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THE City oF NEw YORK

DEPARTMENT OF HEALTH AND MENTAL HYGIENE

Michael R. Bloomberg Thomas R. Frieden, M.D., M.P.H.

Mayor Commissioner

nyc.gov/health

July 10, 2006

Dear Fellow New Yorker:

For virtually all of our nation’s history, New York City has been its most densely populated
city and a major port of entry for both people and goods. As such, we are uniquely vulnerable
to infectious disease threats and because of this have long been at the forefront of emergency
preparedness planning. Since 9/11, our need to be as prepared as possible has been even more
apparent.

Recently, there has been growing concern about the possibility of pandemic flu, in particular
the H5N1 strain of avian influenza (bird flu) present in some countries. In light of this, the
New York City Department of Health and Mental Hygiene has prepared this Pandemic
Influenza Preparedness and Response Plan.

While there is no current threat of an outbreak of H5N1 or any other pandemic flu strain,
we may experience one at some point in the future. This Plan provides the framework for a
swift and coordinated response that will help protect the health of New Yorkers to the fullest
extent possible.

Our past experience with disease outbreaks has given us extensive knowledge of what we can likely
expect and specific steps we will need to take in the event of a future outbreak. Because of the
unpredictability of a flu pandemic, however, we cannot say for certain exactly what may happen,
or when. As a result, this Plan is intended to be adaptable, with details subject to change. This will
allow us to provide the best possible response to a pandemic if one should occur.

Should we experience an influenza pandemic, your support will be critical to effective
implementation of this Plan. We will make sure that all New Yorkers are kept fully apprised
of any situation as it develops and are continually provided with accurate, up-to-date
information to help keep disease spread to a minimum.

Sincerely,

Thomas R. Frieden, MD, MPH
Commissioner of Health and Mental Hygiene
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Executive Summary

The most densely populated city in the United States and a major international port of entry, New
York City (NYC) has long been vulnerable to infectious disease threats, whether naturally occurring
or intentional. In the event a novel influenza strain develops the capacity for efficient human-to-
human transmission anywhere in the world, it would not take long to reach NYC. Such an outbreak
poses wide-ranging challenges, including the potential for huge numbers of illnesses and deaths, a
severely strained health care system, and difficult psychosocial consequences for a large proportion of
the population, especially the homeless, the homebound, and other vulnerable New Yorkers.

Aware of our susceptibility, the New York City Department of Health and Mental Hygiene (NYC
DOHMH) has for many years placed great emphasis on emergency preparedness planning, even
before 9/11. Working closely with our colleagues in the emergency services, health care, business, and
not-for-profit sectors, DOHMH continues to engage in extensive preparedness efforts — more than
50 tabletop, functional, and full-scale exercises in the past 5 years — to test, assess, and strengthen
our response capabilities.

The NYC DOHMH Pandemic Influenza Preparedness and Response Plan draws on lessons learned
from these efforts, providing a comprehensive, scalable, and flexible strategy to protect the health of
New Yorkers.

A PANDEMIC WILL TRIGGER PRE-ESTABLISHED COMMAND STRUCTURES

An influenza pandemic, or the threat of one, will trigger certain pre-established preparedness
structures:

m  The Citywide Incident Management System (CIMS), working closely with state and federal
agencies, will provide a unified command structure to coordinate NYC’s response. This structure
comprises, in addition to DOHMH, the NYC Fire Department (FDNY) and the NYC Police
Department (NYPD), the Health and Hospitals Corporation (HHC), the Greater New York
Hospital Association (GNYHA), and many other agencies.

m  DOHMH will activate its Incident Command System (ICS), a set of Agency-wide on-call teams
established to provide the highest level of coordinated response.

FOUR PRIMARY GOALS

Through its readily mobilized group of trained and dedicated professionals, in partnership with
federal, state, and local agencies, DOHMH will help the City detect, respond to, and recover from
an influenza pandemic by focusing activities to support 4 primary goals:

NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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Executive Summary

1. Limit severe illness and death from influenza
Work with health care partners to support appropriate influenza evaluation and care

Maintain essential medical services

ET SR

Communicate rapidly, accurately, and frequently with the public, the medical community, and
others using all available media

Through extensive discussions with local, state, and federal authorities, and based on certain
assumptions (see Box, Planning Assumptions), NYC DOHMH has identified 9 strategic planning
areas that, together, provide a comprehensive framework for response. Some components (for
example, activities that involve suspension of local law) would require an action by the Health
Commissioner, the Mayor, and/or the Governor. For more detail, see individual Sections of the Plan.

