Insert Hospital Name Here
SUBJECT:  Pandemic Influenza Plan
                                                  Policy #


PURPOSE:
Hospitals must be prepared to respond to the threat of pandemic disease.  An essential element of this response is the rapid deployment of screening and infection control measures that have proven effective in preventing transmission of severe respiratory illnesses. The initial national outbreak of the disease may occur at any facility. This policy is designed to provide for the safe provision of care to emergency department and acute care patients, while preventing transmission of pandemic influenza or other respiratory diseases to patients and employees.

In the event of a pandemic, hospitals may not be able to meet the burden of care alone. Therefore, active participation in the local, state, and regional area planning for local disease exposure control is necessary.  A pandemic may require the community use of alternative care facilities. Adequate surge capacity may only be possible through coordination with local health departments and may be essential to the continued operation of the facility.

STATEMENT:
Medical monitoring for and response to the possible presentation of pandemic influenza in hospitals must meet the guidelines and procedures stated in this policy. Hospital preparedness levels should correspond to the known threat level from pandemic influenza. The level of preparedness and response should be guided by the World Health Organization alert phases as publicized by the CDC (Appendix I).
This document is prepared in response to 2006 concerns over avian influenza (H5N1) and reflects current information available from multiple sources. Unless new recommendations are developed by HHS or CDC, this document may be used as a general pandemic influenza guidance. These guidelines are based on the assumption of high severity of illness and may be activated and interventions de-escalated based on the severity of illness and recommendations from the federal, local and state health authorities, and incident commander. Severity is usually based on 3 factors, the virological characteristics of the virus, the vulnerability of the population affected, and the capacity for response.

PROCEDURE:
A. Inter-Pandemic Period (WHO phases 1 and 2)
Definition: No new influenza virus subtypes have been detected in humans. An influenza virus subtype that has caused human infection may be present in animals.


**Pandemic Influenza is an uncommon type of Influenza A that causes greater morbidity and  mortality than seasonal influenza.  An influenza pandemic occurs when a novel influenza A virus (a “pandemic influenza virus”) emerges in the human population, causes serious illness, and spreads easily from person to person worldwide. Influenza pandemics occurred three times during the twentieth century—1918, 1957 and 1968.

Goal: 

· Planning, education, and training in preparation for pandemic influenza are    accomplished in each facility.

1. Preparedness Committee/Team
a. Houston Physicians’ Hospitals’ Safety/Emergency Preparedness Committee along with the Medical Executive Committee will have responsibility for pandemic influenza preparedness and response. These committies are responsible for the implementation of this document’s recommendations. They will designate team that will be a subcommittee of the Safety/Emergency Preparedness committee and should include representative members of the infection control, disaster planning, safety officer, physical plant, security, ED, respiratory services, and laboratory.

b. The Pandemic Preparedness Team should focus on the following actions per the HHS Pandemic Influenza Plan (S3-2) found at http://www.hhs.gov/pandemicflu/plan:

1) Develop planning and decision-making structures for responding to pandemic influenza.

2) Develop written plans that address:  Disease surveillance, hospital communications, education and training, triage and clinical evaluation, facility access, occupational health, use and administration of vaccines and antiviral drugs, surge capacity, supply chain and access to critical inventory needs, and mortuary issues.

3) Participate in pandemic influenza response exercises and drills, and incorporate lessons learned into the response plans.

c. The Pandemic Preparedness Team should understand that a number of different scenarios can occur depending on the size of the pandemic, the resources available, and actions/directives of local and federal authorities.

2. Public Health Communication
a. The committee will liaison with local departments for hospital pandemic influenza preparedness planning and response.  

1) City of Houston Bureau of Epidemiology                                                    
Phone:        713-794-9181 (Epidemiologist on Duty)                                                
Fax:            713-794-9182

2) Harris County Health Department                                                               
Phone:        713-439-6000                                                                                    
Fax:             713-439-6306

After hours:  713-755-5000

3) Fort Bend County Health & Human Services                                                          Phone:         281-342-6414                                                                                    
Fax:             281-342-7371

After hours: 281-434-6494

4) Montgomery County Health Department

Phone:        936-525-2800

Fax:            936-539-9272

After hours: 800-917-8906

5) Brazoria County Health Department

    Phone:        979-864-1166

    Fax:            979-864-1501

    After hours:  800-511-1632

6) Galveston County Health District

    Phone:        409-938-2322

    Fax:            409-938-2399

    After hours:  888-241-0442  

7) Texas Department of State Health Services 

    Health Service region 6/5 South

    Phone:         713-767-3000

    Fax:      
   713-767-3049

    After hours:  800-270-3128

b. At all pandemic Stages the facility infection control practitioner or other designated individual should review the CDC and HHS websites for pandemic influenza information on a frequent basis in order to identify changes in national recommendations or declaration of human-to-human transmission and the declaration of a pandemic:  http://www.cdc.gov/flu/avian/   http://www.pandemicflu.gov/
c. The facility infection control practitioner receives health alerts from the local and state Health departments via the Health Alert Network (HAN).

d. The Preparedness committee will review local/ community Pandemic Plans.

3. Infection Control

a. Universal Respiratory Hygiene Cough Etiquette in Healthcare Settings 

Influenza viruses are spread from person-to-person primarily through the coughing and sneezing of infected persons.  
1) All employees will be educated concerning “a universal respiratory etiquette strategy” for the facility (Appendix II). 

2) Surgical masks or tissues should be provided to all patients presenting with respiratory symptoms. The patients with respiratory symptoms should be placed in a private room or cubicle (if available) as soon as possible. Surgical or procedure masks must be used by healthcare personnel during evaluation of patients with respiratory symptoms. This approach has important benefits to patients and employees regardless of the season or the presence of a potential threat such as avian flu.

3) "Cover Your Cough Etiquette" signs will be placed in waiting areas and entrances as well as the emergency department.

b. Universal Hand Hygiene Strategy

Hand hygiene has frequently been cited as the single most important practice to reduce the transmission of infectious agents in healthcare settings 

(http://www.cdc.gov/handhygiene/pressrelease.htm) and is an essential element of standard precautions. The term “hand hygiene” includes both hand-washing with either plain or antimicrobial soap and water, and use of alcohol-based products (gels, rinses, foams) containing emollients that do not require the use of water.

