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Introduction


This document has been developed as a checklist template for Nebraska healthcare organizations to use in development of a written plan for an influenza pandemic emergency.  It is adapted from the CDC hospital planning checklists (http://www.hhs.gov/pandemicflu/plan/sup3.html#app2). This checklist may easily be adapted to fit other state’s healthcare structures and functions. 

Implementation of this plan would be expected to begin in the early pandemic phases. (See Appendix 1: Pandemic Stages and Phases)  During an actual event, all directives noted in this template are subject to change.  This plan should be considered an “Evergreen” document.  When this occurs, Infection Control and Prevention staff will keep others informed of the need for updates.

It is anticipated that development and implementation of the plan will require strong collaboration with local Emergency Operations Centers, Health Departments, Hospital’s emergency planners and all Hazards/HEICS (Hospital Emergency Incident Command System) program.  The plan should correlate with Nebraska Health and Human Services Pandemic Influenza Prevention and Control Guidelines (http://www.hhs.state.ne.us/puh/epi/flu/pandemic/docs/State-Plan.pdf) This plan is not intended to duplicate a hospital’s Emergency Response/Disaster plan.  

The categories below address areas which should be considered in developing a written plan.  Not all organizations will need to address all areas.    

It is strongly recommended that each phase of the plan undergo preparatory test exercises and that these test exercises be followed by additional modifications of the plan as necessary.

Key acronyms and definitions will be used in this template.  (See Appendix 2: Acronyms and Appendix 3: Definitions)
Appendix 1: Pandemic Stages and Phases

Appendix 2: Acronyms

Appendix 3: Definitions

Planning


Planning includes:

· Planning Team Members within the organization must include technical experts as well as persons with decision making authority

· A strategy for regularly updating clinical, Emergency Department (ED) and outpatient staff on the status of pandemic influenza stages has been established. (Responsible person ________)

· Healthcare facilities should use assumptions in planning to prevent and respond to influenza pandemic.  

        (See Appendix 4 :  Planning Assumptions)

· Review NHHS’s pandemic guidelines for current morbidity and mortality projections 

· (http://www.hhs.state.ne.us/puh/epi/flu/pandemic/docs/State-Plan.pdf)

· Use of FluSurge software will assist in identifying potential needs (http://www.cdc.gov/flu/flusurge.htm)
Appendix 4: Planning

Assumptions

Surveillance Plan


Once a pandemic has been identified by the Center for Disease Control and Prevention (CDC) and the World Health Organization (WHO), the CDC will provide a definition of illness with which to track the virus’ introduction into local areas. The State Health Department and local health department will distribute the current CDC recommendations for enhanced surveillance for the detection of the first cases of the pandemic virus. 

· Person responsible for regularly monitoring of influenza activity nationally, regionally and locally has been identified.   Sources of case data may include:

                   World Health Organization (WHO)

                   http://www.who.int/csr/disease/avian_influenza/country/en/index.html
                   Center for Disease Control and Prevention 

                   http://www.pandemicflu.gov/outbreaks/#ussurv
Nebraska Public Health Laboratory Website

http://www.nphl.org/index.html
Health Alert Network webpage
http://www.hhs.state.ne.us/han/hanindex.htm
Local Health Department webpage

The hospital case surveillance plan includes: 

· Laboratory participation with the local public health as a sentinel lab to monitor influenza activity throughout the county/district health departments.

· Participation, as requested, in the developing national Bio-Sense system (http://www.cdc.gov/mmwr/preview/mmwrhtml/su5401a4.htm) 
· Provide to local or state health department information on ED visits, admissions, and deaths as requested 
· Syndromic surveillance (i.e. patients presenting with Influenza Like Illnesses (ILI) of patients presenting to the emergency department and other key first contact departments. Local county health departments during an Alert may request this information. (See Appendix 5: CDC Human Influenza A (H5) Case Screen and Report Form)

· Case definition of an ILI and management of these cases. ( See Appendix 6: Case Detection and Clinical Management During the Inter-Pandemic Alert Periods) 

· Syndromic surveillance program for ILI of employees.  (See Occupational Health Section)

· Facilitate the collection and testing of appropriate specimens as recommended for early detection of pandemic virus at the local level.  (See Laboratory Utilization Section)

· Allow for internal review of pandemic influenza activity in patient’s presenting to the emergency department.