PLANNING ASSUMPTIONS

The Plan is based on the following general assumptions identified by the DOHMH Pandemic
Influenza Planning Committee in collaboration with the NYC Office of Emergency
Management and other NYC government agencies:

® A pandemic is likely to occur in waves, each lasting approximately 8 weeks and separated
by many weeks of relative inactivity.

m A pandemic will place great strains on existing health care resources, including space,
personnel, and supplies.

m Infection will occur in up to 30% of the population. Infection rates will be highest in
school-aged children (40%) and decline with age. An average of 20% of working adults
will become ill.

m  Half of those infected will require outpatient medical care and 11% will be hospitalized.
(These estimates may differ greatly, depending on the severity of the outbreak.)

m  The case fatality rate will be approximately 2.1%.

m  Vaccine will likely not be available for 6 to 9 months after the pandemic strain is detected.
Vaccine will probably be administered as a 2-dose regimen, 30 days apart, to achieve
optimal immunologic response.

® In the early pandemic stages, before vaccine becomes available, community containment
strategies will be the most effective available measures.

®  Antiviral medications, likely in short supply, will be used for treatment, not prophylaxis.

m  To maximize the impact of limited supplies, vaccine and antiviral drugs will be distributed
according to priorities established by the federal government.

\Y) NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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Executive Summary

NINE STRATEGIC PLANNING AREAS

1. Command, Control, and Management Procedures

The DOHMH’s Incident Command System (ICS) will provide a unified command structure to
facilitate and streamline response. The ICS is headed by an Incident Commander (IC) who oversees
the following 10 Sections: Environmental, Finance, Information/Technology, Laboratories, Logistics,
Medical/Clinical, Mental Health, Planning, Public and Provider Information, and Surveillance and
Epidemiology.

The ICS will activate if there is evidence of a pandemic in NYC or nearby jurisdictions, and the IC
and Section Heads will develop an Incident Action Plan (IAP) to define the Department’s operational
response. The Plan will be modified as needed based on epidemiologic, clinical, and other characteristics
of the pandemic. The IC will stay in close contact with the 10 Section Heads and other. top Agency
heads throughout the pandemic, from response and mobilization, to recovery and demobilization.
Major decisions will be made by the Mayor in conjunction with leadership in the CIMS.

2. Surveillance and Epidemiologic Response

To monitor influenza-like illness activity, DOHMH routinely tracks outpatient visits among sentinel
providers, influenza laboratory test results, influenza-related deaths, and (using electronic data on
ambulance dispatch, emergency department visits, and pharmacy purchases) trends in fever and
respiratory illness. To detect the introduction of novel strains such as avian H5SN1, DOHMH educates
health care providers to be alert for patients presenting with fever and respiratory symptoms, to ask
about travel history and other risk factors, and to report to DOHMH cases that meet surveillance
criteria.

Should a pandemic arrive in NYC, the Surveillance and Epidemiology (S&E) Section of the ICS will
activate, significantly ramping up surveillance activities. For example, in a pandemic, the S&E will
monitor trends in influenza-related hospitalizations and deaths, and conduct investigations to
describe the epidemiologic and clinical features of the outbreak (e.g., age-related morbidity and
mortality trends, transmission factors, predictors of survival, antiviral resistance and vaccine failures,
and unexpected complications).

DOHMH will use information collected in these ways to monitor shifts in the pandemic strain, to
detect a second pandemic wave, and to guide clinical and public health decisions, including how best
to use limited medical resources such as antiviral drugs and ventilators.

3. Laboratory Diagnostics

Current planning efforts are focused on increasing capacity to provide accurate and rapid laboratory
diagnostic testing for seasonal influenza. There are 66 NYC hospital and commercial laboratories
licensed to perform influenza testing. Ten NYC labs, including the Public Health Laboratory (PHL),
have virus isolation capacity. In addition, 30 Community Health Centers are permitted to perform
certain tests and have been provided with influenza diagnostic test kits and specimen transport
materials.

NYC DOHMH Pandemic Influenza Preparedness and Response Plan Vv
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In the event of a pandemic, the Laboratories section of DOHMH’s ICS will reassign staff to provide
round-the-clock laboratory operations. Both routine and high-volume throughput polymerase chain
reaction (PCR) instrumentation will be employed.