1) If hands are visibly soiled or contaminated with respiratory secretions, wash hands with soap (either non-antimicrobial or antimicrobial) and water.

2) 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 micro-biocidal activity, reduced drying of the skin, and convenience.

3) Always perform hand hygiene between patient contacts and after removing Personal Protective Equipment (PPE).

4. Education

a. Seasonal Influenza Vaccine

The Centers for Disease Control and Prevention (CDC) recommends that local health departments and healthcare providers provide education to enhance levels of seasonal influenza vaccination in at risk groups and healthcare workers.

1) Hospitals will provide education for healthcare workers on the importance of receiving the seasonal flu vaccine when available.

2) Hospitals will provide educational pamphlets in waiting areas on the importance of at risk groups receiving the seasonal flu vaccine when available.

b. Difference between the Cold Virus and Influenza

1) Healthcare workers will be provided education determining the difference between a cold virus and influenza.

c. Fit-Testing Program

1) Hospitals facilities will increase fit-testing among healthcare workers in preparation for pandemic influenza.

2) Fit testing will also be performed if a new type/vendor of N-95 mask is provided

5. Rationale for Enhanced Precautions

Human influenza is thought to transmit primarily via large respiratory droplets. Standard precautions plus droplet precautions are recommended for the care of patients infected with human seasonal influenza. However, given the uncertainty about the exact modes by which novel influenza may first transmit between humans, additional precautions for healthcare workers involved in the care of patients with documented or suspected novel influenza may be prudent.  The rationale for the use of additional precautions for novel influenza as compared with human influenza includes the following:
a. Each human infection represents the risk of serious disease, and increased mortality from highly pathogenic avian influenza may be significantly higher than from infection by other human influenza viruses.

b. Each human infection represents an important opportunity for Novel influenza to further adapt to humans and gain the ability to transmit more easily among people.

c. Although rare, human-to-human transmissions of novel influenza may be associated with the possible emergence of a pandemic strain.

6. Special Needs
a. Hospitals facilities will assess needs for increase stocks of supplies such as ventilators, medications, PPE, etc. needed during pandemic influenza (refer to hospital distribution plans for further details.)
b. If stockpiles of supplies, equipment, and/or pharmaceuticals are released in response to a pandemic event, the hospital will use a systematic approach to the dissemination of these items (refer to hospital distribution plans for further details.)
B. Pandemic Alert Period- WHO phase 3, 4 or 5

Definition: Human infection(s) have occurred with a new subtype. There may be on human-to-human spread, rare spread to close contacts, or localized to small or large clusters of humans. While a substantial pandemic risk exists, the virus may not be fully transmissible.

Goals:  

· Increase preparation; refine local plan.  

· Heighten institutional surveillance for influenza and prepare to activate institutional pandemic influenza plans, as necessary. 

· Conduct hospital surveillance for influenza.

1.  Pandemic Preparedness Team
a. Due to the spread of a potential pandemic influenza virus, the Team should verify completion of the HHS Hospital Preparedness Checklist and the facility preparedness plan.  (Click the following link to print the checklist) http://www.hhs.gov/pandemicflu/plan/sup3.html - app2.)
2. Public Health Communication
a. At all pandemic Stages the facility infection control practitioner or other designated individual should review the CDC and HHS websites for pandemic influenza information on a frequent basis in order to identify changes in national recommendations or declaration of human-to-human transmission and the declaration of a pandemic:  http://www.cdc.gov/flu/avian/   http://www.pandemicflu.gov/
b. The facility infection control practitioner receives health alerts from the local and state Health departments via the Health Alert Network (HAN).
3. Infection Control
a. Respiratory Screening in Triage and Facility Entry Points

1) Initiate enhanced respiratory screening through electronic medical records or manual records in the Emergency Departments.

2) Passive screening at all entry points and occupational screening should be in place.

3) Employees with respiratory influenza-like illness should be masked and sent home for follow-up by their personal physician.

b. Inpatient infection control measures including protective measures for caregivers should be in place with plans for scalability if surge capacity is needed.

c. Training, drills, and table top exercises may be valuable.
4.    Education
a. Seasonal Influenza Vaccine

1) Reinforce the importance of healthcare workers receiving the seasonal influenza vaccine or other vaccine as developed.

2) Reinforce the importance of at risk patients receiving the seasonal influenza vaccine or other vaccine as developed.
5. Medical Management 

a. Review plans for staffing hospital during the pandemic

1) Many employees may not be available to work during a pandemic.

2) Preparedness Committee and HR council should review disaster staffing plans and modify for pandemic influenza which may include 50% staffing plans or Alternate Standards of Care planning/policies.

b. Review plans for supplies and storage.

c. Review bed availability; report regionally if required.
6. Special Needs

a. Early in this phase, individual facilities must assess their specific consumable and durable supplies needed during a possible pandemic emergency. 

b. Shortages of supplies and high costs are common in an emergency if early planning and purchasing are not accomplished. For example, large numbers of surgical and N-95 masks will be needed in a pandemic and may be in short supply in a national emergency. The needs of each facility should be assessed by the Preparedness Committee (Please click the following link to view the Avian Flu Preparedness Matrix W:\MC\MC - Organization Development\P and Ps\Corporate P&P'S\Avian Flu Preparedness Matrix (2).xls).  
(Appendix III) lists the supplies that should be evaluated by the Committee.

c. Plans for temporary morgues should be developed; see hospital Mass Fatality Plan/Policy.

C.
Pandemic Phase- WHO Phase 6 

Definition:  There is an increased and sustained transmission of a pandemic influenza in the general population outside or within the United States or within Texas. The location of the pandemic will determine the response as outlined below  

Goals: 

·  Consider activation of the institutional pandemic influenza plans in order to enable early identification of all potential individuals with pandemic influenza.

·   Implement infection control practices to prevent influenza transmission.  