· Monitor of health care associated infection (HAI) transmission of pandemic cases.

Appendix 5: CDC Human Influenza A (H5) Case Screen and Report Form
Appendix 6: Case Detection and Clinical

Management During the 

Inter-Pandemic Alert Periods

Laboratory Utilization


An effective plan for the utilization of laboratory services during a pandemic should include: 

· Review with laboratory personnel their role in responding to a message from the Health Alert Network (HAN) from CDC or local health departments. 

· Establish regular contact between Infection Control and lab personnel regarding influenza positive specimens.  

· Develop a plan for communication between the laboratory and the HEICS team  during an epidemic or pandemic. 

· Investigate with local health department to see if there will be a change in the reporting requirements for lab results once an alert has been received.  

· Develop an agreement between the lab and clinic outpatient facilities as to how samples should be collected, labeled, processed and transported during the stages of the pandemic alert. 

· Prepare to assist in an increase in specimen collection and transportation needs of specimens to public health or regional laboratories

· Prepare to disseminate information to those impacted if new protocols for lab specimens and/or collection during a novel virus may be developed. 

· During seasonal influenza testing, appropriate sample testing includes a nasopharyngeal or throat swab, nasal wash, or nasal aspirates. (See Appendix 7: Influenza Diagnostic Table)

· During pre-pandemic and early pandemic alert stages, specimens should be split.  One specimen should be submitted directly to the Nebraska Public Health Laboratory (NPHL) for novel virus testing.  Facility laboratory should maintain constant contact with NPHL for proper laboratory specimen flow.

· When pandemic influenza is highly suspected (either by public health notification, travel history, etc), specific protocols for testing are developed. (See Appendix 8: Laboratory Specimen Collection Protocol during Pandemic Alert Stage )

· After the pandemic is over, after action reports (AAR) on the laboratory aspects of the event including issues related to availability of collection kits, specimens submitted for quality of specimens, process followed, and transport mechanisms either to local or public health laboratories are compiled, evaluated and distributed.
Appendix 7: Influenza Diagnostic Table

Appendix 8: Laboratory Specimen Collection Protocol during Pandemic Alert Stage 

Communications

Communications

(con’t.)


Communication in the Alert Phases of a pandemic will be managed via the Incident Command process, and coordinated through the Public Information Officer (PIO).  Our designated PIO is _________________-

Responsibility for external communication has been assigned to:

· Person responsible for updating public health reporting 

· Person responsible for communication with other healthcare (HC) facilities

· Clinical spokesperson for the facility 

· Media spokesperson for the facility 

Key points of contact outside the facility have been identified:
· State 

       Nebraska Bioterrorism Epidemiologist (NHHS) 402-471-2937 or 402-471-1983 
       Nebraska Regional Poison Center 800-222-1222 
       Nebraska State Patrol 800-525-5555 

· Local health department contact ____________________

· Emergency Manager

· Medical Response System coordinator (i.e., OMMRS, IMMRS)

A list of other healthcare facilities with whom it will be necessary to maintain communication and assist in preparation plans includes :

· Outpatient Clinic Services  

· Home Health Care Services

· Long Term Care Facilities

· Assisted Living Facilities

External Communications 

· Assign responsibility within the hospital for communication with other key healthcare facilities and businesses   (including emergency phone numbers) with whom it will be necessary to maintain communication includes: 

1.   Home Health Care

2. Outpatient Services

3. Suppliers of disposable/reusable goods

· With guidance from state or local health departments, determine the methods, frequency, and scope of external communications.

· Develop and test protocols for implementation of Health Alert Network (HAN) and Tele-health systems to communicate with health departments and other health care facilities in Nebraska   (See Appendix 9: HANS/Tele-health)

· Identify key topics for ongoing communications (e.g., staffing needs, bed capacity, durable and consumable medical equipment and device needs, and supplies of influenza vaccine and antiviral drugs).

· Consult with local or state public health officials regarding the hospital’s role in communicating with the media and the public.

· Determine the type of hospital-specific communications (e.g., press releases, community bulletin board) that might be needed, and develop templates for these materials.

