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CDC Issues Ebola Guidelines as Cases Continue to Occur

by Gina Pugliese, RN, MS
Medical News Editor

Although the incidence of vira
hemorrhagic fever (VHF) related to
Ebola Virus in Kikwit (Zaire) has dimin-
ished, cases continue to occur, and
each case has the potential to be a
source for additional cases. As of June
25, 1995, 296 persons with Ebola VHF
have been identified in Kikwit and the
surrounding Bandundu region, with
79% of the cases being fatal.

Over 32% of the cases occurred in
healthcare workers. Within house-
holds, the risk for developing VHF
was higher for spouses of the primary
household cases than for other house-
hold members. Risk factors among
secondary cases included having direct
contact with blood, vomitus, or stool of
theill person during his or her hospi-
talization, or simultaneously sharing
the hospital bed of an Ebola patient.
No cases developed in household mem-
bers who had no physical contact with
the primary household case patient
during their clinical illness.

Transmission associated with
healthcare providers and caregivers
has been a prominent feature of the
current and previous VHF outbreaks
in Africa attributable to Lassa, Mar-
burg, Ebola, and Crimean-Congo hem-
orrhagic fever viruses. In some
outbreaks, transmission from patient
to patient within hospitals has been

associated with the reuse of unsterile
needles and syringes. As in previous
outbreaks, high rates of transmission
have occurred from patients to
healthcare workers and to family mem-
bers who provided nursing care with-
out appropriate barrier precautions.
The risk of transmission appearsto be
highest during the later stages of ill-
ness, and infection has not been
reported in persons whose contact
with an infected patient occurred only
during the incubation period (before
the patient became febrile).

On June 20, 1995, the CDC issued
updated guidelines for the manage-
ment of patients with suspected viral
hemorrhagic fever in hedthcare set-
tings in the United States. These guide-
lines include barrier precautions for all
persons entering the room to prevent
exposure to infected blood or body
fluids and potentially contaminated envi-
ronmental surfaces. Although airborne
transmission involving humans has
never been documented and is consid-
ered a possibility only in rare instances
from persons with advanced disease,
the guidelines recommend the use of a
negative-pressure room and a high-
efficiency particulate air respirator for
persons entering the room. Special
precautions are outlined for handling
clinical specimens, contaminated
sharps, soiled linens, and postmortem
procedures. Contaminated environ-
menta surfaces or inanimate objects
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can be cleaned and disinfected using
standard procedures and any US EPA-
registered hospital disinfectant or a
1:100 dilution of household bleach.
Although there is no evidence for
transmission of hemorrhagic fever
virus to humans or animals through
contact with sewage, as an added pre-
caution and because the reservoir is
unknown, it is recommended that bulk
body fluids be either autoclaved, proc-
essed in a chemical toilet, or treated
with household bleach before dispos-
ing in a drain connected to a sanitary
sewer.

Pending a comprehensive review
of the 1988 guidelines, these guide-
lines provide interim recommenda
tions. All suspected cases of infection
with Ebola virus and other hemor-
rhagic fever viruses should be
reported immediately to local and state
health departments and to the CDC
(telephone (404) 639-1511; from 4:30
pv to 8:00 eum telephone (404) 639-
2888). For genera information regard-
ing Ebola virus infection, call the CDC
Ebola Hotline (telephone (800) 900-
0681).
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ment of patients with suspected viral
hemorrhagic fever-United States.
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