Appendix 15: Visitor Guidelines

A visitor is anyone entering a healthcare facility site to visit a patient or staff member,

attend a meeting or event, or accompanying an individual accessing healthcare treatment,

assessment, examination or investigation. Visitors have a responsibility to behave in a

manner that does not put others at risk, and to respond to staff's requests and hospital

regulations for the protection of themselves and others.

Guidance for the notification, surveillance and/or restriction of visitors is dependent on

the level of influenza activity on the world, national, state and local levels. Healthcare

facilities should prepare for each phase of the pandemic to assure they can have systems

in place quickly in the event access to the facility would need to be monitored and/or

restricted.

Policy Development/Review
All healthcare facilities should review or develop visitation policies to assure that

visitors and the general public are protected from the transmission of communicable diseases. The following areas should be covered in the aforementioned policy:

· Delineation of where visiting is allowed and visiting hours.

· Precautions a visitor must take if visiting a patient in a high-risk area or if being

trained to assist in providing care.

· Identification and exclusion of visitors with communicable diseases, including

· Pandemic influenza.

· The facility may choose to note exclusions to this policy (e.g., terminally ill family

  member). All visitors who are ill and meet the facility’s exclusion criteria must be

  compliant with respiratory hygiene/cough etiquette, including wearing a surgical or

  procedure mask.

· Instruct visitors to practice hand hygiene.

· Post signage in strategic locations in the facility and at entrances enforcing key

points of your visitor policy (e.g., hand hygiene, respiratory hygiene/cough etiquette, exclusion of visitors with communicable diseases).

Pandemic influenza identified locally 

· Visitors should be limited to reduce the likelihood of transmission of influenza among 

           visitors, patients and healthcare workers (e.g., one per day).

· Visitors should optimally be visiting only one patient. Minimally, visitors visiting the

           pandemic influenza cohort should be restricted from visiting other patient care units.

· Actively screen and restrict visitors with influenza-like illness.

Appendix 16:  Infection Control

Component


Recommendations

Standard Precautions
See www.cdc.gov/ncidod/dhqp/gl_isolation_standard.html

Hand hygiene
Perform hand hygiene after touching blood, body fluids, secretions, excretions, and contaminated items; after removing gloves; and between patient contacts. Hand hygiene includes both handwashing with either plain or antimicrobial soap and water or use of alcohol-based products (gels, rinses, foams) that contain an emollient and do not require the use of water. If hands are visibly soiled or contaminated with respiratory secretions, they should be washed with soap (either non-antimicrobial or antimicrobial) and water. In the absence of visible soiling of hands, approved alcohol-based products for hand disinfection are preferred over antimicrobial or plain soap and water because of their superior microbicidal activity, reduced drying of the skin, and convenience.

Personal protective equipment (PPE)
· Gloves 

· Gown 

· Face/eye protection (e.g., respirator and goggles or a face shield) 
· For touching blood, body fluids, secretions, excretions, and contaminated items; for touching mucous membranes and nonintact skin 

· During procedures and patient-care activities when contact of clothing/exposed skin with blood/body fluids, secretions, and excretions is anticipated 

· During procedures and patient care activities likely to generate splash or spray of blood, body fluids, secretions, excretions 

Safe work practices
Avoid touching eyes, nose, mouth, or exposed skin with contaminated hands (gloved or ungloved); avoid touching surfaces with contaminated gloves and other PPE that are not directly related to patient care (e.g., door knobs, keys, light switches).

Patient resuscitation 
Avoid unnecessary mouth-to-mouth contact; use mouthpiece, resuscitation bag, or other ventilation devices to prevent contact with mouth and oral secretions. 

Soiled patient care equipment
Handle in a manner that prevents transfer of microorganisms to oneself, others, and environmental surfaces; wear gloves if visibly contaminated; perform hand hygiene after handling equipment.

Soiled linen and laundry
Handle in a manner that prevents transfer of microorganisms to oneself, others, and to environmental surfaces; wear gloves (gown if necessary) when handling and transporting soiled linen and laundry; and perform hand hygiene. Launder as per institutional guidelines for soiled linen (i.e., launder in hot water 70-80ºC (158-176ºF) if possible.  Or laundry can be soaked in clean water with bleaching powder 0.5% for 30 minutes.  If this method is used, the laundry should be washed again with detergent and water to remove the bleach.

