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Introduction
Stony Brook University was founded in 1957 as one of the four State University of New York’s four University Centers. More than 1,900 faculty teach a total of 22,527 students, including undergraduates. Stony Brook University Medical Center is the only tertiary-care center in Suffolk County, and serves as a regional center for advanced patient care, education, research, and community service for Suffolk County’s nearly 1.4 million residents.  SBUMC is a designated Regional Level 1 Trauma Center, the only certified Burn Unit in Suffolk County, and Suffolk County’s Regional Resource Center for Emergency Management.
Most employees of Stony Brook University Medical Center, depending on their positions, are represented by public employee unions. These unions negotiate with the State to establish contracts, which define the specific terms and conditions of employment for the members of each bargaining unit.  Therefore, employment matters involving terms and conditions of employment must comply with the applicable collective bargaining agreements, where appropriate.
Background Information:

An influenza pandemic may occur when a novel, pathogenic, and readily transmissible flu virus emerges to which few people, if any, have immunity.  Any vaccine or therapeutic drugs are likely to be delayed and in short supply. Because of these features, pandemic flu is likely to last several months and affect a large percentage of the national and world population, causing major social and economic disruption. The following are the definitions of terms used throughout this document:
Seasonal influenza: Seasonal epidemics of influenza typically occur during the winter months and are caused by mutations (antigenic drift) in surface viral proteins causing changes in influenza viruses that are already in existence among people.  These viral protein changes allow influenza viruses to re-infect people repeatedly through their lifetime and is the reason the vaccine must be updated each year.
Avian influenza (bird flu): Influenza viruses that infect birds are called "avian influenza viruses." These are type A influenza viruses that are genetically distinguishable from influenza viruses that usually infect people. Avian influenza viruses do not usually infect humans; however, several instances of human infections and outbreaks of avian influenza have been reported since 1997. The avian influenza strain H5N1 currently circulating in parts of the world is poorly transmitted from person to person and is thus not a pandemic strain, but there is great concern that it could mutate to a form which is more transmissible and lead to a pandemic outbreak.
Pandemic influenza: In contrast to drift in seasonal influenza, pandemic influenza arises through a process known as antigenic shift. In this process, the surface viral proteins are not modified, but are replaced by significantly different proteins producing a novel virus. These new proteins are perceived by the immune system as new and most people do not have pre-existing antibody. A pandemic occurs when a new influenza A virus appears or "emerges" in the human population, causes serious illness, and then spreads easily from person to person worldwide

The potential for large-scale morbidity and mortality from pandemic flu makes a comprehensive response plan critical. The purpose of the plan is to determine actions that should be taken to prevent and/or limit the spread of pandemic influenza among patients, staff, volunteers, students or visitors. 

The World Health Organization (WHO) has developed a staged plan, based on its surveillance program for responding to a pandemic threat. The key stages of the WHO response are outlined in Table A. 
Table A.
WHO Pandemic Model
	Pandemic Stage
	Phase
	Definition

	Inter-Pandemic Period

	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. The risk of human infection or disease is considered to be low.

	
	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


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

	
	4
	Small clusters with limited human-to-human transmission but spread is highly localized, suggesting that the virus is not well adapted to humans

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

	Pandemic Period
	6
	Level 1*: Increased and sustained transmission in general 

                population. North America not yet affected. 

	
	
	Level 2*: Outbreaks of novel influenza detected in North        

                America

	
	
	Level 3*: First case of novel influenza in Suffolk County

	
	
	Level 4*: Epidemic level of influenza in Suffolk County

	
	
	Level 5*: End of first pandemic wave in Suffolk County

	
	
	Level 6*: Second outbreak of disease, caused by the same 

                novel virus strain, within Suffolk County

	Postpandemic Period
	7
	Indices of influenza activity have returned to essentially normal inter-pandemic levels and immunity to the new virus subtype is widespread in general population. An intensive phase of recovery and evaluation may be required.


Note: Phase 6 of the WHO pandemic model was subdivided to reflect local conditions. 

The WHO Pandemic model has been modified to include reference to disease activity in North America as seen above and applied to the hospital environment. Table B describes this hospital modification.
Table B. 
Hospital Pandemic Influenza Alert Matrix

	What type of transmission is confirmed?
	Where are the cases?
	Are there cases in the hospital?
	Alert Level

	None or sporadic cases only
	Anywhere in the world
	No
	Inter-pandemic period

	Person-to-person transmission
	Anywhere outside North America
	No
	Pandemic Alert Period

	Person-to-person transmission
	Anywhere in North America
	No
	Pandemic Period

	Person-to-person transmission
	In Hospital
	Yes
	Pandemic period


The document outlines a plan for responding to various levels of threat posed by pandemic influenza with an approach to stepping up prevention and control activities as the threat increases. Vigilance at all times for syndromes that may represent contagious respiratory infection should be the norm not the exception. A group of people should be maintained who are prepared to actively respond to changing situations by implementing appropriate portions of the plan when indicated. The mechanism to achieve this is the implementation of the Incident Command System. 

II. Activation
The Incident Command process will be activated upon declaration of a phase 4 pandemic alert by the World Health Organization (WHO) and Centers for Disease Control and Prevention (CDC). Stony Brook University Medical Center will be notified by the local and state health department representatives. This occurs through several processes: 
a) The New York State Department of Health will activate the Health Provider Network (HPN) and issue an alert (telephone and email) which will be sent to numerous hospital roles i.e. Bioterrorism Coordinator, Chief Executive Officer, Designated Pharmacist, Infection Control practitioners, et B.; 
b) fax notification  from the New York State Department of Health is received at the Switchboard who then contact the Administrative Supervisor with the information; 
c) local health department officials will contact key roles at Stony Brook University Medical Center, i.e., Infection Control Practitioners, Emergency Department personnel, Emergency Response Coordinators, and the Administrative Supervisor and;  
d) the Suffolk County Department of Fire, Rescue and Emergency Services Office of Emergency Management will also contact key hospital personnel. 
The phases of pandemic flu, as defined by the WHO, are shown above in Table A. Identification and declaration of the pandemic phases will take place at the international and national levels. Preparedness and response activities for Stony Brook University Medical Center will be organized by pandemic phase.
In response to a Phase 4 alert, Stony Brook University Medical Center will active the Incident Command process. The Incident Commander shall appoint the following roles:

Operations Section Chief


Logistic Section Chief


Planning Section Chief


Finance Section Chief

External Agency Liaison 


Public Information Officer


Safety Officer 


Security Officer 
Review of the Pandemic Influenza Plan shall occur. The External Agency Liaison shall become the point of contact for external communications with other agencies regarding Pandemic Influenza.   Weekly meetings shall occur to review the latest information, state of preparedness at Stony Brook University Medical Center, resource availability and communications with employees and staff. 
Others to be included in this alert phase planning group are: 
Healthcare Epidemiology/Infection Control
Employee Health

Student Health Services
Chief Nursing Officer
Adult and Pediatric Infectious Disease practitioners. 
The group requires a 7 day a week availability to respond to a potential outbreak of pandemic influenza.
As the phases of Pandemic alert escalate additional roles shall be added as needed. At Pandemic Phase 6 the following roles shall be assigned:

Incident Commander

Safety Officer (with Infectious Disease Expert Consultants)

Security Officer


External Agency Liaison


Public Information Officer


Medical Director


Logistic Chief


Finance Chief


Planning Chief


Operations Chief


POD Director


III. Notification 
Stony Brook University Medical Center shall receive notification from various sources in a variety of ways. Incident Command will manage the process of activating the Pandemic Influenza Plan. The Incident Commander will call a planning meeting with the above designated roles. After the development of the Incident Action Plan, informational meetings with be held with Senior Hospital Officials. The Chief Executive Officer or designee will confer with the Dean and the President of the University. The External Agency Liaison shall be responsible for the notification of facilities for which the hospital provides back-up services when it will no longer be able to provide such services. 
IV. Response Plan Table
Phases 1-3: Inter-Pandemic Period  – No new influenza virus subtypes have been detected in humans

	Response Component
	Actions

	Command and Control
	· Administrative, educational and clinical leaders will promote maximum participation of staff, volunteers and students in the influenza vaccine program

· Administrative/clinical leaders will advise staff, volunteers and students to stay at home if they have a fever and a new cough

· Assess the availability of equipment and supplies  such as ventilators, N-95 respirators, isolation gowns, gloves, surgical masks and begin to stockpile an 8 week on hand supply

· Make plans for cohort units or areas within the facility where symptomatic and diagnosed patients can be separated from non-affected patients. Review the ability to isolate the ventilation system of the cohort areas.

· Make plans for the degradation of care and the use of scarce resources, involve the Ethics Committee

· Make staffing plans, including training of staff  to support critical areas (ED, ICU)

· Review the current levels and consider stockpiling of the following antivirals, bronchodilators, mucolytics and antibiotics (Tamiflu,Relenza, Alupent, Atropine,  Pulmicort, Ventolin, Atrovent, Xopenex, Pulmozyme, Intal, Racemic Epi, Mucomyst, Brethine, Lidocaine, Tobramycin and Duoneb) 

· Develop a system for tracking and reporting employee sickness/absenteeism and confirmed and suspect influenza illness.

