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Purpose: 
To articulate a provincial standard for health care worker (HCW) all hazard protection training 
which: 

 is safe and effective;  

 is consistent across all health authorities; 

 is defensible, achievable and sustainable; and 

 recognizes resource implications. 
 
These training standards will inform the provincial approach to acquiring personal protective 
equipment (PPE) and will be part of BC's long-term strategy for novel pathogens, anticipatable 
pandemics and other hazards.*  
 
*For additional information on specific PPE options referred to in this document, please see the Provincial Health Officer’s website on Ebola 
Virus Disease (EVD) under the section Infection Control Guidelines for Healthcare Settings:  
http://www2.gov.bc.ca/gov/content/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/current-health-topics/ebola 

 
Scope: 
These provincial training standards: 

 Apply to HCWs in all hospitals, health authority clinical programs, BC Emergency Health 
Services (BCEHS), the BC Biohazard Treatment Unit and Training Centre (BCBTC) in Surrey 
Memorial Hospital, as well as primary care, home care and community care programs; 

 Include preparedness for responding safely to all types of hazards (e.g., biological 
pathogens, chemical and radiation hazards); 

 Set education requirements for infection control, exposure assessment/prevention, and PPE 
training and competencies.  

 
These standards do not include: 

 Specific training materials or tools;  or 

 Training requirements for fire or police services workers.  (Note:  It is recommended that 
employers also develop training frameworks for these workers, as required). 

 
  

http://www2.gov.bc.ca/gov/content/health/about-bc-s-health-care-system/office-of-the-provincial-health-officer/current-health-topics/ebola
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Training Components: 
Elements of sustainable all-hazard preparedness include regular education and training on the 
following: 
 

1. Orientation Training on Routine Infection Control Practices: 
Specific to all HCWs1 
 
o Routine practices (i.e., basic infection control practices for use with all patients in all 

settings -- See Appendix A and blue section of Table 1) including hand hygiene and point 
of care risk assessment. 

 
2. Basics of Infection Control & Exposure Prevention/Assessment:  

Specific to all HCWs and all BCEHS staff2  
 
o Application of additional precautions (i.e., extra measures for suspected/confirmed 

infectious diseases -- See Appendix B); 
o Modes of disease transmission; 
o PPE selection and application (Initial Contact PPE – See pink section of Table 1);  
o Immunizations; 
o Environmental and administrative controls (e.g., screening and isolation); and 
o Clean-up of biological spills. 

 
3. Intermediate Infection Control & Exposure Prevention/Assessment 

Specific to all HCWs and all BCEHS staff regarding additional precautions, selected teams 
from BCEHS, and selected HCWs in Type 1 & 2 facilities for rare pathogens requiring 
biocontainment. 
 
All elements in Basics of Infection Control & Exposure Prevention/Assessment (above), plus: 
o More in-depth screening and isolation protocols; 
o Selection/use and donning/doffing of PPE for additional precautions (See green section 

of Table 1) - All HCWs and all BCEHS staff; 
o Procedures for disposition of used PPE (e.g., disposal or preparation for reprocessing); 
o Enhanced transport policies; 
o Enhanced handover and communication protocols; and 
o Breach/exposure protocols.  

 

 

 

                                                           
1
 For the purposes of this document, ‘all HCWs’ are defined as all health authority staff, including clinicians, who come into 

direct or indirect (i.e., within 2 metres) contact with patients.  
2
 For the purposes of this document, ‘all BCEHS staff’ are defined as all licensed paramedics working under BCEHS. 
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4. High-level Infection Control 
Specific to staff associated with the BCBTC at Surrey Memorial Hospital, selected teams from 
BCEHS, and selected HCWs in Type 1 & 2 facilities. 
 
All elements in the previous training levels (above) plus: 
o Selection/use and donning/doffing of PPE for rare pathogens requiring biocontainment, 

such as PAPRS (see purple section of Table 1); 
o Low and high fidelity simulation exercises with focus on donning and doffing, 

communication, care delivery in PPE, and procedural differences (e.g., sharps handling);  
o BCBTC standard operating procedures; 
o Waste management; and 
o Higher level breach/exposure protocols. 