· Consult with local or state health department departments on plans for pandemic hotline and/or website for public inquiries.

· Determine how public inquiries will be handled (e.g., refer callers to the health department.  Provide technical support for handling calls).

· Identify the types of information that will be provided by the hospital and the types of inquiries that will be referred to state or local health departments.
Internal Communications

· Develop mechanism for internal reporting to ensure the responsible persons receive the necessary information in a timely manner.

· A printed copy of all emergency plans is made available in the event the internet in not available.

· Facility Emergency Management Plans (EMP) prepare for back up communications as necessary.


Appendix 9:  HANS/Tele-health



Education & Training

Education & Training (con’t.)


An education and training plan on pandemic influenza contains:

· Language and reading level-appropriate materials for educating all patients, healthcare workers (HCW), family members, volunteers, and visitors about pandemic influenza and the facility’s pandemic influenza plan, have been identified.  Educational materials are available in pre-established sites such as registration area, intranet sites, and infection control department.  

· Some of the many fact sheets on influenza include:

              http://www.cdc.gov/flu/keyfacts.htm 

              http://www.cdc.gov/flu/symptoms.htm 

              http://www.cdc.gov/flu/about/qa/disease.htm 

· A few fact sheets on avian and pandemic influenza:

              http://www.cdc.gov/flu/avian/gen-info/facts.htm 

              http://www.cdc.gov/flu/avian/gen-info/qa.htm 

              http://www.cdc.gov/flu/pandemic/keyfacts.htm 
· Information appropriate to the healthcare worker job description. The following groups, (not limited, nor all inclusive) of healthcare personnel have received specialized training on the facility’s influenza plan:

· Attending physicians

· House staff

· Nursing staff

· Occupational Health

· Laboratory staff

· Emergency Department personnel

· Outpatient personnel

· Environmental Services personnel

· Engineering and maintenance personnel

· Security personnel

· Respiratory Therapy

· Nutrition personnel
· Registration
· Volunteers
· Others
· Topics included for HCW’s education: 

· Prevention and control of influenza

· Implications of pandemic influenza

· Benefits of annual influenza vaccination

· Role of antiviral drugs in preventing disease and reducing rates of severe influenza and its complications

· Infection control strategies for the control of influenza, including respiratory hygiene/cough etiquette, hand 

       hygiene, standard precautions, droplet and airborne precautions

· Where influenza patients will be cared for

· Staffing contingency plans, including illness in personnel

· Policies for restricting visitors and mechanisms for enforcing these policies

· Measures to protect family and other close contacts from secondary exposure
· Plan for just-in-time materials that may be released from federal or local agencies at the time of a pandemic.  Some web links with up-to-date educational material may include:
              http://www.pandemicflu.gov/general/whatis.html

                 MACROBUTTON HtmlResAnchor http://www.pandemicflu.gov/general/faq.html

                 MACROBUTTON HtmlResAnchor http://www.pandemicflu.gov/season_or_pandemic.html

                 MACROBUTTON HtmlResAnchor http://www.pandemicflu.gov/general/avian.html

                 MACROBUTTON HtmlResAnchor http://www.cdc.gov/flu/avian/gen-info/avian-flu-humans.htm

                 MACROBUTTON HtmlResAnchor http://www.pandemicflu.gov/vaccine/#research

· Identify current and potential sites for long-distance and local education of clinicians on pandemic influenza. Methods may include HANS, blast faxes, Tele-Health etc.

· Develop means for accessing state and federal web-based influenza training programs.
· Implement a secure system for tracking which personnel who have completed pandemic influenza training
· Rapid training of non-facility staff who are brought in to provide patient care when the hospital reaches surge capacity.  

· Pandemic response plan is available to all associates via _________.  Written hard copy plan  is also available at _________. 

· Refer to Occupational Health section for educational information on employee personal health issues.
· Staff complete and document appropriate National Incident Management System (NIMS) training.


Triage & Admission

Triage & Admission

(con’t.)
A triage and admission plan includes:

· Appropriate signage for entryways during the different phases of the pandemic in accordance with your local Environment of Care (EOC) and facility Emergency Planning. 