·    Ensure rapid and frequent communication within healthcare facilities and between facilities and health departments.  

·    Review and consider implementation of surge-capacity plans to sustain healthcare delivery.  (HHS Pandemic influenza Plan S3-3) can be found at http://www.hhs.gov/pandemicflu/plan.

·    Conduct hospital surveillance for influenza.
·    Consider staff screening procedures for influenza like illness.
I.  Pandemic Influenza identified outside the United States
Definition: Pandemic Influenza with sustained transmission outside the United States.

1. Public Health Communication

a. The infection control practitioner will be in routine communication with local and state health departments and the CDC and will respond to all requests for information from these health authorities.
b. The facility infection control practitioner receives health alerts from the local and state health departments via the Health Alert Network (HAN). 
2. Infection Control/ Education
a. Visitor Warnings

1) Facilities will post signage encouraging travelers from the affected areas not to visit patients.

2) Warnings will be posted to discourage visitors with signs and symptoms of influenza like illness (ILI) from visiting.

b. Respiratory Etiquette

1) Educate healthcare workers on the Novel Influenza and the appropriate precautions that are needed.

2) Visitors, patients and staff will be educated about respiratory etiquette.

3) Information sheets may be distributed to staff through paychecks or other means as determined by each facility.

c. All patients who present to a healthcare setting with fever and respiratory symptoms should be managed according to recommendations for respiratory hygiene and cough etiquette and questioned regarding their recent travel history. (Appendix V: Example flow sheet for H5NI) (www.cdc.gov/flu/professionals/infectioncontrol/resphygiene.htm) 
1) Passive Hospital Access Screening
a) Masks designed for droplet isolation (procedure or surgical masks) must be readily available at the emergency room entrance, triage area, and admitting desk. For patients who cannot wear a surgical mask, provide tissues and instructions on when to use them (i.e., when coughing, sneezing, or controlling nasal secretions), how and where to dispose of them, and the importance of hand hygiene after handling this material.
b) Prominently display visual alerts (in appropriate languages) at the entrances to all outpatient facilities (emergency departments, physicians’ offices, outpatient clinics) requesting patients with respiratory symptoms to wear a mask and to inform the triage nurse of fever, respiratory symptoms and any recent travel or possible exposure to patients with pandemic influenza.
c) If possible, the waiting area should have a separate area for respiratory patients and their companions awaiting evaluation.  If a separate area is not possible due to limited space, respiratory patients should be placed at a minimum of three feet from other patients and asked to wear masks.
d) Place patients with respiratory symptoms in a private room or cubicle (if available) as soon as possible and implement the use of surgical masks by healthcare personnel during evaluation of patients with respiratory symptoms.
2) Active Triage Screening (See attachment A)

a) Symptomatic patients

(1) As soon as possible, after arrival in the emergency department or other outpatient setting, the following targeted questions concerning recent travel, respiratory symptoms, or fever should be added to the customary questions obtained by the triage or admitting personnel:

· Have you traveled recently? 

· Do you have respiratory symptoms?

· Do you have a fever?

(a) If any of the questions are answered positively, the patient should be asked additional questions, which may include:

· Was the travel within the last ten days and to an area with pandemic influenza?

· In the last ten days, have you had close contact with either a person with a respiratory illness who traveled to an area with pandemic influenza or a person known to be a suspected pandemic influenza case?

· Are you a healthcare worker?

(b) If these questions are answered positively, the patient should be triaged pursuant to hospital acuity priority levels and placed in a private area as soon as possible.  The medical screening examination and any necessary stabilizing treatment of a possible pandemic influenza patient will be provided using those precautions and procedures identified within this policy and the relevant community response plan, if applicable.

(c) If the questions are answered negatively, the patient will be evaluated and treated pursuant to routine facility practices, policies and procedures.
(2) Patients with a history of travel within ten days to a country with pandemic influenza activity and who are hospitalized with a severe febrile respiratory illness or who are otherwise under evaluation for pandemic influenza, should be managed using the following recommendations:
· Standard Precautions

· Pay careful attention to hand hygiene before and after all patient contact or contact with items potentially contaminated with respiratory secretions.

· Droplet and Contact Precautions

· Use mask, gloves and gown for all patient contact. 

· Use dedicated equipment such as stethoscopes, disposable blood pressure cuffs, disposable thermometers, etc.

· N-95 or PAPR may be indicated based on current recommendations.

· Eye protection (i.e., goggles or face shields) 

· Wear when within three feet of the patient.

· Rapid Influenza A (RIA) testing should be performed.  If a high suspicion exists for pandemic influenza, the local health department should be informed and their recommendations for further testing be followed. (See Appendix IV for collection methods.) A negative rapid test in a person with ILI may not rule out a person as having influenza. RT-PCT may be ordered to further rule-out influenza, as needed.

· Exposed or concerned patients without symptoms, or patients or employees with a concern over possible exposure but who are well (have no travel history, respiratory symptoms, or fever) and present to the emergency department requesting examination or treatment must be triaged and receive a medical screening exam as though they were symptomatic. If the examination does not reveal any signs or symptoms suggesting an active illness, they should be instructed that no treatment is required.

· If a true exposure exists, surveillance should be continued for ten days following the original exposure.

· Provide Employee Health/Infection Control with the names of employees and patients who believe they have been exposed.  If respiratory symptoms or fever begin within the ten days following exposure, the employee should be referred to their personal physicians, wearing the mask, for further evaluation.

· For non-employees, follow up should be determined by the local health department policy.

· A method for screening direct admissions to hospital units should also be in place using the above criteria.

3. Security and Traffic Control

a. Review Plans for controlled access that may be implemented in the event the United States has reported cases of pandemic influenza.

b. Security will begin preparations for modified lockdown that may be implemented in the next stage.

4. Communication

a. Determine the frequency and mode of communication with staff and physicians concerning pandemic influenza.

b. Routine updates for staff, administration and physicians on the current status of the pandemic.