Needles and other sharps
Use devices with safety features when available; do not recap, bend, break or hand-manipulate used needles; if recapping is necessary, use a one-handed scoop technique; place used sharps in a puncture-resistant container.

Environmental cleaning and disinfection
Use EPA-registered hospital detergent-disinfectant; follow standard facility procedures for cleaning and disinfection of environmental surfaces; emphasize cleaning/disinfection of frequently touched surfaces (e.g., bed rails, phones, lavatory surfaces).

Disposal of solid waste
Contain and dispose of solid waste (medical and non-medical) in accordance with facility procedures and/or local or state regulations; wear gloves when handling waste; wear gloves when handling waste containers; perform hand hygiene. 

Respiratory hygiene/cough etiquette
Source control measures for persons with symptoms of a respiratory infection; implement at first point of encounter (e.g., triage/reception areas) within a healthcare setting.
Cover the mouth/nose when sneezing/coughing; use tissues and dispose in no-touch receptacles; perform hand hygiene after contact with respiratory secretions; wear a mask (procedure or surgical) if tolerated; sit or stand as far away as possible (more than 3 feet) from persons who are not ill. 

Droplet Precautions plus respirator
See: http://pandemicflu.gov/plan/maskguidancehc.html

Patient placement 
Place patients with influenza in a private room or cohort with other patients with influenza.* Keep door closed or slightly ajar; maintain room assignments of patients in nursing homes and other residential settings; and apply droplet precautions to all persons in the room.

*During the early stages of a pandemic, infection with influenza should be laboratory-confirmed, if possible. Personal protective equipment Wear a surgical or procedure mask for entry into patient room; wear other PPE as recommended for standard precautions.

Patient transport 
Limit patient movement outside of room to medically necessary purposes; have patient wear a procedure or surgical mask when outside the room. 

Other 
Follow standard precautions and facility procedures for handling linen and laundry and dishes and eating utensils, and for cleaning/disinfection of environmental surfaces and patient care equipment, disposal of solid waste, and postmortem care. 

Aerosol-Generating Procedures
During procedures that may generate small particles of respiratory secretions (e.g., endotracheal intubation, bronchoscopy, nebulizer treatment, suctioning), healthcare personnel should wear gloves, gown, face/eye protection, and a fit-tested N95 respirator or other appropriate particulate respirator.

Appendix 17: Hospital Based Community Isolation and Quarantine

CDC’s Division of Global Migration and Quarantine (MQS) has implemented Memoranda 

Of Agreements (MOA) with acute health care facilities in Nebraska and other states to provide care for arriving travelers with communicable diseases.   Hospitals in Nebraska currently include:

· Children’s Hospital, Omaha, NE

· Creighton University Medical Ctr, Omaha, NE

· Methodist Health Systems, Omaha, NE

· Nebraska Medical Center, Omaha, NE

· Bergan Mercy Medical Center, Omaha, NE

· Immanuel Medical Center, Omaha, NE

· Bryan LGH, Lincoln, NE

· Saint Elizabeth, Lincoln, NE

The authority to place persons in involuntary isolation or quarantine is delegated to MQS.  Nebraska is under the auspice of CDC’s Minneapolis Quarantine Station.

Location:
Minneapolis-St. Paul International Airport
Lindberg Terminal, Suite G-2256
4300 Glumack Drive
St. Paul, MN 55111

Phone:
612-725-3005  Monday-Friday, 8:00am–4:30pm

Cell Phone:
612-205-0415   Available 24 hours/7 days a week

Email:
 pml1@cdc.gov  (Pamela Lutz – Officer in Charge)

kqm5@cdc.gov   ( Karen J Marienau, MD, MPH -Quarantine Medical Officer) 

Fax:
612-725-3006

Office Hours:
Monday-Friday  8:00am–4:30pm

Activation of Hospital Memorandum of Agreement (MOA)

CDC MQS, in consultation with CDC Headquarters, will determine if there is a need to isolate the ill passenger(s) and/or crew members(s) of a plane or boat and initiate quarantine of other passengers and crew. 