· Triage has a specific “coordinator”  in the emergency department, clinic, and registration areas to:

· Phone triage patients who need emergency care and those who can be referred to a medical

         office or other non-urgent facility

·  Identify persons who might be ill

· Assign separate waiting areas for persons with respiratory symptoms

· Screen persons with risk factors. (See Appendix 10: Current Pandemic Influenza Risk Factors)
· Identify established criteria of care they require (i.e., home care or hospitalization) 

· Supplies for Cough Etiquette and personal protective equipment are available for staff, patients and visitors (adults and pediatric)  (See Infection Control Section) 

· Clinical criteria for suspected cases of pandemic flu have been established.  (See Surveillance Section)
· Admission procedures will be streamlined to limit the number of patient encounters in the hospital (e.g., direct admission to an inpatient bed).

· Patients may be screened on admission for recent seasonal influenza vaccination and pneumococcal vaccination.  Those without a history of immunization should receive these vaccines before discharge, if indicated.

· Maintain awareness of seasonal influenza and other ILI disease patients that may be encountered intermixed with pandemic influenza patients.  (See Appendix 11: Clinical Presentation and Complications of Seasonal Influenza and  Appendix 12: Comparison of Flu, Colds, and Pertussis)

· Care plans for managing a patient that meets criteria for a suspected case of pandemic influenza is established.  (See Appendix 13: Initial Management of Patients)

· A method for tracking the admission, discharge and deaths of patients with pandemic influenza has been                                      developed.

· Establish a strategy for regularly updating clinical, ED, and outpatient staff on pre-pandemic assessment protocols and pandemic influenza, once detected. 
Appendix 10: Current Pandemic Influenza Risk Factors

Appendix 11: Clinical Presentation and Complications of Seasonal Influenza

Appendix 12: Comparison of Flu, Colds, and Pertussis

Appendix 13: Initial Management of Patients



Discharges/

Transfers
Criteria for discharge and transfer should include: 

· Patients who are clinically stable for at least 24 hours, signs and symptoms have improved, oral therapy is being given, and they are functionally independent. These patients can be considered for discharge from the local hospital (or designated health care facility), with follow up, as indicated with an appropriate agency. (See Appendix 14: Home Care Guidelines)
· The use of an alternative center of care should be contemplated if more prolonged observation is necessary for patients with pneumonia, co-morbidities, or for individuals who are not functionally independent.  Home Care may also be considered.

· Training and support for discharge planners are established.
· Discharged patients are provided a copy of:

· Assessment sheet

· Instructions for self-management

· Contact names/numbers to notify if they deteriorate clinically

· Arrangements for home care/follow-up as required: usually 48 hours later for adults and 24 hours for children.

· Arrangements for alternate care, if this is required.
Appendix 14: Home Care Guidelines

Facility 

Access


A facility access plan developed in conjunction with community emergency plans includes:

· Use of signage and/or security to limit access or direct patients during “Alert” period

· Criteria and protocols for closing the facility to new admissions.

· Criteria and protocols for limiting visitors.   (See Appendix 15: Visitor Guidelines)

·  Input from Hospital Security  has been used for procedures for enforcing facility access controls. 
· Criteria for finding and using of volunteers. (See Section Surge Capacity)
Appendix 15: Visitor Guidelines





Infection Control

 
Established infection control protocols for pandemic influenza patients including hand hygiene, isolation, personal protective equipment (PPE’s), environmental cleaning and disinfection, waste disposal and post mortem care.  (See Appendix 16: Infection Control)

· CDC recommends thaN95 respirator should be worn with at risk of exposure.  If N95 supplies are limited other respirators such as PAPRs should be considered. Surgical masks should be last resort . http://pandemicflu.gov/plan/maskguidancehc.html
· Pandemic and non-pandemic influenza virus strains do not differ greatly in terms of biophysical or biochemical
properties, so what kills one form of influenza virus is effective on the other

· Viruses typically remain infectious for 24 to 48 hours on nonporous environmental surfaces and less than 12 hours on porous surfaces.  The importance of fomites in disease transmission has not been determined.   Organic material, such as feces, will protect avian influenza from inactivation and active virus may be recovered from these sources for up to 105 days.  (American Veterinary Medical Association)

· The routine Spaulding classification (critical, semi-critical and non-critical) for medical and surgical instruments;  cleaning and disinfection are in place. 