5. Medical Management

a. Educate staff members on ER triage and screening of suspected pandemic influenza patients.

b. Finalize plans for cohorting of patients with pandemic influenza. Cohorting of ICU versus Non-ICU patients.

c. Increase supplies and finalize action plan for delivery of supplies.

6. Business Continuity 

a. A spokesperson or Public Information Officer (PIO) may inform local communities regarding the status and plans for lockdown or controlled access.

II. Pandemic influenza identified within the United States

Definition: Pandemic Influenza identified in the United States.

Goals:  

· Implement Infection Control Measures including screening of all persons entering facilities, as needed.

· Heighten institutional surveillance for influenza 

· Activate surge-capacity plans to sustain healthcare delivery.  (HHS Pandemic influenza Plan S3-3) can be found at http://www.hhs.gov/pandemicflu/plan
· Ensure rapid and frequent communication within healthcare facilities and between facilities and health departments

· Consider activating Incident Command Structure and Disaster plans depending on the current severity and extent of the event.

· Consider implement controlled access into facility with support from security personnel, if the need exists to control the access of non-patients who may be infected with the pandemic virus.

1. Public Health

a. Communicate with local health departments and submit requested information as needed.

b. Recommend activation of the emergency management plans depending on the severity and extent of the event.

c. Heighten Public Health Messages to all staff and concerned community members via web or other media as determined.

d. Provide Information about transmission and spread of influenza in waiting areas.
2. Infection Control

a. Consider implementing screening of patients, visitors and staff prior to entry into Hospitals facilities.

b. Promptly isolate all persons with suspected pandemic influenza until diagnosis can be ruled out.

c. In a declared pandemic, all patients presenting to the emergency department must be assumed to have possible exposure to pandemic influenza.  
3. Security and Control 

a. Consider implementing limited access to the facility through designated screening locations. All persons entering the facility may be screened for signs and symptoms of influenza.

b. When the incident command system (ICS) is activated in a pandemic situation hospital access may be limited. All individuals entering the facility may be screened for appropriate access.

c. Review security controlled access plans.

d. Train and educate security staff as needed.
4. Communication

a. The hospital should activate the ICS depending on the severity of the event.

b. Designate a communication person within the hospital (PIO).

c. Communicate any local or federal health authority recommendation to facilities staff, administration and physicians.
5. Medical Management
a. Begin just in time training for staff that will be involved in different job functions.

b. Review possibility of remote location assignments for triage quarantine and drug dispensaries. Local health departments may aide in locating these areas.

c. Continue to test and monitor patients for influenza, as needed.  

d. Lab testing using quick screens, if available. RT-PCR testing may be available to confirm results of rapid testing. Further testing, if needed will be sent to the CDC or a local lab with the capability for strain testing. 
6. Special Needs

a. Determine plans for access of high risk patients for continuous care and needs such as chemotherapy and dialysis.

b. Review plans for 50% staffing or implantation of Alternate Standards of Care planning/policies, if applicable.
7. Business Continuity

a. Assess needs for food, water and electricity if supplies are disrupted.

b. Review hospital internal disaster plans and make any modifications that will be needed in a pandemic event. 
c. Assess all logistical needs, including but not limited to, equipment, supplies, pharmaceuticals, linens, food, water, etc.
III. Pandemic influenza identified in Texas

Definition: Pandemic Influenza identified in Texas.

Goals:  

· Consider screening persons entering facilities for signs and symptoms of pandemic influenza.

· Isolate/ Cohort all persons with suspected or confirmed pandemic influenza.

· Continue Infection Control measures to prevent further transmission of pandemic influenza to healthcare workers or other patients.

· Ensure rapid and frequent communication within healthcare facilities and between facilities and health departments

· Consider controlled access into facility with support from security personnel.

· Modify staffing needs as necessary.

· Implement mass fatality plans for post-mortem management as needed.

1. Public Health

a. Communicate with local health departments and submit requested information as needed.

1) Submit bed availability requests.

2) Report cases of suspected or confirmed influenza like illness daily or as requested per local/ state health authorities.
2. Infection Control/ Education
a. Infection Control for the Hospitalized Patient

1)   Droplet precautions

Droplet precautions in addition to standard precautions are recommended for patients with seasonal influenza. Enhanced precautions including contact and airborne precautions may be indicated for pandemic influenza based on recommendations from CDC, APIC, SHEA and medical director for Infection Control.

2)  Airborne Precautions 

The patient may be placed in an airborne isolation room (AIR) or other designated airborne isolation unit or area. Such rooms should have monitored negative air pressure in relation to corridor with 6 to 12 air changes per hour (ACH) and exhaust air directly outside, or have re-circulated air filtered by a high efficiency particulate air (HEPA) filter.

a) If an AIR is unavailable, the Facilities Management Department may assist in the use portable HEPA filters (see “Environmental Infection Control Guidelines” at http://www.cdc.gov/ncidod/dhqp/gl_environinfection.html) to augment the number of ACH. 

b) Employees and physicians may use a fit-tested respirator, as  protective as a National Institute of Occupational Safety and Health (NIOSH)-approved N-95 filtering face piece (i.e., disposable) respirator, when entering the room based on the recommendations of CDC, SHEA, APIC and Medical Director for Infection Control.  If N-95 masks are not 
available, use a surgical or procedure mask.  Powered air-purifying 
respirators (PAPR) should be used for high risk procedures as defined in section

  c)
 Precautions should be continued for a minimum of 5 days (Range 5-14 days) after onset of symptoms or until either an alternative diagnosis is established or diagnostic test results indicate that the patient is not infected with Influenza A virus, depending on the strain of virus and current recommendations from the CDC. 

   d) Patients managed as outpatients or hospitalized patients discharged before illness resolves should be given instructions on how to avoid transmission of the virus to caregivers and others outside the home.