CDC MQS will notify the MOA Hospital of the potential for transport of an individual with a suspect quarantinable disease. The CDC MQS will also notify the appropriate State and Local health departments.

When a decision is made to issue a quarantine order, CDC MQS will notify the MOA Hospital by telephone of transport of the ill passenger(s) or crew member(s) that may require isolation, evaluation, and treatment under the MOA.  The CDC MQS will also update the appropriate State and Local health departments.

Appendix 17: Hospital Based Community Isolation and Quarantine (Con’t.)

The CDC MQS will fax a written request to the MOA Hospital and will include the following:

· Name and other pertinent identifying information on the referred individual(s);

· Description of the illness for which the individual(s) are being referred;

· Any other information available for release by CDC that may be useful for the hospital in

           the transport, evaluation, or management of the referred individual; and, signature of the

           Officer in Charge or Medical Officer of the CDC MQS making the referral, her authorized

           designee, or other authorized CDC representative.

Following the transport of the ill individual(s) to the MOA Hospital, CDC, the MOA Hospital, and appropriate State and Local public health authorities will share appropriate medical information and consult on all decisions related to the care of the referred individual(s) which may have a public health impact, including discontinuation of isolation precautions and discharge from the hospital. 

Under the terms of the MOA, the hospital and attending physician retain final authority for all decisions related to the clinical case, while CDC retains final authority for determining when to institute or discontinue isolation or discharge o person suspected of having a quarantinable disease. 

Appendix 18: Managing HCW Exposures

Occupational health (OH), in collaboration with infection control, should define what will consist of an occupational exposure (e.g., enter infectious person’s room without a protective mask N-95 mask/N-99 mask/PAPR unit and protective eyewear that seals to face [goggles] or had infected oropharyngeal secretions onto HCW’s own mucous membrane).  Personnel should notify supervisor and OH about exposure.  A back-up system to manage high volume of influx calls should be planned.  

Pre-established plans for obtaining prescriptions, vaccinations and treatment are beneficial.  Plan should include how/where to obtain prescriptions, how/where to obtain medication, how/where to receive vaccination (see Off-site Clinic section).

Exposed HCW should monitor daily for key symptoms prior to work duty.  If illness does occur, routine call-in system may become overwhelmed, and a back-up system should be pre-planned.  If decentralization (call-in to department/unit) system is used, it is important for department personnel to communicate HCW illness information to OH in order to log data for trending analysis.

Occupation health needs to define when ill HCW can return to work (e.g., asymptomatic for 24 hours and “fit for duty”).  Personnel need to be released for work duty by OH.  Personnel, who have recovered and developed immunity against the disease, are the preferred staff to care for ill patients. 

Other Key Issues:

· Develop a strategy for regularly updating clinicians, direct patient care staff and

           screening/triage staff on the current status of influenza

· Develop a plan to provide for the physical needs at work i.e. food, rest during prolonged

           shifts, recuperation – including breaks from Personal Protective Equipment (PPE)

· Pre-established collaborative plans with Human Resources should be developed to

           include if and when HCWs will be paid during pandemic illnesses or quarantine 

           situations. 

· (e.g., registration, vital signs (if needed), education center, consent signing, 

                 treatment/vaccination, holding area (r/o reactions with vaccinations) 

· Draw floor plan to include flow of HCW/work process (e.g., registration, vital signs

      (if needed), education center/area, consent signing, treatment/vaccination, holding

      area (if deemed appropriate to rule out vaccine reactions)

· meals for clinic workers (who will provide food; who will deliver food,  how will food

      be stored(especially for diabetic workers), who will complete clean-up?