· Review /revise any applicable policies and procedures as necessary

	Vaccine/Antivirals
	· Implement campaign to promote and conduct mass vaccination for routine flu and pneumonia 
· The administration of the influenza vaccine shall be documented in the inpatient and outpatient medical record

	Surveillance

Screening

Triage
	·  Actively participate with the local health department in ongoing syndromic surveillance.

·  Participate in the Electronic Syndromic Surveillance System (ESSS)

· Report laboratory values via ECLRS.

· Infection Control, Laboratory and Emergency Department personnel will collaborate to report HERDS data as directed by NYSDOH.

· Infection Control will review the Real Time Outbreak and Disease Surveillance (RODS) weekly 
· Infection Control / Hospital Epidemiologist will monitor national, regional and local data related to pandemic influenza and regularly report trends to the Emergency Preparedness Committee and the Infection Control Committee, as well as other interested parties. 

· Infection Control and Employee Health will monitor communications from public health officials to review changes in recommendations from the CDC, the New York State Department of Health and the local county health department. Any changes in screening criteria will be communicated to the clinicians immediately.

· All staff, volunteers and students will be screened by Employee Student/Health  for development of new cough

· Employee Health will screen staff and volunteers who report pneumonia or respiratory infection to identify possible clusters in health care providers. Clusters will be reported to Infection Control

· Any staff member or volunteer with signs or symptoms of influenza must leave their work area and report to Employee Health for assessment.  Students will be referred to Student Health Services. 
· All outpatients will be screened for the development of a new cough that has developed within the last 10 days, per guidelines in appendix G.

· Place all patients with fever and new cough on droplet precautions pending further evaluation

· Screen all patients at the time of admission for “fever, cough” per guidelines in Appendix F.
· All staff will advise persons with fever and cough to defer visiting

· Admit patients with fever and new cough to a private room with droplet precautions or cohort at the recommendations of Infection Control. Notify receiving unit of the need for precautions

· Document data at time of screening and relay inpatient admitting diagnosis to Infection Control daily for review

	Emergency Response
	· Employee Health will provide multiple opportunities for staff, volunteers and students to receive influenza vaccine conveniently and efficiently

· Nursing will carry out standing orders for all eligible patients to be offered and receive influenza vaccine in all outpatient care settings and prior to discharge from all inpatient units

· Coordinated with local health departments and other emergency response partners on plans for alternate triage/care centers

	Infection Control/Precautions
	· Infection Control / Hospital Epidemiologist and Employee Health will monitor communications from public health officials to review changes in recommendations from the CDC, the New York State Department of Health and the local health department. Any changes in screening criteria will be communicated to the clinicians immediately. Infection Control will report to the Infection Control committee on a regular basis, as well as other interested parties.
· All staff, volunteers and students will use Droplet precautions for all contact with any patient with new cough and fever until diagnosis of a non-contagious respiratory illness or an infection requiring a higher level of protection is made

· Visible doorway precautions sign will advise the type of personal protective equipment required

· Adequate supplies of surgical masks, waterless hand rubs and tissues will be maintained in public areas and waiting areas

· Adequate supplies  of personal protective equipment will be maintained including gloves, gowns, surgical masks, N-95 masks and PAPRs

· Physical Plant will maintain negative pressure capable rooms

	Access Control
	· Public Safety will control access to the hospital

	Communications
	· Public Affairs/Media Relations will develop a sustainable and effective plan for communications and promotion of  messages related to pandemic influenza to internal and external audiences

· The Pandemic Influenza Planning Group will ensure the establishment of an internal communications plan to allow immediate access to predefined groups of staff via email, intranet, paging system and telephone.

· The Pandemic Influenza Planning Group with the assistance of the Infection Control Committee will act as consultants to Human Resources’ Corporate Education and Training to develop a sustainable plan to orient and educate staff regarding the basic readiness activities and “just in time’ education to provide timely information to providers in the event of a pandemic influenza. This will include information on educational teleconferences, web-based programs and programs presented locally. Educational resources will be maintained on the hospital intranet.  
· Pandemic education for staff volunteers and students will be developed that includes an explanation of the changes in policy and procedure, if any, as the epidemic progresses

· Pandemic Flu education through the CDC, in English, Spanish and French, will be accessible on the hospital intranet.
· Employee Health will present regular update of physician compliance with influenza vaccine by department.
· Employee Health will track and report influenza vaccine rates among direct care providers. 
· Human Resources’ Corporate Education and Training, in conjunction with Employee Health,  will develop educational and promotional material to promote availability and desirability of influenza vaccine for all. 
· Public Affairs/Media Relations will maintain signs at the entrances asking visitors to avoid visiting or wear a mask and use tissues if they have a new cough and use good hand hygiene while visiting the hospital. 


Phases 4-5: Pandemic Alert – Human to-human. Transmission of pandemic influenza present outside of the US and is localized suggesting virus is better adapted to humans but not yet fully transmissible. Basic activities are the same as during the inter-pandemic period, except more focused surveillance and screening and more aggressive isolation for suspected cases. Vigilance of staff is required to identify potential cases of pandemic influenza.

	Response Component
	Actions

	Command and Control
	· Administrative, educational and clinical leaders will promote maximum participation of staff, volunteers and students in the influenza vaccine program

· Convene Incident Command Officers, review CDC and state guidelines. Review pandemic plan and modify as needed. 

· Review ICS roles and conduct any necessary staff training

· Coordinate with  neighboring healthcare facilities, Suffolk County Department of Health (SCDOH) and EMS 
· Document actions and expenses of response activities
· Infection Control / Hospital Epidemiologist or designee will monitor the HPN and other public health information sources daily 
· Establish a plan to maintain adequate staffing in the event of increased pandemic flu activity. Human Resources, Labor Relations, Ethics Committee and Legal Counsel should participant in the development of the plan 
· Assess the availability of equipment and supplies such as ventilators, N-95 respirators, isolation gowns, gloves, surgical masks and begin to stockpile an 8 week on hand supply

· Monitor supply and equipment needs and implement contingency plans as necessary
· Establish a trigger point when monitoring equipment and supplies  to enact contingency plans


	Surveillance

Screening

Triage
	· Display signs with specific travel and geographic information at all entrances to encourage self-screening for risk of exposure to pandemic influenza

· Clinical areas will be given up to date information as to the geographic distribution of identified pandemic influenza cases so that travel and exposure questions can be asked. Track and distribute WHO website case maps by Infection Control / Hospital Epidemiologist 
· Staff and volunteers traveling to geographic areas where pandemic influenza has occurred must register with Employee Health upon return and report any symptoms of fever and cough that occur within the incubation period to Employee Health.

· Students traveling to geographic areas where pandemic influenza has occurred must register with Student Health Services upon return and report any symptoms of fever and cough that occur within the incubation period to Student Health Services.  
· Display posters to discourage patients and visitors with respiratory infection from entering the hospital but if visit is necessary, a mask and tissues will be provided

· Patients identified with new cough and do not have specific risk factors are given a surgical mask and/or tissues

· Patients identified with a new cough and specific risk factors for pandemic influenza will be placed in a private room on Airborne Precautions. Appropriate supervisory staff and Infection Control will be notified and Infectious Disease consult will be obtained.

· Assemble and task core surveillance team 

· Healthcare Epidemiology/Infection Control will review the Real Time Outbreak and Disease Surveillance (RODS) twice weekly at a minimum 
· Activate data collection on absenteeism and influenza like illness by Employee Health 

· Distribute data reports to hospital and campus administration. Evaluate reporting process and make changes if necessary

· Review and prioritize expanded surveillance activities required for later phases and identify additional staff to serve on expanded surveillance team



	Vaccine/Antivirals
	· Assess hospital pharmaceutical resources
· Contact pharmaceutical vendor for information on vaccine and antiviral availability 

· Contact SCDOH for information on county,  state and national vaccine/antiviral availability and request antivirals if appropriate

· Review Point of Dispensing Plan(POD) and modify as needed 

· Identify essential and support services and workers for the hospital 
· Contact point of dispensing sites to alert them
· Project supply/staffing needs for POD and initiate procurement process

· Conduct trainings for clinics

· Implement campaign to promote and conduct mass vaccination for routine flu and pneumonia 


	Emergency Response
	· Review CDC and state travel alerts and advisories and issue as appropriate 

· Monitor CDC/NYSDOH websites for latest guidelines on isolation/quarantine protocols. Recommend hospital isolation of recent travelers to affected countries who have influenza-like illnesses 

· Consider recommending that contacts of cases remain at home and limit interaction with others until incubation period is over


	Infection Control/Precautions
	· Airborne and Contact precautions with eye protection will be required for all contact with any suspect case in order to contain  disease

· Infection Control /Hospital Epidemiologist will monitor the NYS Department of Health and CDC websites daily for the most current recommendations



	Access Control
	· Review limited access plans



	Communications
	· Notify local county health department of suspect cases and follow their recommendations

· Notify transporting agency of suspect case

· Monitor CDC and NYSDOH websites for communication guidelines and resources daily

· Review/update contact data and test notification systems; make necessary changes

· Make preparations for telephone hotline including separate number for staff  inquiries 

· Monitor coverage and address rumors and misinformation



Phase 6, Level 1: Pandemic – Increased and sustained transmission, but outbreaks and spread of novel influenza still outside North America

	Response Component
	Actions

	Command and Control
	· Convene Incident Command Officers weekly or more frequently as needed and distribute situation reports internally