 
5. Decontamination and Radiation 

Specific to select teams in all Type 1 & 2 emergency departments, Intensive Care Units, and 
selected teams from BCEHS. 
 
All elements in previous training levels (above) plus: 
o Donning and doffing of PPE for hazardous substance exposure (See orange section of 

Table 1); 
o Decontamination protocols;  
o Radiation exposure protocols; and 
o Simulation exercises. 

 
Training Roles: 

 All health authorities and BCEHS will be responsible for ensuring that training/education on 
the appropriate level of infection control and exposure prevention/assessment is provided 
to employees, physicians, residents, health discipline students, and contracted HCWs who 
work in their respective sites/programs.   

 It is the responsibility of any third-party contractors to provide appropriate 
training/education to their contracted HCWs.  

 Private sector primary and community care providers are responsible for providing 
appropriate training/education for themselves and their employees.   

 BCEHS and health authorities will be jointly responsible for conducting training and 
simulation exercises on the transport, reception, and handover of patients where high level 
infection control precautions are required. 

 The BCBTC, in conjunction with BCEHS, will be able to provide centralized “train the trainer” 
services for more complex, advanced training. 

 Health authorities will be responsible for providing training and education on 
decontamination.  The BCBTC and BCEHS will be available to provide knowledge and skills 
support to those delivering the decontamination training in their health authorities.  
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Monitoring Performance & Compliance with Training Standards:  
** Please note:  This section is under review & will be updated to reflect decisions from the 
Ebola Virus Disease Task Force **  
Monitoring and auditing of staff training is essential to ensure that all health authorities 
maintain a high level of preparedness on an ongoing basis.  Following implementation, a 
consistent monitoring and audit plan needs to be developed to support this work, including 
consistent and standardized methods and tools.  Potential performance measures that could be 
applied to each of the protection scenarios include:   

 Percentage of target HCW’s with initial training 

 Percentage of target HCW’s meeting prescribed retraining schedule, assessed annually 

 Percentage of target HCW’s completing annual N95 fit testing 

 Percentage of HCW’s completing infection control and hand hygiene modules annually 
 
Resourcing: 
Increasing the overall level of preparedness for addressing hazards of all types requires both a 
comprehensive training and education strategy, as well as ongoing refresher sessions and 
simulations.  Resource reallocation or reprioritization may be required to achieve the level of 
preparedness envisioned in this framework. 
 
Evaluation: 
The training framework will be evaluated to determine its effectiveness in meeting the 
objectives of being safe and effective for HCWs, patients and the public, defensible, achievable, 
and sustainable over the long term after 18 months.   
It is recommended that a small number of key metrics be identified in advance of the 
evaluation. 
 
Fundamental Concepts: 
This framework is founded on the following concepts: 

a) Routine practices are the foundation for all levels of preparedness.  Initial training and 
updating for routine practices is essential for all HCWs and is shown in the blue section in 
Table 1.  

b) HCWs are to use a “layered approach” to protection of self and patients/families from 
suspected or known infectious diseases.  At the first point of contact with a patient with a 
potentially infectious disease, little is usually known about the nature or transmission mode 
of the suspected disease.  Accordingly, HCWs must err on the side of caution in applying 
precautions.  As further clarity is garnered - from further questioning, assessment, and 
expert advice - precaution “layers” can be removed to adapt to the situation. 

c) Timely provision of care is essential, and cannot be delayed by indecision about what 
infectious disease precautions are required.  Frontline BCEHS and HCWs need to have the 
confidence to immediately apply appropriate precautions which err on the side of caution.  
A simple "initial contact” set of precautions will ensure that HCWs can quickly initiate 
required precautions, including PPE, which provide protection for a range of infectious 
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diseases.  The PPE for this scenario includes mask/respirator, gown, gloves and eye 
protection as shown in the pink section of Table 1. 