· Develop routine cleaning/maintenance’s of environment:

· When considering clinical supplies, develop a list of supplies that would serve a

      set volume of HCW (i.e., #100).  When volumes increase, one can just multiple

      listed supplies by a number (e.g., supplies for #100 times #10 = supplies for #

      1000 HCW) to meet anticipated volume surge.

Appendix 18: Managing HCW Exposures (Con’t.)
Off-site clinic

A pre-established off-site occupational health clinic(s) location is important in managing HCW health issues.  This pre-planning is especially important when the in-hospital OH clinic becomes overwhelmed or when the hospital is quarantined.  When determining a location, consider:

· ample parking

· location(s) close to majority of HCW’s home address

· ability to secure the building; identify who will do this

· availability of restrooms

· availability of space for staff’s rest breaks and meals

· hours of operation

· staffing of clinic, including clerical

· available equipment in building

· additional supplies needed:  clerical and clinical 

· drawn floor plan to include flow of HCW/work processes

Note:  where do you obtain items, who will deliver them, and who will do the set up?
Appendix 19: Employee Illness Assessment Tool

Employee Assessment for Influenza-Like-Illness

Name: _______________________ Home Department: _________________ Date: _________

Directions:  Please complete assessment BEFORE reporting to work assignment.

Section I:  Present symptoms (select all that apply):


____
Oral temperature > 100.4 ° F (fever)


____   Cough





_____  Sore throat


____
Body aches





_____  Runny or stuffy nose


____
Extreme fatigue




_____  Headache

Section II: If you have a fever AND one or more other symptoms, call or report to:


____
On-site Employee Health (location/telephone): ____________________________


____
Off-site Employee Health (location/telephone): ____________________________


____
Your primary care physician


____
Stay at home, do not report to work, school, church or other social/public

                      functions; do not operate an in-home child care.  You may return to work after 7 

                      days from onset of symptoms and are “fit for duty”; report to Employee Health

                      before work duty. 

Section III: Applies only to “call-in” employees (select all that apply):

          _____ Employee has Influenza-Like-Illness (ILI) (document symptoms in section I)

          _____ Someone in household has ILI

          _____ Other (List): ________________________________________________________

Section IV: List non-ill employee assignments (for tracking purpose):

         Assigned to department/unit: ________________________________________________

Appendix 20: Vaccine Priority Group Recommendations

Vaccine Priority Group Recommendations*

Tier 
Sub-Tier 
Population 
Rationale 

1
A
· Vaccine and antiviral manufacturers and others essential to manufacturing and critical support (~40,000) 

· Medical workers and public health workers who are involved in direct patient contact, other support services essential for direct patient care, and vaccinators (8-9 million) 
· Need to assure maximum production of vaccine and antiviral drugs 

· Healthcare workers are required for quality medical care (studies show outcome is associated with staff-to-patient ratios). There is little surge capacity among healthcare sector personnel to meet increased demand 




B
· Persons > 65 years with 1 or more influenza high-risk conditions, not including essential hypertension (approximately 18.2 million) 

· Persons 6 months to 64 years with 2 or more influenza high-risk conditions, not including essential hypertension (approximately 6.9 million) 

· Persons 6 months or older with history of hospitalization for pneumonia or influenza or other influenza high-risk condition in the past year (740,000) 


· These groups are at high risk of hospitalization and death. Excludes elderly in nursing homes and those who are immunocompromised and would not likely be protected by vaccination 


C
· Pregnant women (approximately 3.0 million) 

· Household contacts of severely immunocompromised persons who would not be vaccinated due to likely poor response to vaccine (1.95 million with transplants, AIDS, and incident cancer x 1.4 household contacts per person = 2.7 million persons) 

· Household contacts of children <6 month olds (5.0 million)
· In past pandemics and for annual influenza, pregnant women have been at high risk; vaccination will also protect the infant who cannot receive vaccine. 

· Vaccination of household contacts of immunocompromised and young infants will decrease risk of exposure and infection among those who cannot be directly protected by vaccination




D


· Public health emergency response workers critical to pandemic response (assumed one-third of estimated public health workforce=150,000) 

· Key government leaders 


· Critical to implement pandemic response such as providing vaccinations and managing/monitoring response activities 

· Preserving decision-making capacity also critical for managing and implementing a response 








Tier 
Sub-Tier 
Population 
Rationale 

2
A
· Healthy 65 years and older (17.7 million) 

· 6 months to 64 years with 1 high-risk condition (35.8 million) 

· 6-23 months old, healthy (5.6 million) 


· Groups that are also at increased risk but not as high risk as population in Tier 1B 


B
· Other public health emergency responders (300,000 = remaining two-thirds of public health work force) 