·  Notify partners and stakeholders of change in pandemic phase and meet as necessary

· Coordinate with neighboring healthcare facilities, Suffolk County Department of Health (SCDOH) and EMS

· Modify pandemic plan as needed

· Review Volunteer/Training plans and modify as necessary. Initiate volunteer recruitment and training 

· Review Isolation/Quarantine plan and modify as necessary using CDC and NYSDOH guidelines 

· Monitor staffing needs and make contingency plans

· Document expenses and notify key officials for additional resources
· Provide psychosocial support for staff; put Disaster Mental Health Team on alert


	Surveillance
	· Implement Phase 6, Level 1 surveillance activities 

· Revise surveillance case definition and modify data collection protocols if necessary

· Identify areas to screen visitors, staff and patients

· Identify personnel to staff the screening areas and conduct “just in time” training for these individuals

· Infection Control will review the Real Time Outbreak and Disease Surveillance (RODS) daily 
· Distribute data reports on absenteeism to hospital and campus administration collected by Employee Health
· Monitor and disseminate information to employees and staff

· Monitor WHO / CDC / NYS DOH bulletins daily and modify surveillance activities as needed


	Vaccine/Antivirals
	· Monitor status/guidelines for antivirals/vaccine from CDC and state. 
· Modify POD Plan and priority groups as needed
· Update POD partners and providers on vaccine/antiviral status and priority groups 

· If sufficient antivirals are available, activate POD plan to provide prophylaxis to priority groups; monitor inventories, demand, distribution and costs. Otherwise, continue procurement efforts for antivirals and conduct POD trainings
· If vaccine is available, activate POD plan to provide vaccination to designated persons. Track doses and monitor inventories, demand, distribution and costs.  Otherwise, continue procurement efforts for vaccine, review POD plan, and conduct POD trainings
· Continue vaccination efforts for routine influenza and pneumonia if advisable


	Emergency Response
	· Review CDC and state travel alerts and advisories and issue as appropriate 

· Recommend hospital isolation of recent travelers to affected countries who have influenza like illness (ILI). 

· Monitor CDC / NYSDOH websites for latest guidelines on isolation protocols. 

· Recommend medical screening of visitors to gain entry to Stony Brook University Medical Center for contacts of ILI cases above


	Communications
	· Monitor CDC and NYSDOH websites for communication guidelines and information

· Implement Phase 6, Level 1 Communications activities 

  -Healthcare Providers: updates on screening, infection control, reporting, treatment, lab protocols; vaccine/antiviral status

        -General public: global flu activity, national and local preparedness and response activities, personal protection practices,  

           vaccine/antiviral status and priority groups, overseas travel advisories, home isolation for illness

         -Schools/Businesses: telecommuting, flu precautions, absenteeism, etc.
· Translate communication materials into other languages

· Activate hotline 

· Coordinate Stony Brook University Medical Center communications 

· Monitor coverage and address rumors and misinformation



Phase 6, Level 2: Pandemic – Outbreaks of novel influenza detected in North America

	Response Component
	Actions

	Command and Control
	· Incident Command meets regularly to review current information and “State of the Hospital”

· Information hotline established where staff can get information
· Establish timetable for regularly communicating information to staff
· Evaluate the availability of vaccine and preventive treatments
· Review the Hospital Point of Dispensing Plan, modify POD plan and priority groups as needed and assign POD roles
· Prepare to activate the POD Plan
· Provide psychosocial support for staff
· Put Disaster Mental Health Team on alert
· Review the plan to maintain adequate staffing
· Monitor supply and equipment needs and implement contingency plans as necessary



	Infection Control Precautions
	· No change

	Surveillance
	· Continue screening as previously described

· Regularly review the need to modify or add specific risk factors to screening criteria

· Continue the use of posters/signs to promote screening of visitors and vendors

· Assemble and train surveillance team 

· Infection Control will review the Real Time Outbreak and Disease Surveillance (RODS)daily 
· Monitor and disseminate information to healthcare provider groups and sentinel partners 

· Monitor WHO / CDC / state bulletins and modify surveillance activities as needed


	Vaccine/Antivirals
	· Monitor status/guidelines for antivirals/vaccine from CDC and state. 

· Update POD partners and providers on vaccine/antiviral status and priority groups 

· If sufficient antivirals are available, activate POD plan to provide prophylaxis to priority groups; monitor inventories, demand, distribution and costs.  Otherwise, continue procurement efforts for antivirals and conduct POD trainings.

· If vaccine is available, activate POD plan to provide vaccination to priority groups. Track doses and monitor inventories, demand, distribution and costs.  Otherwise, continue procurement efforts for vaccine, review POD plan, and conduct POD trainings.

· Continue vaccination efforts for routine influenza and pneumonia if advisable


	Access Control
	· Reinforce that all staff, volunteers, student, vendors and visitors to wear ID badges at all times

· Identify areas to screen visitors, staff and patients

· Identify personnel to staff the screening area and provide “just in time” training 

· Identify and prepare to open alternate triage sites



	Emergency Response
	· Review federal/state guidance on traveler screening. 

· Review CDC/state travel alerts and advisories. 

· Implement mandatory isolation of all individuals presenting with ILI. 

· Monitor CDC / NYSDOH websites for latest guidelines on isolation/quarantine protocols. 

· Consider recommendations to limit meetings to prevent the potential exposure and spread of ILI

· Monitor CDC/state guidelines for isolation/quarantine and community control measures and modify plan as necessary


	Communications
	· Monitor CDC and NYSDOH websites for communications guidelines and information

· Collaborate with local health department on Joint Information Centers and press releases
· Pandemic Influenza education for staff, volunteers and students. Include an explanation of the changes in policy and procedures, if any, as the epidemic continues, such as screening of staff for illness

· Maintain hotline and update website

· Monitor coverage and address rumors and misinformation



Phase 6, Level 3: Pandemic – First case of novel influenza detected in Suffolk County (THE ACTIONS BELOW  MAY BE INITIATED  FOR FIRST NEW YORK STATE, NEW YORK CITY OR NASSAU COUNTY CASES)
	Response Component
	Actions

	Command and Control
	· Convene Incident Command daily and distribute situation reports internally

· Monitor CDC and state bulletins and modify pandemic plan as needed

· Consider suspension of non-essential clinics and bring staff to the hospital

· Monitor staffing needs and implement staff contingency plans if necessary

· Monitor supply and equipment needs and implement contingency plans as necessary

· Activate surge plan with early discharge, prioritize surgical patient procedures
· Activate Disaster Mental Team
· Consider closing of gift shop and coffee cart

· Consider suspension of hospital meetings and social functions

· Document expenses and notify appropriate officials for additional resources


	Surveillance
	· Intensify screening at entrances- review symptoms and check temperature. 

· Deny access to those with symptoms or fever

· For those who demand entrance and are symptomatic, educate on respiratory etiquette, hand hygiene and requirement to wear a surgical mask at all times

· Monitor WHO / CDC / state bulletins and modify surveillance activities daily or more frequently  

· Healthcare Epidemiology/Infection Control will review the Real Time Outbreak and Disease Surveillance (RODS) daily or more frequently 
· Monitor number of cases, geographic and demographic distribution of cases

· Continue to monitor absenteeism and influenza like illness by Employee Health


	Vaccine/Antivirals
	· Administer antivirals, if available, to case(s) and contacts. Obtain CDC/state guidance on appropriate treatment & prophylaxis

· Monitor status/guidelines for antivirals/vaccine from CDC and state 

· Modify priority groups and POD plans as needed

· If sufficient antivirals are available, activate POD plan to provide prophylaxis to priority groups; monitor inventories, demand, distribution and costs.  Otherwise, continue procurement efforts for antivirals and conduct POD trainings.

· If vaccine is available, activate POD plan to provide vaccination to priority groups and then general staff. Track doses and monitor inventories, demand, distribution and costs.  Otherwise, continue procurement efforts for vaccine, review POD plan, and conduct POD trainings.

