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This is an annotated version of the official CDC Advisory for Medical Personnel and cleaning 
staff on Ebola.  Illogical statements are highlighted inn yellow, our commentary in red and 
pertinent literature citations are highlighted in blue.  All references are provided. 

Safe Management of Patients with Ebola 

Virus Disease (EVD) in U.S. Hospitals 

http://www.cdc.gov/vhf/ebola/hcp/patient-management-us-hospitals.html  

Share  

Frequently Asked Questions 

The recent EVD outbreak in West Africa has increased the possibility of patients traveling from 

the impacted countries to the United States. Additionally, two American citizens with EVD were 

medically evacuated to the United States to receive care at Emory University Hospital in Atlanta. 

The following are answers to frequently asked questions about the safety of this medical 

evacuation and the necessary infection control procedures to protect patients and healthcare 

providers in U.S. hospitals. 

Are U.S. hospitals ready to care for patients with Ebola virus 

disease (EVD)? 

Yes – any U.S. hospital that is following CDC's infection control recommendations         

                                     is capable of safely managing a patient with EVD. CDC 

recommends that U.S. hospitals isolate the patient in a private room and implement standard, 

contact, and droplet precautions. Dr. Rima: Again, another admission that droplet 

transmission – airbore contagion – is real from CDC. 
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What should U.S. hospitals do if they have a patient with 

suspect EVD? 

…. 

If a patient in a U.S. hospital is identified to have suspected 

or confirmed EVD, what infection control precautions 

should be put into place? 

If a patient in a U.S. hospital is suspected or known to have Ebola virus disease, healthcare teams 

should follow standard, contact, and droplet precautions, Dr. Rima: if there is no danger of 

transmission by droplet, why should droplet precautions be taken? including the following 

recommendations: 

 Isolate the patient: Patients should be isolated in a single patient room (containing a 

private bathroom) with the door closed. 

 Wear appropriate PPE: Healthcare providers entering the patients room should wear: 

gloves, gown (fluid resistant or impermeable), eye protection (goggles or face shield), 

and a facemask. Additional protective equipment might be required in certain situations 

(e.g., copious amounts of blood, other body fluids, vomit, or feces present in the 

environment), including but not limited to double gloving, disposable shoe covers, and 

leg coverings. 

 Restrict visitors: Avoid entry of visitors into the patient's room. Dr. Rima: If visitors do 

not touch the patient or his fluids, there should be no need for this precaution which is 

therefore either illogical and unscientific or is logical based on information that is not 

being acknowledged. Exceptions may be considered on a case by case basis for those 

who are essential for the patient's wellbeing. A logbook should be kept to document all 

persons entering the patient's room. See CDC's infection control guidance on procedures 

for monitoring, managing, and training of visitors. 

 Avoid aerosol-generating procedures: Avoid aerosol-generating procedures. If 

performing these procedures, PPE should include respiratory protection (N95 or higher 

filtering facepiece respirator) and the procedure should be performed in an airborne 

infection isolation room. Dr. Rima: This speaks for itself and is, in essence, one of the 

CDC’s  “smoking guns” showing that airborne transmission, also known as “droplet 

transmission’ is a reality, although one that is being hidden from view. 

 

…physicians in West Africa, like Dr. Kent Brantly and Dr. Sahr Rogers, along 

with nurses and other health workers, are becoming infected with Ebola despite 

CDC level protection against direct contact with the bodies and body fluids of 

Ebola victims, leaving airborne transmission as the remaining alternative mode -- 

129 are now dead. We also know that airborne transmission has in fact been 

demonstrated between non-human primates because The United States Army 
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Medical Research Institute of Infectious Diseases conducted a monkey to monkey 

Ebola study in December 1995, published in The Lancet, Vol 346, which 

conclusively demonstrated it. 

“We report transmission of Ebola virus (Zaire strain) to two of three 

control rhesus monkeys (Macaca mulatta) that did not have direct contact 

with experimentally inoculated monkeys held in the same room. The two 

control monkeys died from Ebola virus infections at 10 and 11 days after 

the last experimentally inoculated monkey had died. The most likely route 

of infection of the control monkeys was aerosol, oral or conjunctival 

exposure to virus-laden droplets secreted or excreted from the 

experimentally inoculated monkeys... The exact mode of transmission to 

the control monkeys cannot be absolutely determined, although the pattern 

of pulmonary antigen staining in one of the control monkeys was virtually 

identical to that reported in experimental Ebola virus aerosol infection in 

rhesus monkeys, suggesting airborne transmission of the disease via 

infectious droplets... Fomite or contact droplet transmission of the virus 

between cages was considered unlikely. Standard procedures in our BL4 

containment laboratories have always been successful in the prevention of 

transmission of Ebola or Marburg virus to uninflected animals. Thus, 

pulmonary, nasopharyngeal, oral, or conjunctival exposure to airborne 

droplets of the virus had to be considered as the most likely mode of 

infection... Our present findings emphasize the advisability of at-risk 

personnel employing precautions to safeguard against ocular, oral, and 

nasopharyngeal exposure to the virus."  