d) For the majority of patient presentations, modifications of the “initial contact” 
precautions are appropriate, once diagnosis and transmission mode are known.  The 
green section of Table 1 (Possible Infectious Disease Requiring Additional Precautions) 
identifies modifications to the “first contact” precautions, to more closely match the 
presenting disease/condition.  Modifications specific to contact, droplet and airborne 
transmission precautions are provided.  Gloves, gown, mask, and eye protection form the 
basis of this recommended protection, with modifications noted relative to the most likely 
mode of transmission and level of infectivity. 

e) Very specific precautions are required for Rare Pathogens Requiring Biocontainment (e.g., 
Ebola) and decontamination scenarios.  The purple and orange sections of Table 1 show 
the “extraordinary” precautions which are required when caring for patients who may have 
a rare or emerging pathogen (such as EVD) or who have been exposed to toxic substances. 

 

Summary of PPE Requirements:   
Based on the concepts described above, the framework creates three sets of precautions that 

specific HCWs need to be trained on, building on the basic orientation to risk management and 

routine infection control practices required of all HCWs (shown in the blue section of Table 1).  

The PPE associated is as follows: 

1) Initial contact and additional precautions:  Basic and Intermediate infection control - 
Mask/respirator, gown, gloves and eye protection.  This is shown in the pink and green 
sections of Table 1. Initial contact PPE may subsequently be modified on a case-by-case 
basis to protect against a specific contact, droplet or airborne transmission (based on advice 
from Infection Control Practitioners or infectious disease experts).  This is detailed in the 
green section of Table 1. 

2) Rare pathogens requiring biocontainment:  High-level infection control PPE options 1 and 2 
as set out for EVD (i.e., N95 or PAPR).  This is shown in the purple section of Table 1. 

3) Decontamination and Radiation:  Same PPE as High-level infection control Option 2 
(PAPRs).  This is shown in the orange section of Table 1. 
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Table 1:  Required Precautions & Training for Specific Exposure Scenarios 
 

Exposure Scenario What is Included Required Precautions Training Content Training - Initial Training - Refresh 

Routine Infection 
Control (Orientation) - 
All interactions with 
patients 
Target:  All HCWs

3
 

 All patients 

 All types of interaction  

 All health care settings 

 Routine practices (see Appendix  A)  

 Point of care risk assessment 

 PPE-- Based on risk assessment 

 Routine practices  During orientation (30 
min online module) 

 30 min module, every 
2 yrs or when the 
module changes 

Basic Level Infection 
Control - Initial Contact 
 
Target: 
all HCWs  

Immediate management 
of patients with suspected: 

 Respiratory infection:   
o fever (or reports 

feeling feverish) and 
o worsening respiratory 

illness (cough, 
shortness of breath, 
difficulty breathing, or 
abnormal chest X-ray) 

 Gastrointestinal 
infection:   
o vomiting, and/or 

diarrhea 

 Fever and one of the 
following: 
o Rash 
o parotid gland swelling 
o headache/neck 

stiffness 

ROUTINE PRACTICES PLUS: 

Environment: 
• Provide patient with procedure mask 

if tolerated and basin if needed 
• Isolate patient in Airborne Infection 

Isolation Room (if available)/single 
room/cubicle with curtain pulled as 
soon as possible 

• Single patient ambulance where 
possible 

PPE: 
• N95 (or procedure mask if no 

concerns about airborne 
transmission, travel-related 
emerging pathogen, and if no 
AGMPs) 

• Fluid resistant gown, gloves, eye 
protection (goggles or face shield)  

• For BCEHS:  Same as above but  N95 
mandatory 

 Routine practices 

 Additional 
precautions: to cover 
airborne, droplet and 
contact precautions 
(Appendix B) 

 During orientation:  
donning and doffing + 
N95 Fit test (60 
minutes) 
 

 Donning and doffing: 
every 2 years 

 N95 fit test: annually 

 Handoffs between ED 
and BCEHS - Just in 
time (60 min) 

 Just in time training 
to be provided if an 
event is anticipated 
and staff need a 
refresher 
 
 

Intermediate Level 
Infection Control - 
Possible infectious 
disease requiring 
additional precautions 
(based on assessment 
or diagnosis) 