· Continue vaccination efforts for routine influenza and pneumonia if advisable


	Infection Control Precautions
	· Airborne and Contact precautions with eye protection will be required

· Admit symptomatic patients to Airborne Infection Isolation Room (AIIR). When AIIRs are  no longer available,  private rooms with portable HEPA filters will be used when available. 
· Cohort symptomatic patients in the pre-designated area or areas of the hospital



	Access Control
	· Limit visitors to 1 person per patient and parents of pediatric patients

· Suspend meetings and conferences for staff and community members

· Assess the non patient care work force to evaluate their ability to work from home



	Emergency Response
	· Conduct contact tracing of case(s) in coordination with local health department. Implement case isolation and quarantine of contacts, including any hospital staff involved, and treat or prophylax as per CDC/state guidelines

· Consider effects upon hospital staff if suspension of all public events, closing of schools occurs

· Implement mandatory isolation of all individuals presenting with ILI and consider quarantine of contacts

 

	Communications
	· Prepare and issue daily updates to the staff

· Work with the local health department to ensure consistency of information

· Update staff on pandemic status and changes in hospital or employee policies, if any



Phase 6, Level 4: Pandemic – Epidemic level of novel influenza in Suffolk County 

	Response Component
	Actions

	Command and Control
	· Incident Command meets as needed throughout the day and  distributes situation reports internally

· Coordinate with CDC, state and neighbor counties and modify pandemic plan as needed

· Activate mass fatalities plan 

· Monitor staffing needs and implement contingency plans

· Monitor supply and equipment needs and implement contingency plans as necessary

· Suspend non-essential clinics and redistribute that staff to essential clinics

· Document expenses and notify appropriate officials for additional resources
· Activate the Ethics Committee
· Review issues being addressed by the Disaster Mental Health Team
· Meet with Stony Brook University Medical Center leadership regarding suspending all but necessary clinical activities


	Surveillance
	· Screen all entering the building. Those with symptoms or fever will not be allowed to enter

· Coordinate with area hospitals, EMS and local state and county health officials to determine what patients will be admitted to the hospital

· Monitor # of cases, hospitalizations, deaths in hospital

· Monitor absenteeism and Influenza-Like Illness (ILI) of staff by Employee Health
· Monitor and disseminate data reports to providers, surveillance partners, management

· Monitor WHO/CDC/state bulletins and modify surveillance activities daily or more frequently
· Infection Control will review the Real Time Outbreak and Disease Surveillance (RODS) daily or more frequently 


	Vaccine/Antivirals
	· POD plan complete for distribution of  vaccine/antivirals


	Access Control
	· Limit access to essential personnel
· Close facility to visitors

· Screen all incoming staff for symptoms and incorporate a tracking system



	Infection Control Precautions
	· When AIIS and private rooms are no longer available, cohort patients in pre-designated area of the facility. Space patients at least three feet apart. Maintain airborne isolation precautions. If / when the supply of N95 respirators is exhausted, then 
· Use Droplet (surgical mask) and contact precautions with eye protection

· For aerosol generating procedures (endotracheal intubation/ extubation, suctioning, nebulizer treatments and bronchoscopy) will be performed in an AIIR if possible. Health care personnel in attendance will wear gloves, gowns, face protection and an N-95 respirator or HEPA PAPR. Limit to essential personnel only
· Cohort recovered staff with symptomatic patients to provide care
· Reassign high risk health care personnel



	Emergency Response
	· Monitor CDC/state guidelines for isolation/quarantine and community control measures and modify plan as necessary

· Send representative to Suffolk County Emergency Operations Center (EOC) if a regional hospital association representative has not been provided. 


	Communications
	· Monitor CDC and NYSDOH websites for communications guidelines and information

· Maintain hotline and update website

· Continue to give frequent updates to staff and patients

· Monitor coverage and address rumors and misinformation



Phase 6, Level 5: Pandemic – End of first pandemic wave in Suffolk County

	Response Component
	Actions

	Command and Control
	· Convene Incident Command daily or as necessary and distribute situation reports internally

· Coordinate with CDC, NYSDOH and local health department and modify pandemic plan to prepare for second wave
· Restock supplies, evaluate and improve policies and practices from the first wave

· Document expenses and notify appropriate officials for additional resources
· Review issues addressed by the Disaster Mental Health Team


	Surveillance
	· Evaluate surveillance activities of the first wave

· Resume sentinel data collection for second wave
· Monitor and disseminate data reports to providers, sentinel partners, management

· Monitor WHO/CDC/state bulletins and modify surveillance activities as needed


	Vaccine/Antivirals
	· Continue mass vaccination efforts. Monitor status/guidelines for antivirals and vaccine from CDC and state and modify priority groups and POD plans as needed 

· Assess POD supplies and restock as needed

· If vaccine is available, activate or continue operating POD plan to provide vaccination to priority groups. Track doses and monitor inventories, demand, distribution and costs.  Otherwise, continue procurement efforts for vaccine, review POD plan, and conduct POD trainings as needed.

· If sufficient antivirals are available, activate or continue operating POD plan to provide prophylaxis to priority groups. Monitor inventories, demand, distribution and costs.  Otherwise, continue procurement efforts for antivirals, review POD plan, and conduct POD trainings as needed.

· Continue vaccination for routine influenza and pneumonia if advisable


	Emergency Response
	· Consider maintaining suspension or limitations of meetings 

· Recommend (or implement mandatory) isolation of all individuals presenting with ILI. 

· Monitor CDC/NYSDOH websites for latest guidelines on isolation/quarantine protocols. 

· Coordinate with Emergency Management on activation status of EOC



	Communications
	· Evaluate communications activities for effectiveness, timeliness, accuracy etc, and make changes to strategy as necessary 

· Monitor CDC and NYSDOH websites for communications guidelines and information

· Begin preparation for second wave, update on pandemic health impact, updates on screening, infection  

 control, reporting, treatment and lab protocols, continued push for vaccination, updates on vaccine/antiviral status and  

 priority groups

· Maintain hotline and website

· Monitor coverage and address rumors and misinformation.


Phase 6, Level 6: Second wave – second or later waves of pandemic flu in Suffolk County

Implement Activities for Phase 6 Level 3 and Phase 6 Level 4 as appropriate

Postpandemic -  End of novel influenza pandemic in Suffolk County

	Response Component
	Actions

	Command and Control
	· Convene Incident Command and review CDC and state guidelines regarding end of pandemic

· Notify Chief Executive Officer, Incident Command staff and other partners and stakeholders of end of pandemic

· Terminate all contingency plans 

· Conduct debriefings to obtain feedback from stakeholders
· Review issues being addressed by the Disaster Mental Health Team
· Document lessons learned and disseminate findings. Modify pandemic response plan and other contingency plans as needed. 

· Review expenses of response activities and prepare expense report


	Surveillance
	· Terminate surveillance activities

· Implement Post-pandemic Surveillance Activities 

             
  -Prepare summaries on morbidity and mortality  that include:


  -Hospitalizations, ED and outpatient visits


  -Vaccine/antiviral distribution and coverage

               -Social and Economic impact (absenteeism, closures, gaps in essential services, cost estimates)

· Obtain feedback from surveillance partners and evaluate surveillance activities. Incorporate improvements into surveillance plan 


	Vaccine/Antivirals
	· Terminate POD plan

· Inventory supplies and manage any remaining vaccine/antivirals as directed by CDC and state

· Coordinate with national, state and local surveillance efforts to assess vaccine coverage and efficacy

· Conduct debriefings of POD staff and partners to evaluate clinic operation. Modify POD plans as needed


	Emergency Response
	· Participate in debriefing activities

· Evaluate compliance with and efficacy of control measures



	Communications
	· Monitor CDC and NYSDOH websites for communications guidelines and information

· Deactivate pandemic flu hotline 

· Hold open forums to notify hospital staff that pandemic is officially over and to summarize impact of flu on Stony Brook University Medical Center  preparedness and response efforts

· Update website with summary reports on pandemic flu and revised pandemic flu plan

· Implement Post-pandemic Communications activities 

          -Staff : continue messages on importance of hygiene to prevent flu and other illnesses, continue messages to  promote routine flu and pneumonia vaccination

· Evaluate effectiveness, coverage, and operation of pandemic influenza  plan and make necessary changes to plan 


	
	· 


V. Termination
The Health Department Commissioner will terminate the county pandemic flu response activities (Phases 1- 6) upon confirmation by the WHO, CDC and NYSDOH that the pandemic is over and/or when local conditions have returned to the point where normal activities can be resumed. Upon receipt of this notification, Stony Brook University Medical Center shall return to normal operations as efficiently and effectively as possible. Post-pandemic activities should be completed prior to terminating all aspects of the Stony Brook University Medical Center Pandemic Flu Plan. The Pandemic Flu After Action Report (AAR) shall be completed by the Planning Chief or designee using the Homeland Security Exercise Evaluation Program (HSEEP) template. This report shall be submitted to the Emergency Management Committee, and then forwarded to the Infection Control and Safety Committees.  The Pandemic Flu Planning Committee shall update the plan utilizing recommendations from the CDC, WHO, state and local health department as well as the items identified in the After Action Report.
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APPENDICES

Appendix A

 Pandemic Influenza Information

Background

Epidemics of influenza typically occur during the winter months and have been responsible for increased deaths in the United States and worldwide. An influenza pandemic is a global outbreak of disease that occurs when a new influenza A virus appears or "emerges" in the human population, causes serious illness, and then spreads easily from person to person worldwide. Pandemics are different from seasonal outbreaks or "epidemics" of influenza. Seasonal outbreaks are caused by subtypes of influenza viruses that are already in existence among people, whereas pandemic outbreaks are caused by new subtypes or by subtypes that have never circulated among people, or that have not circulated among people for a long time.  Past influenza pandemics have led to high levels of illness, death, social disruption, and economic loss. During the 20th century, the emergence of several new influenza A virus subtypes caused three pandemics, all of which spread around the world within a year of being detected.

· 1918-19, "Spanish flu," [A (H1N1)], caused the highest number of known influenza deaths. More than 500,000 people died in the United States, and up to 50 million people may have died worldwide. Many people died within the first few days after infection, and others died of secondary complications.  Nearly half of those who died were young, healthy adults.

· 1957-58, "Asian flu," [A (H2N2)], caused about 70,000 deaths in the United States. First identified in China in late February 1957, the Asian flu spread to the United States by June 1957.

· 1968-69, “Hong Kong flu," [A (H3N2)], caused about 34,000 deaths in the United States. This virus was first detected in Hong Kong in early 1968 and spread to the United States later that year.