· Public safety workers including police, fire, 911 dispatchers, and correctional facility staff (2.99 million) 

· Utility workers essential for maintenance of power, water, and sewage system functioning (364,000) 

· Transportation workers transporting fuel, water, food, and medical supplies as well as public ground public transportation (3.8 million) 

· Telecommunications/IT for essential network operations and maintenance (1.08 million) 


· Includes critical infrastructure groups that have impact on maintaining health (e.g., public safety or transportation of medical supplies and food); implementing a pandemic response; and on maintaining societal functions 

3

· Other key government health decision-makers (estimated number not yet determined) 

· Funeral directors/embalmers (62,000) 


· Other important societal groups for a pandemic response but of lower priority 

4

· Healthy persons 2-64 years not included in above categories (179.3 million) 
· All persons not included in other groups based on objective to vaccinate all those who want protection 



*** http://www.hhs.gov/pandemicflu/plan/appendixd.html
Appendix 21: Antiviral Drug Priority Group Recommendations


Group 



Rationale



1 
Patients admitted to hospital*** 
Consistent with medical practice and ethics to treat those with serious illness and who are most likely to die. 

2 
Health care workers (HCW) with direct patient contact and emergency medical service (EMS) providers 
Healthcare workers are required for quality medical care. There is little surge capacity among healthcare sector personnel to meet increased demand. 

3 
Highest risk outpatients—immunocompromised persons and pregnant women 
Groups at greatest risk of hospitalization and death; immunocompromised cannot be protected by vaccination. 

4 
Pandemic health responders (public health, vaccinators, vaccine and antiviral manufacturers), public safety (police, fire, corrections), and government decision-makers 
Groups are critical for an effective public health response to a pandemic. 

5 
Increased risk outpatients—young children 12-23 months old, persons >65 yrs old, and persons with underlying medical conditions 
Groups are at high risk for hospitalization and death. 

6 
Outbreak response in nursing homes and other residential settings 
Treatment of patients and prophylaxis of contacts is effective in stopping outbreaks; vaccination priorities do not include nursing home residents. 

7 
HCWs in emergency departments, intensive care units, dialysis centers, and EMS providers 
These groups are most critical to an effective healthcare response and have limited surge capacity. Prophylaxis will best prevent absenteeism. 

8 
Pandemic societal responders (e.g., critical infrastructure groups as defined in the vaccine priorities) and HCW without direct patient contact 
Infrastructure groups that have impact on maintaining health, implementing a pandemic response, and maintaining societal functions. 

9 
Other outpatients 
Includes others who develop influenza and do not fall within the above groups. 

10 
Highest risk outpatients 
Prevents illness in the highest risk groups for hospitalization and death. 

11 
Other HCWs with direct patient contact 
Prevention would best reduce absenteeism and preserve optimal function. 

*The committee focused its deliberations on the domestic U.S. civilian population. NVAC recognizes that Department of Defense (DoD) needs should be highly prioritized. A separate DoD antiviral stockpile has been established to meet those needs. Other groups also were not explicitly considered in deliberations on prioritization. These include American citizens living overseas, non-citizens in the U.S., and other groups providing national security services such as the border patrol and customs service.

**Strategy: Treatment (T) requires a total of 10 capsules and is defined as 1 course. Post-exposure prophylaxis (PEP) also requires a single course. Prophylaxis (P) is assumed to require 40 capsules (4 courses) though more may be needed if community outbreaks last for a longer period.

***There are no data on the effectiveness of treatment at hospitalization. If stockpiled antiviral drug supplies are very limited, the priority of this group could be reconsidered based on the epidemiology of the pandemic and any additional data on effectiveness in this population.

*** http://www.hhs.gov/pandemicflu/plan/appendixd.html

Appendix 22: Mass Clinic Management

A pre-established off-site occupational health clinic(s) location is important in managing HCW health issues.  This pre-planning is especially important when the in-hospital OH clinic becomes overwhelmed or when the hospital is quarantined.  