Transmission:  CONTACT  
 
Presentation:   

 rash  

 diarrhea  

 draining wounds 

 skin infection 

ROUTINE PRACTICES  
PLUS CONTACT PRECAUTIONS 

Environment: 
• Cover open wounds  
• Dedicated space and equipment 

PPE:  
• Same PPE as Initial Contact.  May 

 Routine practices 

 Additional 
precautions: to cover 
airborne, droplet and 
contact precautions 
(Appendix B) 

PPE Training: 

 During orientation 
donning and doffing + 
N95 Fit test (60 min) 

 
 
 

PPE Training 

 Donning and doffing: 
every 2 years 

 N95 fit test: annually 
 
 
 

                                                           
3
 For the purposes of this document, HCWs are defined as all health authority staff, including clinicians, who come into direct or indirect (i.e., within 2 metres) 

   contact with patients. 
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Exposure Scenario What is Included Required Precautions Training Content Training - Initial Training - Refresh 

 
Target: 
All HCWs, including 
BCEHS

4
 

 
Note:  Paramedics will 
use either Initial 
Contact PPE or full high 
transmission risk PPE 

 
Examples:  MRSA 
infection, C. difficile, 
norovirus 
 

omit procedure mask and eye 
protection if no risk of splashes, 
sprays or soiling. 

• For BCEHS:  Initial Contact PPE with 
N95 mandatory 

 
 

Simulations: handoffs are 
routinely covered in 
initial orientation, and 
practiced regularly 

 

 
 
Simulations: 
Just in time training to 
be provided if an event 
is anticipated and staff 
in the ED or BCEHS need 
a refresher 

 BCEHS – handoff 
simulation for patients 
with communicable 
disease precautions to 
validate protocols/ 
processes (60 min) 

 Site Emergency 
Department – handoff 
simulation with BCEHS 
(30 min) as needed  

Transmission:  DROPLET 
  
Presentation:   
• influenza-like illness  
• vomiting 
• new/worsening cough 
 
Examples:  influenza, 
mumps, meningitis, 
norovirus, pertussis, SARS, 
MERS, 

ROUTINE PRACTICES PLUS 
DROPLET PRECAUTIONS 

Environment: 
• Patient wears procedure mask on 

transport and if HCW is in their room 
• Respiratory etiquette 
• Dedicated space (private room or 

single patient ambulance  transport) 
preferred  

• Ideally at least two metres between 
patients 

PPE: 
• Initial Contact PPE 
• For BCEHS:  Initial Contact PPE with 

N95 mandatory 

Transmission:  AIRBORNE 
 
Presentation:  

 fever and rash (suspect 
measles) 

 TB-like symptoms 
 
Examples:  Measles, TB, 
disseminated shingles, 
chicken pox 

ROUTINE PRACTICES PLUS 
AIRBOURNE PRECAUTIONS 

Environment: 
• Patient wears procedure mask on 

transport and when HCW in room 
• Private, airborne infection isolation 

room required 
• Single patient ambulance transport 

required 
PPE: 

 Initial Contact PPE with mandatory 
N95 respirator.  May omit gown and 
eye protection if no risk of splashes, 
sprays or soiling 

 For BCEHS:  Initial Contact PPE with 
N95 mandatory 

                                                           
4
 For the purposes of this document, BCEHS is defined as all licensed paramedics working for BCEHS. 
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Exposure Scenario What is Included Required Precautions Training Content Training - Initial Training - Refresh 

High Level Infection 
Control - Rare 
pathogens requiring 
biocontainment 

 
Target:  
1) Selected teams from 
BCEHS;  
2) All BCBTC staff;  
3) Type 1 sites: 
Emergency department 
physicians, nurses and 
respiratory therapists 
4) Type 2: Emergency 
Department physicians 
and nurses, Intensive 
Care if patients are 
removed from the ED 
for care before 
transfer, Respiratory 
therapists, 
Phlebotomists, 
Environmental Services 

Transmission:  Can be 
unknown—Use contact, 
droplet and airborne 
precautions 
 
Presentation: 

 Travel history to an area 
with an emerging 
pathogen outbreak and 
feeling unwell with 
signs of infection (e.g. 
fever)  