Both the 1957-58 and 1968-69 pandemics were caused by viruses containing a combination of genes from a human influenza virus and an avian influenza virus. The 1918-19 pandemic virus appears to have had an avian origin. The 1918 strain was particularly virulent resulting in a high mortality rate even among healthy young adults. The reason for this increased virulence is under investigation. The avian influenza strain currently circulating in parts of the world is poorly transmitted from person to person and is thus not a pandemic strain, but there is great concern that it could mutate to a form which is more transmissible and lead to a pandemic event.  Many scientists believe it is only a matter of time until the next influenza pandemic occurs. The severity of the next pandemic cannot be predicted, but modeling studies suggest that the impact of a pandemic on the United States could be substantial. In the absence of any control measures (vaccination or drugs), it has been estimated that in the United States a "medium-level" pandemic could cause 89,000 - 207,000 deaths, 314,000 -734,000 hospitalizations, 18 - 42 million outpatient visits, and another 20 - 47 million people being sick. Between 15% and 25% of the U.S. population could be affected by an influenza pandemic, and the economic impact could range between $71.3 and $166.5 billion.

Transmission (same as Seasonal Influenza)

Human influenza is transmitted from person-to-person primarily via virus-laden large droplets (particles >5 microns in diameter) that are generated when infected persons cough or sneeze; these large droplets can then be directly deposited onto the mucosal surfaces of the upper respiratory tracts of susceptible persons who are nearby (e.g., within 3 feet). Transmission may also occur through direct and indirect contact with respiratory secretions.

The typical incubation period for influenza is 1-4 days, with an average of 2 days.  Adults can be infectious from the day before symptoms begin through approximately 5 days after illness onset. Children can be infectious for > 10 days, and young children can shed virus for several days before their illness onset. Severely immunocompromised persons can shed virus for weeks or months. Influenza illness typically resolves after 3-7 days for the majority of persons, although cough and malaise can persist for >2 weeks.

Diagnosis

Clinical

Differentiating influenza from other viral syndromes (e.g. the common cold) on the basis of clinical signs and symptoms can be difficult but, in general, influenza is more likely to have rapid onset, and include systemic symptoms such as:

· Fever

· Headache

· Tiredness (can be extreme)

· Dry cough

· Sore throat

· Nasal congestion

· Body aches

Laboratory

Diagnostic tests available for influenza include viral culture, serology, rapid antigen testing, polymerase chain reaction (PCR), and immunofluorescence assays. Among respiratory specimens for viral isolation or rapid detection, nasopharyngeal specimens are typically more effective than throat swab specimens. Samples should be collected within the first 4 days of illness. See recommendations on specimen collection and laboratory diagnosis for influenza at http://www.pandemicflu.gov/  Infection control and vaccination is the primary measure to prevent infection or development of illness from influenza, and thereby limit transmission of influenza, and prevent complications from influenza. Inactivated influenza vaccine or live attenuated influenza vaccine may be used to vaccinate most health care personnel.

Infection Control

The infection control recommendations for pandemic influenza are currently the same as for seasonal influenza given that the presumed routes of transmission are the same. Recommendations could change if information surfaced that the pandemic strain exhibited other routes of spread, such as by airborne transmission. In such a case, the plan would need to be revised. 
Counseling & Information Resources

In the event of pandemic influenza, the psychological impact of illness, death, social disruption and economic loss could be profound. Hospital resources to assist in managing this impact would be coordinated among the Mental Health, Spiritual Care and Social Work Departments.

B: Facility Access Plan

1. Criteria and protocols  for limiting visitors or non-patient  access to the facility

Criteria : infection rate is too high and county wants restriction  or  Stony Brook University Medical Center needs to protect the staff from visitors who may be infectious 

 
Protocol:  SBUMC would limit or stop issuing visitation passes based on direction from Incident Command and recommendations from the NYSDOH. Entrances would be locked and/or tightly monitored to control visitors entering the building and all visitors would be screened. Signage and public marketing and broadcasting would be utilized   to communicate and notify the public of the visitation  restriction.  Health Connections might be used to help support triage for visitor screening.   Pet therapy would be stopped. 

Suppliers/vendors doing deliveries would be screened before making deliveries and may be directed to leave supplies at the delivery docks versus bringing supplies into the buildings.  Patients would be provided free phone service so they could communicate with friends and family via telephone vs having them visit in person. Staff who could work from home would be encouraged to do so to limit exposure. All staff would be required to wear identification cards at all times and any visitors permitted inside would be required to wear proper ID stickers.  Any volunteers and students would be treated as visitors and screened as would employees before entering the building. If support roles could not be identified both students and volunteers would be restricted from the premises.

2.
Criteria and protocols for closing the facility to new admissions or transfers

                Criteria: Inadequate staff to provide the care or inadequate bed availability 

Incident Command would monitor the staffing situation and determine when staffing was insufficient or bed capacity had reached its maximum or our ability to support the patients we have becomes limited due to restricted supplies. At that time new admissions would be diverted if possible.   Incident Command would be in close contact with the NYSDOH and adhere to CDC and DOH recommended precautions. If admissions were to be limited, the elective admissions would be the first to be eliminated. The Surge Capacity Plan supports an excess of  approximately 200 additional patients,  given staffing and resources to support, before opening Alternative Care Sites for overflow patients.  
3. Facility Access Procedures
The building would be secured in accordance with University Police’s Standard Operating Procedures,  based on directions from Incident Command. The hospital would be locked down and a single entrance for staff and for visitors would be established.  University Police may be divided into two platoons each working 12-shifts,  24/7 as determined by the Chief of University Police or designee.  Employees/visitors leaving may be subject to package inspections so as to assure supplies are not being removed from the premises.  Security staff would be guarding any entrances that remain open.  External traffic control on campus would be provided by University Police.  University Police would be keeping Incident Command closely updated on the ability to maintain the building securely and report all hazards and unsafe security conditions. 
4. Methods for identification of staff and visitors

SBUMC has an existing procedure for identification of staff and visitors that they maintain under normal conditions.  Visitors would be issued IDs in the main lobby or ED as directed by Incident Command, based on their acceptable health clearance assessed by screening procedures when in place.  In a pandemic situation, SBUMC would continue to issue identification passes until restricted per the directions of SBUMC Incident Command and  specific recommendations from the NYSDOH.  At the point where visitation was restricted, no visitor passages would be dispensed and all existing visitors would be asked to leave the building if so directed to do so.

5. Enforcement of hospital protocols and strategies
Security protocols and strategies exist in internal University Police policies to secure the building under a number of different scenarios, including how the building could be secured in the event of an evacuation.  Many of these scenarios could be modified based on the security needed during a pandemic outbreak. Employees/visitors leaving may be subject to package inspections so as to assure supplies are not being removed from the premises.  Security staff would be guarding entrances that remain open.  External traffic control on campus would be provided by Public Safety.  University Police would be keeping Incident Command closely updated on their ability to maintain the building securely and report all hazards and unsafe security conditions.

6. Additional security measures
University Police would introduce additional security measures based on needs and directions from Incident Command. If Campus activities were terminated and buildings secured, this would free up campus security personnel assigned in outside buildings to concentrate their security efforts on the immediate hospital area.  Staff from the Labor Pool could be assigned security/traffic control positions as needed.

7. Local Law Enforcement notification
Protocols for notification of local law enforcement exist in the University Police SOPs and would be activated based on need and direction of Incident Command. 

C: Antiviral and Pharmacy Information
Using HRSA funds, Stony Brook University Medical Center has purchased selected antibiotics to supplement the existing inventory.  This inventory is managed by Pharmacy. 
The New York State Department of Health is purchasing the antibiotics Ciprofloxacin and Doxycycline to assist hospitals with adequate preparation to respond to a biological emergency. The antibiotic cache purchased for Stony Brook University Medical Center  will be sufficient in size to meet the three-day Federal guidelines for hospital employees and their dependents. Federal guidelines recommend at least 3 days of locally available treatment as it is anticipated that this amount of time will elapse before communities can expect arrival of Federal supplies.
Federal assets are managed using the Strategic National Stockpile (SNS). The SNS is a national repository of antibiotics, chemical antidotes, antitoxins, life-support medications, IV administration, airway maintenance supplies and medical/surgical items. To receive the SNS assets, the affected state’s governor’s office will directly request the deployment of the SNS assets from the Centers for Disease Control and Prevention (CDC) or Department of Homeland Security (DHS). To begin this process, Stony Brook University Medical Center’s Incident Command staff would request the deployment of SNS assets from the Suffolk County Department of Fire, Rescue and Emergency Services Office of Emergency Management.
D: Surveillance Plan

Rationale

Surveillance consists of ongoing collection, interpretation and dissemination of data to enable the development of evidence-based interventions.  The level of surveillance will depend on the global, regional and local influenza epidemiology.  Surveillance activities will be utilized with the framework of the pandemic phases (See Appendix A).

Goals

1. Ensure early detection of cases and clusters of respiratory infections that might signal the presence of a novel influenza virus.

2. Ensure prompt and complete identification and reporting of potential cases to prevent in-hospital spread of influenza and facilitate public health control and management of outbreaks.