3) Respiratory Therapy

a) Healthcare workers who are present during aerosol-generating procedures performed on patients with possible or confirmed pandemic influenza may have an increased risk of viral exposure. Therefore and N-95 or PAPR should be worn during these procedures.

b) High risk aerosol-generating procedures include: Administration of aerosolized medication treatment; diagnostic sputum induction; bronchoscopy; airway suctioning; endotracheal intubation; positive pressure ventilation via facemask (e.g., BiPAP, CPAP), during which air may be forced out around the facemask; and high frequency oscillatory ventilation (HFOV).

c) Limiting the number of aerosol-generating procedures in suspected pandemic influenza patients and limiting the number of healthcare workers present during these procedures are two potential methods to decrease the risk of transmission of the disease. 

d)   Gloves (and gown if necessary) should be worn for contact with

       respiratory secretions from a suspected or confirmed case of 

       pandemic influenza.
     4) Segregation of suspected pandemic influenza patients in waiting areas

    a)   Patients presenting to hospitals with influenza like illness (ILI) should be 


         segregated from patients presenting with other complaints.

         b)   Patients with influenza like illness should be at least 3 feet from other    

    patients. If possible, a separate physical area should be set up in waiting rooms to        accommodate patients with ILI.
    c)   Emergency departments may designate rooms for use with influenza suspects. Care         areas should be stocked with testing supplies and PPE (Appendix VII).
     5) Patient Cohorting

a) In a pandemic situation, large numbers of patients will be presenting to the hospital. Airborne isolation rooms may be filled. It may be necessary to cohort patients in an isolation ward (in-hospital or alternative site) by following HHS guidelines:

(1) Designated units or areas of a facility should be used for cohorting patients with pandemic influenza.  During a pandemic, other respiratory viruses (e.g., non-pandemic influenza, respiratory syncytial virus, parainfluenza virus) may be circulating concurrently in a community. Therefore, to prevent cross-transmission of respiratory viruses, whenever possible, assign only patients with confirmed pandemic influenza to the same room or isolation unit. At the height of a pandemic, laboratory testing to confirm pandemic influenza is likely to be limited, in which case cohorting should be based on having symptoms consistent with pandemic influenza.

(2) Consider having personnel (clinical and non-clinical) assigned to patient care units for pandemic influenza patients not “float” or otherwise be assigned to other patient care areas. At least do not “float” personnel caring for pandemic influenza patients to caring for patients at risk of serious complications such as pregnant women. The number of personnel entering the cohorted area should be limited, if possible, to those necessary for patient care and support.

(3) Personnel assigned to cohorted patient care units should be aware that patients with pandemic influenza may be concurrently infected or colonized with other pathogenic organisms (e.g., MRSA, Clostridium difficile) and should adhere to infection control practices (e.g., hand hygiene, changing gloves between patient contact) used routinely, and as part of standard precautions to prevent healthcare acquired transmission.

b) Because of the high patient volume anticipated during a pandemic, cohorting may be implemented early in the course of a local outbreak.
6) Patient Transport

a) The patient should only be transported for services essential to provide patient care and should be transported in a way that would minimize contact with other patients, visitors, and staff

b) The patient should wear a surgical mask during transport.
7) Universal Hand Hygiene Strategy

Frequent hand-washing is central to infection control in all healthcare facilities by reducing the transmission of infectious agents. To help prevent person-to-person spread of pandemic influenza and all respiratory infections in a recognized local or national pandemic, hand-washing recommendations are mandatory for employees and should be extended to the non-healthcare population within facilities. Given the potential lethal nature of a pandemic, additional recommendations are provided beyond those included in the Pandemic Preparedness period (see A.3.b. above). Simple, but effective additional actions may include:

· Access to alcohol hand sanitizer in waiting areas, and

· Mandatory hand washing when entering patient care areas, cafeterias, lounges and any other high traffic areas where people congregate, and

· Prevention of hand recontamination in restrooms by using disposable towels that can be obtained without touching levers or buttons, and positioning of trash receptacles at the area exit so that the towel may be used to turn off faucets and open doors before discarding; and

· Signage reminding staff and patients when and how often to wash hands should be prominently displayed in your facility.  (See CDC “Cover Your Cough” website http://www.cdc.gov/flu/protect/covercough.htm)
b. Vaccination/Antiviral Prophylaxis Strategy

1) Healthcare Workers Vaccination
a) Healthcare workers, including physicians, involved in the care of patients with documented or suspected influenza should be vaccinated with the most recent seasonal human influenza vaccine. In addition to providing protection against the predominant circulating influenza strain, this measure is intended to reduce the likelihood of a healthcare worker being co-infected with human and avian strains, where genetic rearrangement could take place, leading to the emergence of a potential pandemic strain.

b) Vaccination of healthcare workers with a vaccine specific to the pandemic virus will depend on availability of the vaccine and the provision by local and national health authorities. Healthcare workers with direct patient contact have been declared a priority group by HHS (HHS Pandemic Plan D-15 found at http://www.hhs.gov/pandemicflu/plan).

2) Antiviral Therapy/ Chemoprophylaxis

Current recommendations by ACIP (Advisory Committee on Immunization Practices) and NVAC (National Vaccine Advisory Committee) for the use of antiviral therapy in pandemic influenza are as follows (HHS Pandemic Plan D-23) found at http://www.hhs.gov/pandemicflu/plan.

a) Persons admitted to hospital with influenza infection.

Definition: Persons admitted to acute care facilities with a clinical diagnosis of influenza; laboratory confirmation is not required. Excludes persons admitted for a condition consistent with a bacterial superinfection (e.g., lobar pneumonia developing late after illness onset) or after viral replication and shedding has ceased (e.g., as documented by a negative sensitive antigen detection test).

Strategy: Treatment within 48 hours of system onset.  

Rationale:  This group is at greatest risk for severe morbidity and mortality. Although there are no data to document the impacts of antiviral drug treatment among persons who already suffer more severe influenza illness, benefit is biologically plausible in persons with evidence of ongoing virally-mediated pathology (e.g., diffuse pneumonia, adult respiratory distress syndrome (ARDS).  

b) Healthcare workers and emergency medical service providers who have direct patient contact.

Definition: Persons providing direct medical services in inpatient and outpatient care settings. This includes doctors, nurses, technicians, therapists, EMS providers, laboratory workers, other care providers who come within three feet of patients with influenza, and persons performing technical support functions essential to quality medical care.