· Powered Air Purifying Respirator (PAPR’s) and other personal protective equipment should be decontaminated and disinfected according to manufacturer’s directions.  As a general rule, disposable portions should be discarded at the end of each shift and the unit wiped down with an appropriate disinfectant.  The unit should be allowed to dry thoroughly before reuse. These guidelines may need to be reviewed if/when supplies are minimal. 

· Centers for Disease Control and Prevention, as well as local health departments, will serve as guidance organizations in medical waste management issues during a pandemic.  CDC will provide guidance based on the public health impact and epidemiology of medical waste management
· Follow local health department plans for community containment, isolation, and quarantine.
Facilities who have signed a Memorandum of Agreement (MOA) with CDC to provide care for arriving travelers with communicable diseases have developed plans to manage these patients.   (See Appendix 17: Hospital Based Community Isolation and Quarantine )  
Appendix 16: Infection Control

Appendix 17: Hospital Based Community Isolation and Quarantine

Occupational Health

Occupational Health (con’t.)

Occupational Health (con’t.)


Limiting Employee Exposures:


Consider the following approaches to limit exposure:

· Screen HCWs BEFORE work assignment for symptoms of ILI (consider completing assessment at entrance of facility upon arrival when work assignments need central location)  See Appendix 18
· cohort ILI to selected unit(s)
· cohort staff to assigned ILI patient unit(s)

· limit ILI patient contact to essential staff

· minimize floating

· recovered ILI, “fit-for-duty” employees are ideal care providers for ILI ill patients due to immunity (if limited supply of protective masks, contact infection control practitioner for guidance on whether mask is required)

· HCWs receiving antiviral drugs or received vaccine are preferred for caring for  ILI patients (HCW should continue using personal protective equipment, unless otherwise directed by infection control practitioner)

· maintain daily assignment sheets (related to patient contacts); may be used in epidemiology investigation to rule in/out exposures

Managing exposures:


The following recommendations pre-planned might be helpful (  See Appendix 19):
· define occupational exposure (e.g., enter infectious person’s room without a protective mask and snuggly-fitting-to–face eyewear or had infected oropharyngeal secretions onto HCW’s own mucous membrane)

· working collaboratively with Human Resources, determine which employees are at high risk for influenza complications (e.g., pregnant women, immunocompromised employees), identify alternative work locations or if furloughing is applicable

· back-up system to manage high volume of in-coming calls

· plans for obtaining and distributing prescriptions, vaccinations and treatment

· off-site clinic location and available supplies (see Mass Clinic section)

Use assessment tool for symptoms ( See Appendix 18) after exposure, especially prior to work, and to educate HCW on: (1) who to report exposure to, (2) what symptoms to assess for, (3) what triggers work restriction, (4) where to report to for follow-up care, (5) social/public restrictions, (6) how long to remain off work, and (7) who/where to receive permission to return to work.  Tool may also be  used for telephone screening (call-ins) or screening prior to centralized work assignments (tracking purposes).

Incubation period:  start 12th day from first exposure to and including 25th day from last exposure)

if decentralization (call-in to department/unit) system is used, communication plan for department personnel to communicate HCW illness information to OH (OH can log data and analyze for department trending; work compensation data)

define when ill HCW can return to work (e.g., at least seven days from onset of symptoms and “fit for duty”).  Personnel should to be released for work duty by OH or designated personnel.

mental health and faith-based resources provide counseling

Education and Communication

HCWs including physicians and volunteers will be educated to the following OH issues, including occupational exposure information:

· transmission of novel influenza and preventative measures,

· where to obtain prophylaxis or vaccine, if applicable 

· definition of occupational exposure, 

· how to report occupational exposure, if different than routine method 

· specific symptoms to self-monitor; frequency (especially prior to work) and duration of monitoring  

· when to stay home; how to treat; social/public restrictions (e.g., not operating an at-home day care, attending school, attending church or other social/public gatherings) to reduce transmission of disease

· reporting illness/call-in, if different than routine method 

· where to receive additional medical care, especially when experiencing surge capacity issues 

· how long to remain home (non-contagious)

· how to report back to work after recovery, if different than routine method

Multimedia, multilingual approach is recommended to keep HCW at work and at home informed about OH issues:

· electronic computer messaging,
· pre-established hospital computer Webb page, 

· pre-established telephone messaging,
· pre-established radio or TV station

Depending on informal (person-to-person) communication leads to inaccurate information.