 
Examples:  Ebola, other 
haemorrhagic fevers, 
plague, novel emerging 
pathogens  

ROUTINE PRACTICES PLUS CONTACT, 
DROPLET AND AIRBOURNE 
PRECAUTIONS 
 
Environment: 

 Precautions as per EVD algorithms 
(2015) 

 
PPE:  

 High level infection control PPE as 
set out in EVD Preparedness 
documents (2015), which includes: 
o N95 respirator, impermeable 

hood, and face shield or PAPRS 
o Gown (standard impermeable) 

plus Impermeable leg/foot 
coverings or Coveralls 

o Rubber boots 
o Double Gloves as base layer with 

a third pair for ‘dirty’ procedures 
o Chemical tape for sealing seams 

 
 

 Donning and doffing  
of high level infection 
control PPE (e.g. 
PAPR, impermeable 
full body suit) as per 
EVD PPE document 

 Low and high fidelity 
simulation exercises 
with focus on 
donning and doffing, 
communication, care 
delivery in PPE, and 
procedural 
differences (e.g. 
sharps handling)  

 BCBTC standard 
operating procedures  

 Waste management 

 Breach/exposure 
protocols 

PPE and other Training: 
Type 1, 2 and 3 (SMH): 

 Initial PPE donning and 
doffing session (2hrs) 

Process simulations – for 
Type 2 Sites/BCEHS: 

 HA staff: One team 
from each site (3hrs)  

 BCEHS staff:  teams 
will interface with 
Type 2 sites to 
coordinate with their 
simulation 

Process simulations – for 
Type 1 sites: 

 HA staff: One team 
from each site (3 hrs) 

Process simulation – 
BCBTC:  

 support services (e.g., 
waste pick-up, team 
activation)   

PPE and other Training: 
Type 1, 2 and 3 sites: 

 Donning/doffing drill 
every year (60 min)   

 Just in time training 
to be provided if 
needed if an event is 
anticipated and staff 
need a refresher 

Process simulations – 
Type 2 sites/BCEHS: 

 HA staff: One team 
from each site, once 
per year 

 BCEHS Staff: 4/year 
Process simulations – 
for Type 1 sites: 

 HA staff: One team 
from each site, 1/year 

Process simulation – 
BCBTC:  

 Annually 

Decontamination and 
Radiation - Hazardous 
substance exposure 

 
Target:  
1) All BCEHS 
2) Emergency 
Department nurses, 
physicians, respiratory 
therapists and 
Intensive Care unit staff 
as appropriate 

Presentation: 

 Exposure to any 
hazardous material or 
chemical 

 Radiation 
 

Examples: 
organophosphate 
exposure, chemical 
exposure  (e.g. 
clandestine/meth labs), 
exposure to radioactive 
products (e.g. dirty bomb, 
industrial accidents) 

ROUTINE PRACTICES PLUS: 

Environment 

 Decontamination zones as per 
Hazardous Substance 
Decontamination Guide 

PPE:  
Level C from BC Guidelines for the 
Decontamination of One to Five 
Patients in Health Facilities 

 PAPRS 

 Chemical-resistant non-vapour-tight 
coveralls 

 Chemical-resistant boots 

 Chemical-resistant outer gloves 

Hazardous substance 
response program 

PPE/PAPR and other 
Training: 

 Initial comprehensive 
training session (1 – 4 
hours as appropriate) 

 
Simulations:  

 Annual  
(3 hours) 

PPE/PAPR and other 
Training: 

 Drills annually (30-60 
minutes as 
appropriate) 

 
 
 
Simulations:  

 annually 
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APPENDIX A:  Definitions - Routine Practices5 

Source:  Ontario Provincial Infectious Diseases Advisory Group.  Routine Practices and Additional 
Precautions in All Health Care Settings, November, 2012. 
 
a) risk assessment of the client/patient/resident and the health care provider’s interaction with the 

client/patient/resident. 
 

b) hand hygiene to be performed with an alcohol-based hand rub or with soap and water before and 
after contact with a client/patient/resident or their environment, before invasive/aseptic 
procedures and after body fluid exposure risk. 
 