Strategy: Treatment within 48 hours of symptom onset.

Rationale: Maintaining high quality patient care is critical to reduce health impacts of pandemic disease and to prevent adverse outcomes from other health conditions that will present for care during the pandemic period. Treatment of healthcare providers will decrease absenteeism due to influenza illness and may decrease absenteeism from fear of becoming ill, given the knowledge that treatment can prevent serious complications of influenza. Empirical data documents the impact of early treatment on duration of illness and time off work, and on the occurrence of complications such as lower respiratory infections. Treating healthcare providers is feasible to implement, especially for inpatient care providers who can be provided drugs through the occupational health clinic. It would also be acceptable to the public, who would recognize the importance of maintaining quality healthcare, and understand that persons with direct patient contact are putting themselves at increased risk.

3) Antiviral Therapy in Conjunction with Healthcare Worker Vaccination

(a) While not a current ACIP or NVAP recommendation, the use of antiviral influenza prophylaxis following specific pandemic influenza vaccine may be appropriate to protect acute care healthcare workers engaged in active patient care in your facility while the workers develop immunity.

4) Chemoprohylaxis 

(a) Prophylaxis of close contacts and those healthcare workers having unprotected       exposures may be indicated. 

(b) Current recommendations from CDC, state and local health departments should guide plans for prophylaxis. Priority groups have been established by HHS to aide in distribution of chemoprophylaxis (Appendix VIII).

5) Choice of Antiviral Therapy
(a) If a potential pandemic influenza virus mutates to a human-to-human form of transmission, the mutation may affect virulence and resistance to antivirals. For this reason, if pandemic influenza is recognized in the United States, guidance from the CDC should guide therapy according the current recommendations that can be found at http://www.cdc.gov/flu/pandemic/.

c. Visitors Policy

1) Close contacts (e.g., family members) of pandemic influenza patients are at risk for infection and can themselves be infectious. Close contacts with either fever or respiratory symptoms will not be allowed to enter the healthcare facility.  Visitors during a severe pandemic will not be allowed except in extraordinary circumstances.
2) In a pandemic, all visitors should be wearing a mask and those entering a patient room should wear an N-95 mask (when available).  If an N-95 is not available, a surgical/procedure mask should be worn.
d. Testing

1)   General
Healthcare providers should be alert for respiratory illness among persons have a history of travel within ten days to a country with pandemic influenza activity, and who are hospitalized with a severe febrile respiratory illness or are otherwise under evaluation for pandemic influenza. The CDC recommends the following testing to evaluate symptomatic persons with possible Pandemic influenza exposure:
(a) Persons who develop a febrile respiratory illness should have a respiratory sample (e.g., nasopharyngeal aspirate) collected (see Appendix IV).
(b) The respiratory sample should be tested by RT-PCR for Influenza A, and if possible for strain type. If such capacity is not available at the local or state level, or if the result of local testing is positive, then the CDC may be contacted for guidance to determine if further testing is necessary, and will establish if the specimen should be sent to the CDC for testing. 
2)   Virus isolation should not be attempted (unless a biosafety level 3+ facility is available to receive and culture specimens). 
(a) If recommended by your local or state health authority, an acute- (within one week of illness onset) and convalescent-phase (after three weeks of illness onset) serum sample should be collected and stored locally, in case testing for antibody to the avian influenza virus should be needed.
(b) Requests for testing for Influenza A (pandemic strain) should come through the state and local health departments, who should contact the CDC Director's Emergency Operations Center at 770-488-7100 before sending specimens for testing.
3) Hospitalized Patients

Testing for Pandemic Influenza is indicated for hospitalized patients with:

· Documented temperature of greater than 38°C (greater than 100.4°F), and 

· One or more of the following: cough, sore throat, shortness of breath, 

· Persons who have traveled to an area with Pandemic influenza. Once pandemic influenza has arrived to area exposure criteria may only be marginally useful.
·  Additional strain testing may be available early in pandemic but as it becomes more widespread specific criteria may be established by local health departments for this type of testing. After the novel strain has become established in community strain testing may provide little clinical significance.
  **Consult health departments for up to date testing recommendations
               e. Post Mortem Care
1) Pathology departments and clinical laboratories should be informed of a potentially infectious outbreak prior to submitting any specimens for examination or disposal.  All autopsies should be performed carefully using all personal protective equipment and standards of practice in accordance with Standard Precautions, including the use of masks and eye protection whenever the generation of aerosols or splatter of body fluids is anticipated. N-95’s should be worn if aerosols may be generated during autopsy.
2) If possible, perform autopsies in negative air pressure area with a minimum of 6 to 12 air changes per hour.
3) Funeral directors will be advised of patients expiring related to novel influenza.
4) Additional temporary morgues may need to be set up if mortality exceeds morgue capabilities. Refrigerated trucks should be considered as a temporary morgue.
5) Direct contact with body by family members should be discouraged; however, if contact must occur hand hygiene should be performed immediately afterwards.
f. Education
1) Infection control will develop educational material on Pandemic Influenza according to information from the CDC

2) Educational material will be adjusted depending on levels of knowledge and importance

3) Policies, surveillance and screening procedures in association with the Pandemic Influenza plan will be presented to senior leadership as well as staff members.

3. Security and Control

a. All persons entering facility should be screened for signs and symptoms of influenza.
b. It is extremely important, when ICS is activated in a pandemic situation that hospital access be limited. All individuals entering the facility should be screened for appropriate access.
c. Train and educate security staff as needed.
   4. Communication

a. Communicate any local or federal health authority recommendation to facility staff, administration and physicians.

b. Routine communication with staff and physicians by mode and frequency determined earlier in pandemic stages.

5. Medical Management
  a. Supplies

ii. Non-critical equipment should be used whenever possible.

iii. Disposable equipment should be used whenever possible.

iv. All personal protective equipment, including N-95 respirators, must be discarded in the patient's room in the event adequate supplies are available.

v. Nutritional Services personnel may serve the patient's meals on regular trays. 

b. Sterilization

1) Non-disposable equipment must be decontaminated at the site of use with an approved germicide before being returned to Central Sterile for processing.  All equipment must be red bagged in red Biohazard bags.