Occupational Health should notify infection control practitioner (ICP) of any highly suspicious or  lab-confirmed employee cases and ILI trending within departments or clinical units. 

Managing On-duty ILI Employees:


Ill employees should wash hands, don surgical mask, notify supervisor and report to OH.  Personnel may be instructed to report to on-site or off-site OH clinic, personal physician’s office or sent home. During community/facility surge capacity situations, instructions on available healthcare site(s) might be necessary.  

Minimally ill (e.g., respiratory symptoms without fever) and “fit-for-duty” HCW may be allowed to work wearing personal protective mask and working on selected units (e.g., non-critical care, cohorted ILI patients units)

Other issues:

Working with Human Resources, develop strategies for:


· establish off-site OH if hospital under quarantine (see Mass Clinic section)

· assisting employees with child care, elder care and pet care
· housing/sleeping and food arrangements for HCW’s who may need to remain on-site (such as quarantined)
· application of work compensation and paid-time-off usage (clarify how facility will define acquired ILI from occupational exposure vs. community-acquired) 

· clarify if HCW’s will be paid for quarantine situations


Appendix 18:  Employee Illness Assessment Tool
Appendix 19: Managing HCW Exposure 



Vaccine and Antiviral Use

Vaccine and Antiviral Use (con’t.)

Vaccine and Antiviral Use (con’t.)


Contact for obtaining influenza vaccine has been identified. (Name/phone) __________

Contact for obtaining antiviral prophylaxis has been identified. (Name/phone) ________

Internal person responsible for implementing plan has been identified as (Name/phone) ____________

A method for prioritizing healthcare personnel for receipt of vaccine or antiviral prophylaxis based on level of patient contact and personal risk for influenza complications has been established under the direction of the Infection Control Committee with approval of ___________.

Public health entities were contacted to evaluate facilities role in vaccinating and/or treating local essential services staff and families (i.e., police, public power, fire fighters)

In collaboration with state, NHHS Influenza Management Group (under the direction of the Governors Pandemic/Influenza Advisory Committee) and local suppliers, a priority list (based on HHS guidance for use of 

vaccines and antivirals in a pandemic when in short supply) and estimated number of patients and healthcare personnel who would be targeted for influenza vaccination or antiviral prophylaxis has been developed :

Number of first priority personnel _____________

· Number of second priority personnel _____________

· Number of remaining personnel _____________

· Number of first priority patients _____________

· Number of second priority patients _____________

Local emergency groups and facility buying groups were contacted to evaluate need for stockpiling of supplies necessary for vaccination and/or antiviral drug dispensing. 

Methods developed for tracking available supply and use of vaccines and anti-viral drugs. 

Plan developed for obtaining Vaccine Information Statement (VIS) on vaccine and its distribution. 

Public health would get vaccine distributed to local entities to vaccinate or treat their personnel and/or patient.  amount dependent on supply of medication or vaccine.

A system for rapidly distributing vaccine to patients has been developed before and during the different stages of a pandemic. (See Appendix 22:  Mass Clinic Mgmt)  Mass clinics should compliment any clinics held by public health entities. 

Once a vaccine is ready for distribution, state and local health departments should work with healthcare and community partners to activate plans to: 

· Vaccinate persons in priority groups, in accordance with existing recommendations. 

· Provide a second dose, if required for immunity. 

· Monitor vaccine supply, distribution, and use. 

· Monitor and investigate adverse events. 

· Continue communication with partners and the public. 

Recommendations for the use of anti-viral during all phases of a pandemic has been developed for three situations

(See Appendix 23: Strategies for the Use of Antiviral Medications) including: 

· When no or sporadic pandemic influenza has been detected in the United States

· When there is limited transmission of pandemic influenza in the US

· When there is widespread transmission in the US 

Develop educational materials on the available vaccine and anti-viral medications

Maintain records of vaccinated/treated persons (NHHS expects non-public health agencies to maintain an archive records).  Records may be shared with local health departments upon request.

