@yahoo.com
mailto:tcerney@newarkfire.us
mailto:firemedic2001@gmail.com
mailto:amyrfpd@gmail.com
mailto:rkamp@troyfpd.com