2) Sterilization is required for all instruments or equipment that enter normally sterile tissues or through which blood flows.

3) Follow normal disinfection procedures based on the Spaulding Classifications per hospital policy.

      c. Linen

1) Soiled linen should be handled as little as possible avoiding agitation of the linen so not to create aerosols.  Linen should be disposed of in the usual manner.

2) Cleaning, disinfecting and disposing of linen will be in accordance to the infectious agent.

     d. Waste

1) Contaminated waste should be sorted and discarded in accordance with federal, state and local regulations, as per existing hospital policy.

All components of this plan will remain in place until pandemic wanes according to CDC, state and local health authorities.

EXTERNAL REFERENCES AND RESOURCES UTILIZED:

1. http://www.hhs.gov/pandemicflu/plan/
2. Infection Control in Healthcare Facilities

3. Interim Recommendations for Infection Control in Healthcare Facilities Caring for Patients with Known or Suspected Avian Influenza
4. Influenza Vaccine Information for Healthcare Workers

5. Guidelines for Preventing Healthcare Associated Infections 

6. Influenza Outbreak Control in Confined Settings  Emerging Infectious Diseases 2005 Apr; 11(4):579-583. 

Attachment A

Pandemic Influenza Patient Screening Tool

PLEASE FILL OUT AND GIVE TO NURSE

NAME: _______________________________

DATE OF BIRTH: _______________________



PROBLEM/COMPLAINT: ______________________________________________

TIME: ___________

Do you now have a fever >100.4 cough and/or nasal congestion?  

(CIRCLE ANSWER):

YES

NO

In the past 10 days have you returned from travel to _________________,_____________________?   

(CIRCLE ANSWER):

YES

NO
Had contact with poultry or domestic birds (e.g., visited a poultry farm, a household raising poultry, or a bird market)? 

(CIRCLE ANSWER):

YES

NO

Had contact with a known person with suspected pandemic influenza A _______ in one of these foreign countries within the past 10 days?  

(CIRCLE ANSWER):

YES

NO

Appendix I

Summary of WHO Global Pandemic Phases 
 (WHO Global Influenza Preparedness Plan, 2005)

Interpandemic Period

Phase 1. No new influenza virus subtypes have been detected in humans. An influenza virus subtype that has caused human infection may be present in animals. If present in animals, the risk of human infection or disease is considered to be low.

Phase 2. No new influenza virus subtypes have been detected in humans. However, a circulating animal influenza virus subtype poses a substantial risk of human disease.

Pandemic Alert Period

Phase 3. Human infection(s) with a new subtype but with no human-to-human spread, or at most, rare instances of spread to a close contact.

Phase 4. Small cluster(s) with limited human-to-human transmission but spread is highly localized, suggesting that the virus is not well adapted to humans.

Phase 5. Larger cluster(s) but human-to-human spread is still localized, suggesting that the virus is becoming increasingly better adapted to humans but may not yet be fully transmissible (substantial pandemic risk).

Pandemic Period

Phase 6. Pandemic phase:  Increased and sustained transmission in the general population.

Postpandemic Period

Return to the Interpandemic Period (Phase 1).












Appendix II
Universal Respiratory Etiquette Strategy for Healthcare Facilities

A. Universal Respiratory Etiquette Strategy for Healthcare Facilities

1. Provide surgical masks to all patients and/or visitors with symptoms of a respiratory illness. 

2. Provide instructions on the proper use and disposal of masks.

3. For patients who cannot wear a surgical mask, provide tissues and instructions on when to use them (i.e., when coughing, sneezing, or controlling nasal secretions), how and where to dispose of them, and the importance of hand hygiene after handling this material.

4. Provide hand hygiene materials in waiting room areas, and encourage patients with respiratory symptoms to perform hand hygiene.

5. If possible, designate an area in waiting rooms where patients with respiratory symptoms can be segregated (ideally by at least 3 feet) from other patients who do not have respiratory symptoms.

6. Place patients with respiratory symptoms in a private room or cubicle as soon as possible for further evaluation.

7. Implement use of surgical or procedure masks by healthcare personnel during the evaluation of patients with respiratory symptoms.

8. Consider the installation of barrier devices at the point of triage or registration to protect healthcare personnel from contact with respiratory droplets.

9. If no barriers are present, instruct registration and triage staff to remain at least 3 feet from unmasked patients and to consider wearing surgical masks during respiratory infection season.

10. Continue to use droplet precautions to manage patients with respiratory symptoms until it is determined that the cause of symptoms is not an infectious agent that requires precautions beyond standard precautions.

Appendix III

Examples of Consumable and Durable Supply Needs

<Insert hospital name here> will assess their specific needs for the following supplies during the pandemic alert/pandemic present outside the United States phase (increased respiratory triage in the ED), in the presence of Pandemic Influenza outside the United States, and during a local or national pandemic (increased number of hospitalized patients, increased PPE):

Consumable Resources 

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

· Disposable N-95, surgical and procedure masks –adult and pediatric

· Face shields (disposable or reusable) 

· Gowns 

· Gloves 

· Facial tissues and paper towels

· Central line kits , IV start kits, and supplies

· Morgue packs 

· Lab specimen supplies and test kits

Durable Resources: 

· Ventilators 

· Respiratory care equipment 

· Beds 

· IV pumps 

Appendix IV

Diagnostic Influenza Testing

Commercial rapid antigen diagnostic tests, available in most facilities, can detect Influenza A or B viruses within 30 minutes and are obtained with a swab technique.  These rapid tests do not detect Influenza A subtypes (e.g., H5N1).  Among respiratory specimens for viral isolation or rapid detection, nasopharyngeal specimens are typically more effective than throat swab specimens for rapid detection, viral isolation, chain reaction (PCR), viral culture, serology, and immunofluorescence assays.  As with any diagnostic test, results should be evaluated in the context of other clinical and epidemiologic information available to healthcare providers.