Established antiviral adverse event monitoring procedures:

· Identify staff that will be responsible for adverse event monitoring

· Identify physicians that can provide medical consultation for adverse events

· Plan for reporting and case investigation of adverse events. 

Methods to provide medical care for those in the community that have concerns about potential adverse events.

Plan for participation in the data collection of anti-viral usage that may be requested by local health departments
Appendix 20: Vaccine Priority Group Recommendations

Appendix 21: Antiviral Drug Priority Group Recommendations

Appendix 22:  Mass Clinic Management       
Appendix 23: Strategies for the Use of Antiviral Medications

Surge Capacity

· Staffing Needs
Issues related to surge capacity in this plan includes:

The minimum number and categories of personnel needed to care for a group of patients with pandemic influenza has been determined.

Responsibility for assessing day-to-day clinical staffing needs during an influenza pandemic has been assigned. Persons responsible are: (names and/or titles) _________________________________

A plan has been developed to meet staffing needs which includes:

· Criteria for declaring a “staffing crisis”  that would enable the use of emergency staffing alternatives

· Collaborative link to the local Emergency Operations Center and regional planning and response groups to collaborate on addressing widespread healthcare staffing shortages during a crisis. 

Options to address unmet staffing needs in the hospital:

· Create a pool of non-medical responders to support health and medical care 

· Reallocation of non-clinical personnel to clinical areas to perform support duties

· Develop a priority list for reassignment and recruitment of personnel

· Consider utilizing clinically trained administrative staff not usually engaged in patient care.

· Rapid credentialing of newly recruited personnel 

· Recruit retired or currently unemployed but qualified volunteer providers within the community, state, reserve military medical and nursing providers, and other responders

· Develop plans for non-direct patient caregivers to work from home

Collaborate with community agencies for staffing needs such as:

· Medical Reserve Corp activities

· Public Health Service Commissioned Corps

· American Red Cross

· Temporary staffing agencies

· Volunteer programs (i.e., AmeriCorps and SeniorCorps)

· Veterinarians, dentists and dental auxiliary providers, pharmacists, and health professional students. (medical, nursing, and allied health care) 

· Local clinical student populations – RN, CNA, LPN, Respiratory Care, Radiology, Anesthesia, Cardiac, Laboratory
· Faith Based Nursing Organizations 
Appendix 24:  Anticipated Durable and Consumable Resources



Surge Capacity

(con’t.)


Prepare for non-designated or unplanned volunteers who may show up to assist out of a sense of civic duty.  

Process for offering disaster privileges to volunteers eligible to be licensed independent practitioners (JCAHO MS 4.110) is in place including: 

· Disaster privileges are granted only when the emergency management plan has been activated and the hospital is unable to meet immediate patient needs. 

· An individual responsible for granting disaster privileges is identified. A written mechanism (for example direct observation, mentoring and clinical record review) is in place to oversee the professional performance of the volunteers. 

To train non-clinical staff to function in a clinical setting during a pandemic, the following is done prior to identification of a pandemic:

· Identify training which will take place following the declaration of pandemic

· Identify and obtain training resources which can be tested and used during the pandemic period

· Train the trainers

· Plan for where and how training will be delivered during the pandemic

Use the time between the WHO declaration of pandemic, and the arrival of the first wave in the local area to train as many staff and volunteers as possible in general and specific tasks.

· Insurance and liability coverage should be provided for trainees, volunteers, retirees and any other workers that are recruited to provide health care services during a pandemic.

· Maintain records of trained individuals to ensure best deployment of those individuals.

Mutual AID Agreements (MAAs) and Memoranda of Understanding/Agreement (MOU/As) have been signed with facilities that have agreed to share their staff, when needed. 

Encourage staff to have personal care kits at work (that includes personal items and medications) in the event there is an unforeseen circumstance that requires them to stay beyond a scheduled shift.

Consider identifying a family member or friend of each in-patient to help with the personal care of the patient, thus alleviating the need for hospital personnel to perform non-medical duties. Instruction in the practice of infection control precautions must be provided for these individuals.

The emergency staffing plan has been modified to include legal opinion on emergency laws for using healthcare personnel with out-of-state licenses; any insurance and other liability concerns with using non-hospital personnel.