When determining a location, consider:

· ample parking

· location(s) close to majority of HCW’s home address

· ability to secure the building; identify who will do this

· availability of restrooms

· availability of space for staff’s rest breaks and meals

· hours of operation

· staffing of clinic, including clerical

· available equipment in building

· additional supplies needed:  clerical and clinical (where to obtain items; who will deliver them; who will do set up)

· drawn floor plan to include flow of HCW/work processes (e.g. registration, vital signs (if needed), education center, consent signing, treatment/vaccination, holding area (rule out reactions with vaccinations) 

· directional signs

· meals for clinic workers (who will provide food; who will deliver; storage of food, clean-up)

· routine cleaning/maintenance of environment: who and how often

Appendix 23: Strategies for the Use of Anti-Viral Medications
Inter-Pandemic and Pandemic Alert Periods
· Continue the administration of seasonal influenza and pneumococcal vaccine to reduce the possibility of co-infection and to maintain and develop influenza vaccination infrastructure.

· Continue the use of antivirals to control healthcare associated outbreaks.

· Continue to treat all patients admitted to the hospital with influenza within 48 hours.

· Use antivirals in the medical management of novel cases of influenza as outlined in clinical protocols.

· Plan for the implementation of treatment, prophylaxis, and PEP protocols.

· Develop plans to implement distribution of antivirals to priority groups.

Pandemic Period - No Pandemic Influenza Detected in the United States or only Sporadic Cases Reported in the United States

· Continue the administration of seasonal influenza and pneumococcal vaccine to reduce the possibility of co-infection, and to maintain and develop influenza vaccination infrastructure.

· Continue the use of antivirals to control nosocomial outbreaks.

· Plan for the use of antiviral drugs in the management of persons infected with novel strains of influenza and their contacts.

· Target treatment to influenza patients admitted to a hospital that present within 48 hours of symptom onset.

· Administer antivirals to all persons sick with influenza that enter the hospital based on clinical algorithms.  Do we have these?

· Begin treatment of patients with influenza-like illness and a positive rapid antigen test for influenza A.

· Base the continuation of treatment decisions on laboratory confirmed subtype identification of the pandemic strain by viral isolations, RT-PCR, or other means recommended by CDC or the severity of disease and susceptibility of the infective strain in illness caused by other influenza subtypes.

· Help to develop and implement health guidance that encourages drug-use practices that minimize the development of drug resistance.

Pandemic Period - When Pandemic Influenza is Detected in the United States
With increasing disease activity base treatment decisions on:

· Laboratory confirmation of infection with a pandemic subtype,

· Detection of influenza A by rapid antigen test, or

· Epidemiologic and clinical characteristics.

· Initiate treatment before laboratory confirmation is obtained.

· Continue treatment awaiting confirmatory tests.

· Target prophylaxis to priority groups.

· Use PEP to control small well-defined disease clusters and to protect individuals with a known exposure to a pandemic virus, such as household contacts.

· PEP may be used to protect those prioritized during the period between vaccination and the development of immunity.

· If possible reserve the use of antivirals for prophylaxis only during period of peak viral circulation if that information is available.

Appendix 23: Strategies for the Use of Anti-Viral Medications (Con’t.)
Pandemic Period – When There is Widespread Transmission of Pandemic Influenza in the United States
As the pandemic becomes more widespread treatment decisions are made more on clinical characteristics and epidemiologic features. Laboratory confirmation will no longer be necessary.

· Treat those at highest risk of severe illness and death if antiviral supplies are limited.

· Decrease use of prophylactic antivirals as needed once a vaccine is available.

· Continue to administer antiviral prophylaxis between the first and second dose, or until immunity develops if recommended.

· Continue to administer antiviral prophylaxis to those for whom the vaccine is contraindicated or whose response to the vaccine is likely to be inadequate.

Appendix 24: Anticipated Durable and Consumable Resource 

Pharmaceuticals

· Vaccine

· Antibiotics

· IV fluids

Consumable Resources 

· Hand hygiene supplies (antimicrobial soap and alcohol-based, waterless hand hygiene products) 

· Disposable N95, surgical and procedure masks

· PAPR tubing and other disposable materials

· Isolation masks for patients

· Gowns 

· Gloves 

· Facial tissues

· Central line/PICC kits (for administration of antibiotics)

· Body bags or alternatives

· Eye protection

Durable Resources

· Ventilators 

· Respiratory care equipment
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