To Obtain a Nasopharyngeal Wash Specimen

For normal droplet precautions, a surgical face mask should be worn while obtaining the specimen.  In influenza outbreaks with a novel strain, wear an N-95 respirator or a powered air purifying respirator (PAPR, gowns and gloves).

Equipment needed (some test kits come complete with all necessary equipment):

· 1-2 cc saline with no preservatives

· Bulb syringe 

· Sterile container such as a sterile urine container

Procedure

1. Have patient tilt head back slightly

2. Aspirate saline into the bulb syringe

3. Place bulb syringe in anterior nares (right or left)

4. Squeeze bulb syringe a few times so that the saline goes into the nose and is aspirated back into the bulb syringe

5. Empty contents of bulb syringe into sterile container

6. Send immediately to lab

http://www.cdc.gov/flu/professional/labdiagnosis.htm
Appendix V
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Appendix VII



Supplies Needed in Exam Room for Suspect Influenza Patients

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

· Disposable N-95 , surgical and procedure masks –adult and pediatric

· Gowns 

· Gloves 

· Lab Collection Supplies

· 1-2 cc saline with no preservatives

· Bulb syringe 

· Sterile container such as a sterile urine container

· OR kit if all inclusive

· Lab submission forms

· Additional patient care items as available in most emergency room exam rooms.

· IV start kits and supplies











Appendix VIII
Chemoprophylaxis and Treatment Priority Groups

Antiviral Treatment/ Prophylaxis
· Patients presenting with Influenza who are admitted into the hospital within 48 hours of symptom onset.

· Healthcare workers and EMS who have direct patient contact 

· Outpatients at risk for more severe complications and death, pregnant women and those with underlying immunosuppressive disease, persons on dialysis

· Pandemic health responders, public safety workers and key government decision makers.

· Increase Risk outpatients- young children 6-23 months, persons >65 years old, and persons with underlying medical conditions

· Outbreak Control in nursing homes and other residential settings.

· All staff in ER, ICU, EMS and dialysis settings regardless of patient care contact

· Other first responders and healthcare workers who have not direct patient contact

· Other Outpatients

· Highest risk outpatients

***Treatment priority groups above are a collective listing of at risk populations.  Specific recommendations and procedures shall be determined by hospital infection control and administration in congruence with state public health and CDC guidance at the time of pandemic events, and based on current data.
Does Patient have severe respiratory illness without other diagnosis or radiographically confirmed pneumonia?





Yes





No





Ask the Patient if they have any of the following symptoms:


High Fever (>100.4°F)


Headache


Fatigue and weakness


Sore throat, cough, chest discomfort, difficulty in breathing


Muscle aches and pains








No





Yes





2 or more symptoms





Unlikely to be influenza





Has the patient traveled to one of the following countries in the past 10 days   (Refer to updated list of countries with known H5N1)








Unlikely to be H5N1





Specimen (NP swab preferred) can be submitted as regular flu specimen. Does not need to be sent to COH Lab





Has patient been in close contact with living or dead poultry, wild birds, or a known or suspected human case of H5N1 in one of the aforementioned countries within 10 days of symptom onset?





Yes





No





Yes





No





Strongly advised to obtain specimens (NP swab, nasal wash and broncheoalveolar lavage) and submit  to COH Lab.








Unlikely to be H5N1





Recommend obtaining specimen (NP swab preferred). Submit as regular flu specimen to COH Lab





H5N1 should be considered





Yes





Has the patient traveled to one of the following countries in the past 10 days, had close contact with a flu patient or being in close contact with poultry.   (Refer to updated list of countries with known H5N1)





Unlikely to be H5N1





H5N1 should be considered





Strongly advised to obtain specimens (NP swab, nasal wash and broncheoalveolar lavage) and submit to COH Lab





No





Specimen (NP swab preferred) can be submitted as regular flu specimen. Does not need to be sent to COH lab





If ambulance notifies ED “suspect Avian Flu Patient” Triage in Neg. Pressure Isolation Room


Ask patient “Travel Questions”





Triage:  Suspects Avian Flu patient


Ask “Travel Questions”





Respiratory Hygiene/Cough Etiquette; Droplet Precautions: N95 Mask, gown, gloves, goggles.





Onset of symptoms within 1 to 7 days after exposure to H5N1 (� HYPERLINK "http://www.cdc.gov/ncidod/eid/vol11no02/04-1075.htm" �http://www.cdc.gov/ncidod/eid/vol11no02/04-1075.htm�)


documented temperature of >38°C (>100.4°F), AND


one or more of the following: cough, sore throat, shortness of breath, AND 


history of contact with domestic poultry (e.g., visited a poultry farm, household raising poultry, or bird market) or a known or suspected human case of influenza A(H5N1) in an H5N1-affected country within 10 days of symptom onset








ED Physician notified.  Patient reassessed for avian flu criteria





Onset of symptoms within 1 to 7 days after exposure to H5N1)


documented temperature of >38°C (>100.4°F), AND


one or more of the following: cough, sore throat, shortness of breath, AND 


history of contact with domestic poultry (e.g., visited a poultry farm, household raising poultry, or bird market) or a known or suspected human case of influenza A(H5N1) in an H5N1-affected country within 10 days of symptom onset








Avian flu suspected








Notify Infection Control Immediately





Infection Control notifies Health Dept. avian flu criteria meet CDC definition





Nursing and Lab review avian flu lab Specimen collection requirements





Lab specimens collected


Avian influenza (H5N1) can be isolated by conventional viral culture methods


Avian flu nd Routine





Health Dept. notifies State and CDC








Lab results back from State within 10 days after collection





Lab review specimen storage and shipping requirements


Lab specimens shipped to State lab between 9A - 5P M-F by courier.








Lab results from State to EEMC and Private Physician





Patient stabilized





Lab results to EMS Medical Director if transported by EMS.





Patient transported to Nursing Unit with N95 mask.








Patient in Neg. Pressures Isolation Room


Linen bagged in room, Trash-RED bagged per policy. 


Environmental cleaning per Isolation Policy.
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