· Note: Rules limiting the imposition of mandatory overtime will not be relaxed unless the situation clearly qualifies as one of the exceptions provided for under the law governing mandatory overtime (the Federal Fair Labor Standards Act).




Surge Capacity

(con’t.)

· Bed Capacity

· Durable andConsumable Resources

Surge Capacity

(con’t.)

· Altered Standard of Care
· Morgue Capacity
The normal and surge capacity has been established for all identified beds including med, Surgical, Emergency Department, OB, ICU, Peds, Surgery, Outpatient Services.

A threshold has been established for activation of the surge capacity plan.

Strategies to increase bed capacity have been identified (refer to the hospital’s emergency management plan).  Consider the following:

· In-house expansion- use of areas not fully occupied such as day surgery areas, special procedure rooms, recovery rooms and holding area, conversion of single rooms to double rooms, reopening of closed units.

· Early discharge of patients who can be sent home with or without Home Healthcare.

· Prevent unnecessary admissions - establish a screening and isolation procedure outside ED 

· Based upon recommendations during the event, triage patients without significant illness who may be cared for at home.

· Based upon recommendations at the time from local emergency planning groups – open areas not currently used for healthcare but could provide easy access, wide hallways and redundant power sources, may include: procedure care centers and LTCF, hotel, school, veterinary hospitals, convention centers & exhibition halls, empty warehouses, airport hangars, schools, sports arenas

· Mobile and portable care areas such as portable surgery, bloodmobile, radiology or cardiac units or other mobile trailers.

Anticipated durable and consumable resources needs have been determined (See Appendix 24:  Anticipated Durable and Consumable Resources)

Contingency plans for supply shortages options include:

· Pharmaceuticals - The CDC Strategic National Stockpile - large quantities of medications and medical supplies, such as airway maintenance, IV maintenance, and medical surgical items 

· Each state is responsible for distributing supplies to local communities. To respond to additional need, the medical center may need to consider equipment rental or leasing options.

· The Strategic National Stockpile may not be able to deliver needed medical goods for several days during emergencies of extreme magnitude. Facilities may have to order equipment from local suppliers or request donated items from physician offices, medical schools, local armories, medical supply houses, and other sources.

· Establish partnerships with organizations in advance to accelerate the procurement of supplies in an emergency, (e.g., establish an advance contract with a pharmaceutical distributor that would be implemented only in an emergency) 

· Communication devices - A redundant communications system includes (See Facility’s Mass Casualty Plan):

· two telephone systems

· two-way radios

· paging systems

· satellite communications

· tele-Health

· high frequency phone system

· Supplies – The number of supplies identified as crucial to response should be sufficient to last at least three days per isolated patient (this is assuming that FEMA may be able to assist after three days).  Some recommend that 75% of patient load during a pandemic may be isolated.  Note that stockpiling supplies from FEMA may not correlate with your current manufacturers supplies (i.e., intravenous tubing).

Plans for obtaining limited resources have been discussed with local and regional planning and response groups. 

· Alteration in standards of patient care has been discussed in preparation of surge capacity.  Web sites available to assist in planning include AHRQs : http://www.ahrq.gov/research/altstand/ and JCAHO
The following steps should be included in the hospital plans:

· Assessment of current capacity for refrigeration of deceased persons

· Discussion of issues surrounding mass fatality with local emergency planning groups and medical examiners including temporary sites to accommodate morgue surge
· Review current inventory of supplies (e.g., body bags) and project the needs to handle an increased number of deceased persons.
Appendix 24:  Anticipated Durable and Consumable Resources)



Post Pandemic
Plans in place for  post pandemic: 

· Demobilize response teams and equipment

· Post traumatic stress management

· Decontaminate essential facilities and disposing of infectious waste

· Re-establish non-essential medical  and surgical services

· Account for cost and time

· Honor and recognize all appropriate staff and physicians for their courage and sacrifice

· Maintain a “fire watch” surveillance program to watch for reemergence of pandemic activity

· Repair and restore all damaged, modified or abandoned facilities to pre-op state.

· Conduct after action reviews of key facilities, staff and other groups
Prepare and publish a comprehensive operations management report.
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