3. To create flexible and adaptable systems for real time data collection for use throughout all pandemic phases.
4. To collect, interpret, and disseminate surveillance data reported by WHO, CDC, and NYSDOH in a timely manner.
5. To collect, organize, interpret, and disseminate surveillance data collected by University Hospital Staff.
Surveillance Components

NYSDOH maintains a comprehensive statewide surveillance system.  Data reported on the Health Provider Network (HPN) includes

1. Electronic Emergency Department Syndromic Surveillance System data, Medicaid Prescription Data, and National Retail Data Monitor – Real Time Outbreak and Disease Surveillance (RODS).

2. State-level Assessment of Influenza Activity is reported on public sites such as the following:  (http://www.health.state.ny.us/diseases/communicable/influenza/providers.htm.).

3. Data collected within the state is fed to the National Respiratory and Enteric Virus Surveillance System (NREVSS).  This data can be found at (http://www.pandemicflu.gov/).

International surveillance is compiled and reported by The World Health Organization (WHO).  Up to date information on seasonal influenza, avian influenza and pandemic influenza preparedness can be obtained at the following site:  http://www.who.int/csr/disease/avian_influenza/en/
Surveillance Team Operational Considerations

1. Form functional teams, identify applicable policies, protocols and procedures, learn and practice team member roles.

2. Interface with team managing workforce, tracking reported and confirmed illness, record keeping.  Policy implementation regarding reassignment of high risk (immuno-compromised, pregnant staff, etc.) health care personnel.

3. Outpatient surveillance identify outpatients with ILI, collect and report case information such as age, date of onset, symptoms, severity, outcome, as directed by Infection Control and/or Health Dept., adapt or create tools and forms.

4. Inpatient surveillance track patient admitted with or found to have influenza following admission identify hospital acquired cases/report to NYSDOH, identify exposed and susceptible staff/patients in need of prophylaxis, and/or follow up monitoring for illness.

E: Nasopharyngeal Specimen collection
THIS SECTION MAY BE ADAPTED TO INCLUDE THE USE OF N95 RESPIRATORS IF PANDEMIC INFLUENZA IS SUSPECTED, AT LEAST EARLY ON IN THE WAVE, UNTIL MORE INFO IS AVAILABLE RE: AIRBORNE VS DROPLET SPREAD OF THE PANDEMIC STRAIN 
NASOPHARYNGEAL SPECIMEN COLLECTION

Indications for Rapid Influenza Screening via Nasopharyngeal Wash (preferred) or Nasopharyngeal Swab including:

· Clinical suspicion of influenza

· Fever

· Malaise

· Cough

· Body Aches

· Above Criteria and Requiring Hospitalization

Note: Health care providers should wear a mask and eye protection when collecting or assisting in collecting a nasopharyngeal wash or swab. 
Procedure:

1. Gather supplies needed:

· 5 ml sterile saline

· Sterile specimen cup 
· Dacron swab (optional)

· Micro Requisition

· Specimen transport bag

· Rubber nasal bulb (optional method for young children)

· Microbiology Requisition
2. With patient's head slightly tilted back have patient hold their breath and instill approximately half the fluid into one nostril. Quickly have patient lean forward and expel fluid into the sterile cup.

3. Repeat with remaining fluid in the other nostril. 2-3 ml of fluid is desirable

4. Send washing in the sterile cup to lab.

F: Case Criteria

• Surveillance Criteria:

o Clinical Criteria:
􀂃 Severe illness: Hospitalized with severe ILI, including pneumonia or ARDS

􀂃 Mild illness:

♦ Fever (temperature > 38° C or 100.4° F) and

♦ One or more of the following: sore throat, cough, or dyspnea

o Epidemiologic Criteria:
􀂃 Travel Risk (within 10 days of symptom onset)

♦ Visited or lived in an area affected by highly pathogenic avian influenza A outbreaks in domestic poultry or where a human case of novel influenza has been confirmed.

♦ Had direct contact with poultry, in an area affected by highly pathogenic avian influenza A. Direct contact with poultry is defined as touching well, sick, or dead birds, poultry feces or contaminated surfaces, or consuming uncooked poultry.

♦ Had close contact (within 3 feet) with a person with confirmed or suspected novel influenza.

􀂃 Occupational Risk (within 10 days of symptom onset)

♦ Work on a farm or in a live poultry market or process or handle poultry infected with known or suspected avian influenza viruses.

♦ Work in a laboratory that contains live animal, bird or novel human influenza viruses.

♦ Healthcare worker in direct contact with suspected or confirmed novel influenza case.
• During the Interpandemic and Pandemic Alert Periods and No Evidence of

HPAI or Other Novel Influenza Virus in NYS: 
Patients meeting the following clinical and epidemiologic criteria should be reported immediately to the local health department:

o Severe illness AND, within 10 days of onset, either: travel to an affected area (even if no direct contact with poultry or suspect or confirmed human cases) or occupational risk.

o Mild illness AND, and within 10 days of onset, one of the following: direct contact with ill poultry in an affected area, close contact with a suspected or confirmed human case of novel influenza, or occupational risk.
• During the Interpandemic and Pandemic Alert Periods and Documented HPAI or Other Novel Influenza Virus in non-human animals in NYS: 
Patients meeting the following clinical and epidemiologic criteria should be reported immediately to the local health department:
o Severe or mild illness

AND

o Reside in or travel within 10 days of onset to a locally affected area

AND

o Direct contact with ill poultry or other implicated animal in an affected area OR close contact with a suspected or confirmed human case of novel influenza OR occupational risk.
• During the Pandemic Period and No Documented Pandemic Influenza Virus in

NYS: 
Patients meeting the following clinical and epidemiologic criteria should be reported immediately to the local health department:

o Severe or mild illness

AND

o Within 10 days of onset: travel to a locally affected area (even if no direct contact with poultry or suspect or confirmed human cases) 
OR 
occupational risk. 

Once an influenza pandemic has begun, it is expected that it would only be a brief period of time before the virus is identified in NYS. Therefore it is anticipated that individual case reporting of suspect cases during the pandemic will be brief.
• During the Pandemic Period and Documented Pandemic Influenza Virus in NYS:

Patients meeting the mild illness clinical criteria will be classified as a suspected pandemic influenza case. However, individual case reporting will likely be suspended. The local and/or state health department will investigate any unusual cases reported by medical providers. In NYC, web-based reporting will be available for provider reporting. Outside NYC, hospital infection control practitioners are able to report individual cases of influenza through the NYSDOH Communicable Disease Electronic Surveillance System (CDESS).
Reporting Requirements:

Medical providers identifying patients meeting the above surveillance criteria should:

• Immediately report any suspect novel influenza cases to the Suffolk County Department of Health . If unable to reach the SCDOH, contact the NYSDOH:

o During business hours contact the appropriate Regional Epidemiologist . If unavailable, contact the Bureau of Communicable Disease Control at (518) 473-4436.

o Outside of business hours, contact the NYSDOH After-Hours Duty Officer at 1-

866-881-2809.
Ongoing updates on the pandemic influenza surveillance and reporting criteria can be found on the New York State Department of Health Website at http://www.nyhealth.gov.
Information on avian influenza activity, including links to websites of the World Health

Organization and the Food and Agriculture Organization of the United Nations can be accessed at http://www.cd B.gov/flu/avian/outbreaks/asia.htm.
Assessment Tool

[Please Note this is an example of what might be used in a pandemic, for specific guidance on patient assessment refer to the CDC or the NYSDOH]
	An Influenza-like Illness (ILI) Assessment Tool 

	An ILI assessment tool is to be used for immediate triage of patients or staff and for 

	accommodation / cohort of patients prior to further Employee Health or clinical management. This is to be used as a clinical management tool.

	

	ILI Assessment Tool 

	Please check the following. 

	ILI in the general population is determined by the presence of 1, 2 and 3 and any of 4., 

	a–f, which could be due to influenza virus: 

	___
	1. Acute onset of respiratory illness

	___
	2. Fever (>38 C)* 

	___
	3. Cough 

	___
	4. One or more of the following: 

	___
	            a.) sore throat 

	___
	            b.) arthralgias

	___
	            c.) myalgia or prostration 

	___
	            d.) diarrhea** 

	___
	            e.) vomiting** 

	___
	            f.) abdominal pain* 

	* May not be present in elderly people 

	** May be present in children 


Adapted from -The County of Los Angeles Department of Health Services Public Health, Hospital Pandemic Influenza Guidelines - Acute Care Hospital Settings
Guide to Clinical Assessment

Guide to Clinical Assessment for Influenza (adapted from the Ontario Health Plan for Influenza Pandemic June 2005) 

[Please Note this is an example of what might be used in a pandemic, for specific presenting symptoms refer to the CDC or the NYSDOH] 
	1. Initial influenza illness assessment (≥18 years) 

	Primary Assessment 
	Results Requiring Secondary Assessment 

	Temperature a 
	<35°C or >39°C 

	Pulse 
	New arrhythmia (irregular pulse) >100 beats/min (if >16 years) 

	Blood pressure 
	<100 systolic dizziness on standing 

	Respiratory rate 
	>24 / minute (tachypnea) 

	Skin color (lips, hands) 
	Cyanosis 

	Chest signs or symptoms b 
	Any abnormality on auscultation or chest pain 

	Mental status 
	New confusion c 

	Function 
	New inability to function independently c 
Persistent vomiting (>2-3 times/24 hr.) d 

	Oxygen saturation e 
	<90% room air 

	a  High fever (>39 C) in adults or in adolescents needs further assessment. 

b  Chest pain should always be investigated because it may be a sign of pneumonia (chest pain on inspiration), or may be a sign of cardiac failure. It may also appear as retrosternal pain (tracheal/bronchial pain) or as a pleuritic pain. When positive, it is an indication for secondary evaluation. 

c  A deterioration in level of consciousness or inability to function independently compared with previous functional status should be further investigated, particularly in elderly patients. 

d  Vomiting (􀀀2-3 times/24 hr.), particularly in elderly patients, requires further assessment. 
e Determination of blood gases by pulse oximetry as sign of respiratory failure. If no abnormality and no co-morbidities are found: send home with instructions for self-care. If no abnormality, but co-morbidity: send home with instructions for self-care and with reassessment after 48 hr; or send to non-hospital domicile. Follow-up. Co-morbidities: >65 yr, pregnancy, chronic lung disease, congestive heart failure, renal failure, immunocompromised, haematological abnormalities, diabetes, neoplastic disease, hepatic diseases, socially unable to cope (i.e., non supportive household). If secondary assessment is required, and the patients are sent to another centre/ward for complementary evaluation each individual should be provided with a summary of the clinical/laboratory data. Some triage centres may have the facilities to perform secondary assessment and treatment without transferring patients. 