4. Community Control and Response

DOHMH will assess epidemiologic, clinical, and behavioral characteristics of the pandemic strain
and make recommendations for containment measures to limit spread, morbidity, and mortality,
while minimizing social disruption and cost. School closures, cancellation of large public gatherings,
and hygiene advisories (hand washing, wearing of masks) are examples of measures that might be
taken, if indicated.

5. Health Care Planning and Emergency Response

In the event of a pandemic, hospitals and other health care facilities will be called on to provide care
for large numbers of infected New Yorkers. Planning has focused on the development of surge
capacity in acute and critical care, as well as enhancing redundant mechanisms for communication
between DOHMH staff and health care facilities and providers. Facilities incorporated into this
planning effort include emergency medical services, home health agencies, hospitals, long-term care
facilities and primary care centers.

During a pandemic, surge plans will be activated, and DOHMH will work with the New York State
Department of Health (NYS DOH) and other key partners to monitor and address stafting, supply,
and equipment resource needs. In addition, DOHMH will provide guidance to hospitals for
managing patient surge and implementing screening and isolation protocols. In close coordination
with NYS DOH, when indicated, DOHMH will also provide guidance on altering standards of care
to help maximize the ability of the health care system to provide care to those most likely to benefit.

6. Delivery of Antiviral Drugs

In the event of a pandemic, antiviral drugs will be requested from the Strategic National Stockpile
(SNY) for distribution to health care facilities that are treating pandemic flu patients. Because of
limited supplies, antiviral drugs are expected to be used only for treatment, not for prophylaxis. It is
anticipated that their use will be restricted for treatment of individuals who have been symptomatic
for less than 48 hours and who meet the priority criteria defined by the U.S. Department of Health
and Human Services. Vulnerable populations (e.g., children, homebound persons) will have equal
access to treatment with antiviral drugs through plans that address these populations’ specific needs.
Pre-established prioritization for the drugs may change, depending on the epidemiologic and
behavioral characteristics of the pandemic virus strain.

7.Vaccine Management

Vaccine will likely not be available until 6 to 9 months after a pandemic is detected. It is expected
that initial supplies will be limited in quantity and under the control of the federal government.
Depending on the availability of vaccine, DOHMH will use distribution systems that may include
hospitals, clinics, nursing homes, health care facilities, points-of-distribution, and private physicians’
offices.

NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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8. Mental Health Response

An influenza pandemic would have far-reaching psychosocial consequences for a large proportion of
the population. DOHMH’s Office of Mental Health Disaster Preparedness (MHDPR) has been
created to contend with mental health aspects of City-wide emergencies such as an influenza
pandemic.

Assuming that all New Yorkers will be affected to some degree during a pandemic, DOHMH is
focusing first on the need to build personal and community resilience to weather a pandemic by
promoting emergency preparedness. Interventions will be targeted to communities, to physicians and
other front-line health care workers, and to populations such as children, the homeless, and the
homebound who may be especially vulnerable to mental health consequences of a pandemic.

9. Communications

Given the many urgent and evolving issues presented by a pandemic in NYC, the need for clear,
consistent, frequent, and dependable communications will be critical in all phases. DOHMH will
utilize all available media to deliver appropriate messages to New Yorkers, including, in addition to
radio, TV, and the press, the City’s 311 system, public education tools, and the DOHMH Web site.
DOHMH will define, test, and prepare communications tools in advance, train key staff in crisis and
risk communication, and maintain relationships with critical community partners. Language needs
for materials have been identified and messages will be developed to meet the needs of special and
vulnerable populations.

IMPORTANT CHARACTERISTICS OF THIS PLAN

This Plan was drafted by the NYC DOHMH Pandemic Influenza Planning Committee in
collaboration with the NYC Office of Emergency Management, with guidance from the Centers for
Disease Control and Prevention, and in consultation with business, health, and social services sectors.
It follows recommendations of the U.S. Department of Homeland Security’s National Strategy for
Pandemic Influenza and the U.S. Department of Health and Human Services’ HHS Pandemic
Influenza Plan, both published in November 2005. Also incorporated are changes made in the 2005
World Health Organization (WHO) classification of pandemic phases. The activities described in
this Plan correspond to the WHO?’s 6 phases of pandemic influenza (Table).