c) appropriate placement and bed spacing, such as single room and private toileting facilities for 
clients/patients/residents who soil the environment. 
 

d) cleaning of equipment that is used for/on more than one client/patient/resident between uses.  
 

e) cleaning of the health care environment, including safe handling of soiled linen and waste (e.g., 
sharps) to prevent exposure and transmission to others. 
 

f) engineering controls, such as:  
o well-maintained heating, ventilation and air conditioning (HVAC) systems with sufficient air 

changes per hour; 
o barriers, such as the use of Plexiglass screens or curtains;  
o point-of-care sharps containers and alcohol-based hand rub dispensers; and  
o adequate dedicated hand wash sinks.  
 

g) administrative controls including:  
o policies and procedures to ensure that staff are able to deal effectively with transmission risks 

associated with infectious illnesses;  
o staff education to heighten awareness of infectious diseases, their mode of transmission and 

prevention of transmission;  
o healthy workplace policies that exclude staff from working when ill with a communicable 

disease that would put clients/patients/residents and colleagues at risk;  
o immunization programs for staff and for clients/patients/residents where applicable  
o respiratory etiquette for both staff and clients/patients/residents;  
o monitoring of compliance with feedback is built into the program to measure compliance with 

Routine Practices, including hand hygiene;  
o sufficient staffing levels to enable health care providers to comply with Infection Prevention 

and Control Canada policies and procedures.  
 
h) sufficient, easily accessible and appropriate PPE to prevent health care provider contact with 

blood, body fluids, secretions, excretions, non-intact skin or mucous membranes.  

                                                           
5
 Infection Control Practices for Use with All Patients in All Settings. 
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APPENDIX B:  Additional Precautions for Infectious Agents 
 

Source:  Ontario Provincial Infectious Diseases Advisory Group.  Routine Practices and Additional 
Precautions in All Health Care Settings, November, 2012. 
 
a) Specialized accommodation and signage includes: 

o In hospitals, a single room with private toileting facilities are highly recommended for 
clients/patients/residents on Additional Precautions.  

o In some cases where clients/patients/residents are known to be infected with the same 
microorganism, cohorting is acceptable. 

o In long-term care homes, spatial separation of residents within their bed space, dependant on a risk 
assessment of the resident, is recommended.  

o Specialized engineering controls may be required for some types of Additional Precautions, e.g., 
airborne infection isolation room for Airborne Precautions. 
 

b) Signage specific to the type(s) of Additional Precautions should be posted:  
o A sign that lists the required precautions should be posted at the entrance to the 

client/patient/resident’s room or bed space.  
o Signage should maintain privacy by indicating only the precautions that are required, not 

information regarding the patient’s condition.  
 

c) PPE -- is standardized and specific to the type(s) of Additional Precautions that are in place.  If the 
health care provider needs to leave the room, the PPE must be removed and discarded.  Fresh PPE must 
be worn if the health care provider re-enters the room.  

 
d) Dedicated equipment -- Equipment must be dedicated to the client/patient/resident whenever 

possible.  Equipment and supplies that are required for the interaction should be assembled first and 
brought into the room after PPE has been put on.  
 

e) Additional cleaning measures -- may be required for the client/patient/resident environment.  
 
f) Limited Transport Procedures -- Transport of clients/patients/residents on Additional Precautions may 

be limited in some cases.  The following points must be considered:  
o Normal health care activities must be maintained despite Additional Precautions, to ensure quality 

of care (e.g., ambulation as part of recovery from hip surgery). 
o Clients/patients/residents who are to be transported must be assessed to determine their risk of 

transmission to others. 
 

g) Communication -- Effective communication regarding Additional Precautions is essential when a 
client/patient/resident goes to another department for testing, to another unit or to other health care 
settings/facilities. This communication must include Emergency Medical Services (EMS) staff and other 
transport staff.  

 
h) Cohorting -- Cohorting consists of two components: client/patient/resident cohorting, and staff 

cohorting. Patient cohorting can be used when single rooms are not available or during outbreak 
situations.  Cohorting should never compromise infection control practices.  Additional Precautions 
must be applied individually for each client/patient/resident within the cohort.   