[Please Note this is an example of what might be used in a pandemic, for specific guidance on patient assessment refer to the CDC or the NYSDOH] 
	2. Secondary influenza illness assessment (≥18 years) 

	When the patient’s secondary assessment has to be completed in a different setting, a new 

	clinical evaluation to confirm the diagnosis at the primary triage center should precede 

	laboratory studies. Not all the tests mentioned below will be needed for all patients, and clinical 

	assessment should determine which procedures are done, particularly if resources are scarce: 

	Complementary laboratory studies 
	Results requiring supervision or admission 

	
	Hgb < 80 g/l 

	CBC (core battery, if appropriate) a 
	WBC <2.500 or >12, 000 Bandsb >15% 

	
	Platelets <50,000/L 

	Electrolytes 
	Na <125 meq/L or >148 meq/L K <3 meq/L or >5.5 meq/L 

	BUN, creatinine 
	BUN >10.7 mmol/L, Creatinine > 150 mol/L 

	Glucose 
	<3mmol/L or >13.9 mmol/L 

	CPK (only in patients with severe muscle pain) 
	CKMB >50% Total CK >1,000/L 

	Blood gases, O2 saturation 
	Blood gases p02 <60 room air O2 saturation <90% room air 

	Chest x-ray (CXR) a 
	Abnormal, consistent with pneumonia or with congestive heart failure 

	EKG (clinical criteria) 
	Evidence of ischemia, new arrhythmia 

	a Under optimal circumstances, blood work and CXR should be obtained before admission. If resources are limited, 

	priority should be given to patients with co-morbidity or suspected complications (i.e., pneumonia, et B.). Patients with 

	normal gases and normal chest auscultation do not need CXR. Likewise, when the clinical diagnosis of pneumonia is 

	unquestionable and the resources are scarce, no CXR need to be taken unless there is suspicion of a complication of the 

	pneumonia (i.e., empyema). If antibiotics are limited, however, CXR may be indicated to confirm pneumonia before 

	prescribing any drug. Conversely, if pneumonia is suspected but the radiology resources are limited, antibiotics may be 

	prescribed without radiological confirmation. 

	b An increase in the number of circulating neutrophil-bands (i.e., immature neutrophils, with an elongated, non-

	segmented nucleus) suggests bacterial infection. Mean normal values of bands are 12.4% (range 9.5-15.3%). In a typical 

	acute bacterial infection, the ratio bands/segmented neutrophils may go up to values of 16-17%. 


G: Staff  Screening Protocols

Fitness To Work
A. Determination of Fitness to Work
1. Stony Brook University Medical Center healthcare personnel accessing clinical areas need to be evaluated prior to reporting to work to determine fitness to work.

2. Identify appropriate sites for employee evaluations 

a. more than one and possibly several sites will need to be identified

b. sites will be staffed by evaluators (RN, NP, PA or MD) continuously  with increased staffing needed during shift changes

c. possible evaluation sites

           



(1)   Employee Health (to extended regular hours)

(2)   Additional sites may be assigned depending on need, such as the   

        Occupational Medicine Outpatient Clinic
3. Assessment tool (checklist format)

a. Influenza-like Illness (ILI) Assessment Tool (from the Canadian Pandemic  Influenza Plan)


If any of #1, 2, and 3 are present and any one of the symptoms listed under #4 (a-c) are exhibited, staff will be not be allowed to work and sent home.

1. 
Acute onset of respiratory illness

2. Fever (>38 C)

3. Cough

4. One or more of the following:

· sore throat

· arthralgias

· myalgia or prostration
B. Fit for Work – if one of the following apply:

a. Illness is not identified by the ILI Assessment Tool

b. Recovered influenza during earlier phases of pandemic

c. Immunized against pandemic strain of influenza – if available

d. Have been placed on effective prophylactic antivirals

C. Asymptomatic HCWs – may work if influenza vaccine or antivirals are unavailable or refused if:

a. Meticulous hand washing

b. Avoid touching of mucous membranes of eye or mouth

c. Appropriate respiratory protection is utilized

D. Fit to work with restrictions

a. Symptomatic HCWs well enough to work should only work with patients with ILI
E. Reassignment of high-risk personnel

a. Personnel at high risk (e.g. pregnant, immunocompromised) with physician documentation are reassigned to low-risk duties

F. Ill personnel

1. Staff too ill to report (e.g. calling in sick)

a. employee calls the staff evaluation center

b. Evaluator utilizes the ILI Assessment Tool to define the illness

c. Evaluator calls the employee’s work area to report the absence and maintains a log

d. Employee Health will work in collaboration with Infection Control to determine worksite exposures
2. Staff becomes ill at work

a. Employee notifies manager

b. Employee leaves work immediately

c. Manager calls staff evaluation area

d. Evaluator calls the employee and utilizes the ILI Assessment Tool to define the illness

e. Employee Health establishes probability of influenza and notifies Healthcare Epidemiology/Infection Control

3. Symptomatic at pre-work evaluation

a. Evaluator utilizes the ILI Assessment Tool to define the illness

b. Leaves work immediately

c. Evaluator notifies the unit and keeps a log

Influenza Vaccine Priority

A. Medical workers and public health workers are among the highest priority group for vaccine when available

· HCWs with direct patient contact or working in clinical areas

· Hospital personnel that provide essential support services

· Public health workers that may distribute vaccine or antivirals

B. Antiviral Priority

· Patients admitted to the hospital

· HCWs with direct patient contact (EMS providers to be handled by the county)

· Highest risk outpatients

· Pandemic health responders, public safety and government decision makers

H: Ethical Considerations

Guidelines under development:

CDC: Ethical Guidelines in Pandemic Influenza
New York State Department of Health: Allocation of Scarce Ventilatory Support Equipment

I:  Recommended Supplies
Hand Hygiene

Liquid Soap

Alcohol hand rinse

Paper towels

Personal Protective Equipment

Surgical/Procedure Masks 

Paper gowns (small,medium, large, XL, XXL)

Latex Exam Gloves (small, medium, large,XL, XXL)

Non-latex Gloves(S,M,L,XL)

Safety Glasses 

Temperature and Blood Pressure Monitoring

Thermometers

Stethoscopes

Blood Pressure Cuffs(Child, Adult, LargeAdult sizes)

Disinfectants

Disinfecting Wipes

Surface cleaner and disinfectant

Diagnostics

Nasopharyngeal (NP) swab specimen kit: (a)

NP swab (b) Viral transport 

Testing reagents (eg, rapid ELISA-based kits;DFA panels: viral transport media; cell lines and media

Cleaning 

Garbage bags – clear 20x20 for individual stations

Garbage bags 

Autoclave and other specialized wastedisposal bags

One-use tissues

Flu Vaccine Supplies

Needles 25 gage 1", 25 gage 5/8"

Syringes

Alcohol wipes

Sharps containers

Medium cotton balls

Band-Aids

Respiratory Care

Oxygen tubing

Oxygen masks – high concentration masks (non-rebreathers)

Nasal prongs/cannula

Oxygen masks – low oxygen concentration (Simple O2 masks, Venturi masks

Oxymeters and probes

Portable oxygen tanks with regulators

Ventilator supplies

Suction

Disposable tips,catheters, tubing,canisters

Disposable manual resuscitators (BVM) & filters (various sizes)

Inline suction catheters

Portable suction

Paper products

Paper square absorbent table cover 

Cots or mats 

Sterile Gauze pads (7.6 cm x 7.6 cm) 

Tape Hypoallergenic 2.5 cm x 9.1 cm 

Other tapes 

Solutions

Tubing

Deceased body management

Body bags / toe tags
Personal Identification products

ID bands for patients 

"How to" instruction material for vaccinators

"Self-monitor; self-care" info for general public

Fact sheets for patients and families

Consent forms for Vaccines

Adverse reaction reporting form

Assessment/health record forms

*adapted from the Ontario Health Plan for Influenza Pandemic June 2005

J:  Surge Capacity 
A plan is in place to address unmet staffing needs in the hospital. 

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

ii. Responsibility for assessing day-to-day clinical staffing needs during an influenza pandemic has been assigned

iii. A method for rapidly credentialing newly recruited personnel has been developed.