http://www.americanthinker.com/blog/2014/08/politically_correct_ebola.html  

 

and 

The United States Army Medical Research Institute of Infectious Diseases conducted a 

monkey to monkey Ebola study in December 1995, published in The Lancet, Vol. 346. (Here 

is a link to the abstract, but the entire article must be purchased.) Several Rhesus monkeys 

were infected with Zaire Ebola by intramuscular injection while three control Rhesus 

monkeys were kept in cages separated 10 feet from the infected monkeys. All of the injected 

monkeys died of Ebola by day 13 and 2 out of 3 control monkeys died of Ebola by 8 days 

after that. The authors of this study concluded that: 

"The exact mode of transmission to the control monkeys cannot be absolutely determined, 

although the pattern of pulmonary antigen staining in one of the control monkeys was 

virtually identical to that reported in experimental Ebola virus aerosol infection in rhesus 

monkeys, suggesting airborne transmission of the disease via infectious droplets... Fomite or 

contact droplet transmission of the virus between cages was considered unlikely. Standard 

procedures in our BL4 containment laboratories have always been successful in the 

prevention of transmission of Ebola or Marburg virus to uninflected animals. Thus, 

pulmonary, nasopharyngeal, oral, or conjunctival exposure to airborne droplets of the virus 

had to be considered as the most likely mode of infection... Our present findings emphasize 

the advisability of at-risk personnel employing precautions to safeguard against ocular, oral, 

and nasopharyngeal exposure to the virus." 
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And 

 

Another NHP to NHP (monkey-to-monkey) study was published in July of this year. Rhesus 

monkeys were infected with Ebola via intramuscular injection and they were terminated on 

day 6 after becoming unresponsive, but without developing vomiting, diarrhea, or apparent 

respiratory illness. Ebola virus was detected in their blood, and genetic fragments of Ebola 

were found in their nose, mouth, and rectum, but no intact infectious Ebola virus was found. 

Control Cynomolgus monkeys were caged 1 foot away from the infected Rhesus monkeys but 

did not become infected with Ebola. This experiment is not a helpful comparison in human to 

human Ebola infections which are characterized by GI (vomiting & diarrhea) and respiratory 

(cough and expectoration of sputum) shedding of the intact infectious virus. The monkeys in 

 h   y   ’    u y      y          f   ,         w  g      f    h       h     f     u  Eb    

particles. It goes without saying that monkeys which do not shed infectious Ebola particles 

cannot t        Eb         h      k y . H    h   y   ’   h  u     k y  b      f      by  h  

nasal route, as was the case in a pig-to-monkey experiment in 2012, or if they had lived up to 

13 days as in the 1995 study, allowing time for intact infectious Ebola virus to appear, and 

thus more closely matching human Ebola disease, then we may well have seen monkey-to-

monkey airborne transmission of Ebola. The authors of this study concluded that:  

“NHP  [   -human primates such as monkeys] are known to be susceptible to lethal EBOV 

infection through the respiratory tract [just like humans] putting the onus of the transmission 

    h   b    y  f  h    u        h     f     u           .” 

 

and 

 
We know that airborne transmission of Ebola occurs from pigs to monkeys in experimental 

settings. We also know that healthcare workers like Dr. Kent Brantly are contracting Ebola in 

West Africa despite CDC-level barrier protection measures against physical contact with the 

bodies and body fluids of Ebola victims, so it only makes sense to conclude that some -- 

possibly many -- of these doctors, nurses, and ancillary healthcare workers are being infected 

via airborne transmission. It makes perfect sense that sick humans, as they vomit, have 

diarrhea, cough, and expectorate sputum, and as medical procedures are performed on them, 

have the ability to shed infectious Ebola particles into the air at a similar or higher level 

compared to Sus scrofa (wild boar) in the pig-to-monkey study. 
 

and 

 
Aerosol-generating medical procedures such as surgical operations, endotracheal intubation, 

airway suctioning,and the operation of mechanical ventilators or BiPap devices place 

healthcare workers at very great risk, and I suspect even bathing patients is likely to generate 

  f     u     b                    h     . “Casual contact”           g h u       h            

with Ebola patients also places medical personnel at significant risk, even with the CDC-

recommended protective measures listed above. In retrospect it is clear that Dr. Brantly was 

       “  w    k”,     h  CDC w u   h    u  b      . A  D . M  h    V. C    h    b       

first-hand, and as the case of Dr. Brantly demonstrates, the current CDC guidelines are 

inadequate for preventing nosocomial transmission of Ebola from patients to medical 

workers. 

http://www.nature.com/srep/2014/140725/srep05824/full/srep05824.html
http://www.npr.org/blogs/goatsandsoda/2014/07/29/336328995/american-doctor-sick-with-ebola-now-fighting-for-his-life
http://animaldiversity.ummz.umich.edu/accounts/Sus_scrofa/
http://www.nature.com/srep/2012/121115/srep00811/full/srep00811.html
http://www.cdc.gov/vhf/ebola/hcp/case-definition.html


 

The above quotations are found at 

http://www.americanthinker.com/2014/08/airborne_transmission_of_ebola.html  
 

http://www.americanthinker.com/2014/08/airborne_transmission_of_ebola.html