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

In order to meet surge capacity requirements, several applicable SBUMC policies and plans currently exist and will be followed with modifications contingent on Pandemic Stage and Phase. Nursing and administrative officers will refer to the current SBUMC Emergency Management Policies and Procedures Manual.  
Surge capacity as relates to pandemic flu staffing preparedness will be closely related to surge bed capacity, which has determined the maximum number of staffed beds which could be made available during the initial hours of pandemic flu outbreak.

Specific protocols related to staffing surge capacity are as follows:

Incident Command staffing guidelines recommend extending shifts to 12 hours, opening the labor pool, cancellation of elective surgeries and facilitation of discharges.

Pandemic flu preparedness identifies 8-10 week pandemic cycles, so staffing planning will be fluid depending on phase and stage, alternating between regularly scheduled shifts and extended working hours and opening the labor pool per incident command guidelines.  The SBUMC Emergency Management Policies and Procedures Manual will be followed as applicable.  Additional considerations include:

· Staffing needs for telephone triage and ambulatory care triage and clinical care management will be assessed and communicated within the disaster and incident command structure. 

· Retired healthcare personnel may be contacted and recruited as needed for relief and supplementary staffing requirements.

· Trainees including medical and nursing students and faculty may be recruited as needed.

· Consider recruiting healthcare personnel from community services that may be curtailed (e.g., some private medical offices or surgery centers) and initiate “just in time” training and orientation for rapid deployment as supplementary staff. 

· Increase cross-training of personnel to provide support in high volume, and heavily impacted critical care settings to supplement availability of trained personnel.  

To ensure readiness, all managers will be requested to ensure that emergency staffing call-down lists are up to date and readily available. 

PANDEMIC FLU PATIENT CAPACITY 
(also refer to SBUMC Surge Capacity Plan)
	Type of Hospital Patient
	1st Phase – Number of Patients

(Estimate maximum number of staffed beds which can be created in 2-4 hours) *
	2nd Phase – Staffed Beds (Estimate maximum number of staffed beds which can be created in 12-24 Hours)
	3rd Phase – Number of Patients Which Can Be Accepted in Overflow

(Space within the hospital that may not include equipment or staff)
	3rd Phase Rationale

Utilizing rooms with no emergency power, medical gases or suction (no headwall)

	19 South
	18 (4 negative pressure)
	20
	21
	2 in hall; 1 in conference room

	19 South (BMT)
	7 
	
	
	convert rooms to negative pressure

	19 North
	30 (1 negative pressure)
	32
	35
	3 in hall; 2 in TX room

	18 South
	1 (negative pressure)
	1
	1
	n/a for this purpose

	18 North 
	1 (negative pressure)
	1
	1
	n/a for this purpose

	17 South
	20 (2 negative pressure)
	21
	21
	for critical patients

	17 North
	2 (2 negative pressure)
	2
	2
	for non-critical patients

	16 South
	1 (1 negative pressure)
	1
	1
	n/a for this purpose

	16 North
	1 (1 negative pressure
	1
	1
	n/a for this purpose

	15 South
	30 (2 negative pressure)
	32
	32
	2 in hall

	15 North
	30 (2 negative pressure)
	32
	36
	2 in hall; 4 in conference room

	14 South (1 negative pressure)
	24
	26
	30
	2 in hall; 4 in conference room

	14North/Endoscopy

(6 negative pressure)
	10
	10
	20
	4 patients per suite

	13 North (1 negative pressure)
	30
	32
	33
	3 in hall

	12 South 
	14 (w/6 vents)
	15
	16
	2 in hall

	12 South/GCRC (1 negative pressure)
	1
	1
	6
	6 GCRC

	12 North/Ante (1 negative pressure)
	12
	13
	14
	2 in hall

	12 South/Child Psych
	0
	0
	0
	Move Child Psych to 10 North Day Program and use 12S as Staff Respite area

	11 North (1 negative pressure)
	28
	30
	35
	2 in hall; 2 in TX room (use AIIR for 1st ped pts)

	11 South/PICU (2 negative pressure)
	12
	12
	12
	

	11 South/Ped Onc (2 negative pressure)
	8
	8
	10
	2 in Family Room

	10 North/Psych
	0
	0
	0
	n/a for this purpose

	10 North/Day Program
	0
	0
	0
	n/a for this purpose; Move Child Psych to 10 North Day Program

	9 NICU/L&D
	0
	0
	0
	n/a for this purpose

	8 L&D
	0
	0
	0
	n/a for this purpose

	5 Cath Holding
	27
	39
	64
	double up; 1 in hall

	5 CCU
	10
	10
	21
	double up; 1 in hall

	5 CACU (2 AIIR)
	25
	25
	28
	3 in hall

	4 Burn
	0
	0
	0
	n/a for this purpose; can take 10 ICU overflow patients

	4 CVICU
	10
	10
	10
	

	4 AICU
	0
	0
	0
	n/a for this purpose; can take 10 ICU overflow patients

	4 OR
	0
	0
	0
	n/a for this purpose; move elective surgery to ASC

	4 Surgical Waiting Room
	0
	0
	4
	

	4 ED Annex
	0
	0
	0
	Use as temporary hydration station

	Ambulatory care 
	0
	0
	0
	Use as temporary hydration station

	Ambulatory Surgery
	
	
	
	

	4 Special Procedures
	4
	4
	9
	

	4 Chemo Clinic
	0
	0
	10
	

	4 Peds Urgent Care
	0
	0
	8
	

	4 Dialysis
	0
	0
	0
	n/a for this purpose

	Cafeteria
	0
	0
	30
	Use for relocation of non-critical patients from various units 

	Long Island State Veterans Home
	0
	0
	20
	Use for relocation of non-critical patients from various units


Appendix K     Staff Rest and Recuperation
During a prolonged outbreak of flu or other pandemic the need for staff to rest, recuperate and decompress will have to be addressed.  Additionally staff may be unable or unwilling to return to their homes if the flu is especially virulent.  A place for them to rest/sleep will also be needed.

This plan for staff rest/recuperation is based upon the following assumptions.

Dormitories are not available because the student population may not yet have been released, and in some cases the students are adults or families for whom the dormitories or apartments are their only residence.

We are not asking staff to travel to local hotels although this could change depending upon the situation.

This plan presumes 30% of core staff would need to be accommodated.

Cots 3′ x 6′ with 2′ clear on all sides creating 4′ spacing between them along with a 10% allowance for aisles leads to approximately 80 square feet needed per person.
Indoor Sports Complex/Pritchard Gym
Locker rooms, swimming pool and weight machine room would be used for sanitation/recreation.

Cots could be set up in the gym (32), free weight room (8), squash court (8) and handball court (10).

Hospital

The Cafeteria Serving Area,  Delicatessen, and Main Lobby would continue in that use. (Cafeteria seating areas may be used for patient surge capacity)
Physicians Dining Room would be used for Mental Health Staff respite area
Cots could be set up in Patient and Guest Services Conference Room and Biomedical Engineering Conference Room. 
Health Science Center
Cots would be set up in the Galleria on Level 3, if not required for patient surge capacity.
Cots would be set up in the School of Medicine, Nursing, Social Work, Health Technology & Management conference rooms and classrooms, if not required for patient surge capacity
Appendix L 
List of Negative Pressure Rooms

	
	

	IN-PATIENT ROOMS

	19N-070
	17S-108, MICU

	19S-170
	17S-110, MICU

	19S-148
	16S-170, Tele bed

	19S-146
	16N-070, ICR

	19S-138
	15S-170

	18N-070
	15S-134 (portable HEPA)

	18S-108
	15N-034 (portable HEPA)

	18S-104
	15N-070

	17N-034
	13N-070

	17N-032
	12S-170, GCRC

	
	10N-070, Adult Psych

	MATERNAL CHILD

	12N-070, Acute Obstetrics
	9S-170, Obstetrics

	11N-070
	9S-102, Newborn nursery

	11S-120, Peds ICU
	8N-001, L&D

	11S-124, Peds ICU
	8S-102, NICU

	9N-070, Obstetrics
	8S-114, NICU

	ANCILLARY DEPARTMENTS

	14N-27, Endoscopy
	L4 ER-235, ED

	14N-22, Endoscopy 
	L4 ER-5, ED 

	14N-18, Endoscopy
	L4 ER-6, ED

	14N-16, Endoscopy
	L4 ER-7, ED .

	14N-15, Endoscopy
	L4 ER-8, ED

	14N-05, Endoscopy
	L4 Room 6, AICU

	14S-107 
	L4 Room 7, AICU

	L5-103. Pediatrics Urgent Care (Suite 8)
	L3 Decon Room, CSS

	L4 Room 7, Radiology 
	L3 EtO/Sterilizer Room, CSS

	L4 ER-236, ED
	L3-723, Microbiology (TB Lab)

	
	L2-739, Pathology

	HEART CENTER - L5
	

	5-945
	5-904

	5-905
	

	ACP CANCER CENTER
	

	2-184 Pediatrics Oncology
	2-044 Medical Oncology

	2-185 Pediatrics Oncology
	


Note: HVAC maintains 4 portable HEPA units on N8 that can be reassigned as needed.Heart Center 5-945 and 5-946, ER 235 and 236, and all 070 and 170 rooms are Airborne Infection Isolation Rooms (AIIRs)