Because specific epidemiologic, clinical, and behavioral characteristics of a pandemic influenza strain
cannot be known before the strain is identified, this and other preparedness plans must be flexible,
adaptable, and based on the best available practices. This Plan is therefore subject to continuous
evaluation and constant change.

For the most recent version of this Plan, visit nyc.gov/health.
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TABLE: PANDEMIC PERIODS AND PHASES
Source: 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 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 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: increased and sustained transmission in general population.

VI
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BCD
BEM
BHPP
BIIT

BSL
CDC
CHC
CHCANYS
CHI

CIR
CIMS
DCAS
DEOC
DHHS
ECLRS
ED

EMS
EMTALA
EOC
ESAR-VHP
FAC
FDA
FDNY
FQHA
GNYHA
HAN
HEICS
HERDS
HHC
HRSA
IAP

IC

ICS

ILI

Bureau of Communicable Disease

Bureau of Emergency Management

Bioterrorism Hospital Preparedness Program
Bureau of Information Integration Technology
Biosafety Level

Centers for Disease Control and Prevention
Community Health Centers

Community Health Care Association of New York State
City Health Information

City-wide Immunization Registry

City-wide Incident Management System
Department of City-wide Administrative Services
Department Emergency Operations Center

U.S. Department of Health and Human Services
Electronic Clinical Laboratory Reporting System
Emergency Department

Emergency Medical Service

The Emergency Medical Treatment and Active Labor Act
Emergency Operations Center

Emergency System for Advanced Registration of Health Professionals
Family Assistance Centers

U. S. Food and Drug Administration

Fire Department New York

Federally Qualified Health Centers

Greater New York Hospital Association

Health Alert Network

Hospital Emergency Incident Command System
Health Emergency Response Data System

Health and Hospitals Corporation

Health Resources and Services Administration
Incident Action Plan

Incident Commander

Incident Command System

Influenza-like illness
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ISPSN
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MACC
MHDPR
MH
MOU
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NYC

NYC DOHMH

NYPD
NYS DOH
NYS EMO
OCME
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OMHDPR
P&I
PCR
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PODs
PPE
REMSCO
RSV

S&E

SNS

T-1

T2

UHC
URF

VEC
WHO
WMD

Incident Management System

U.S. Influenza Sentinel Physician Surveillance Network
Laboratory Response Network

Metropolitan Association of Contemplative Communities
Mental Health Disaster Preparedness and Response
Mental Health

Memorandum of Understanding

Medical Reserve Corps

Nasopharyngeal

New York City

New York City Department of Health and Mental Hygiene
New York City Police Department

New York State Department of Health

New York State Emergency Management Office

Office of Chief Medical Examiner

Emergency Operations Center

Office of Emergency Management

Office of Mental Health Disaster Preparedness and Response
Pneumonia and Influenza

Polymerase chain reaction

Public Health Laboratory

Points of distribution

Personal protective equipment

Regional Emergency Medical Service Council of New York City
Respiratory syncytial virus

Surveillance and Epidemiology

Strategic National Stockpile

Tier 1

Tier 2

Unified Health Command

Universal Reporting Form

Vaccines for Children

World Health Organization

Weapons of Mass Destruction
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Section 1: Command, Control, and Management Procedures

OVERVIEW

This section describes the command and control structures under which the New York City
Department of Health and Mental Hygiene (NYC DOHMH) operates during a City-wide
emergency. Command and control for the agency is broken into 2 distinct yet inter-related systems:
(1) Externally, the agency operates under the City-wide Incident Management System (CIMS) with
the Office of Emergency Management (OEM) as the coordinating body; (2) Internally, the agency
uses the Incident Command System (ICS), an incident command and management structure
developed to facilitate and streamline emergency response during times of a public health emergency.

City-wide Incident Management System

CIMS is an incident management doctrine for managing emergency incidents and planned events in
New York City (NYC). CIMS establishes roles and responsibilities and designates authority for City
agencies performing and supporting emergency response.

CIMS is designed to be scalable and to facilitate integration of additional organizations, including
state and federal agencies, and private sector and non-profit organizations.

NYC’s public safety agencies typically perform their daily responsibilities using their own resources.
However, City agencies frequently respond to more complex multi-agency and multi-jurisdictional
incidents that are successfully addressed through the cooperation of several City, state and federal
agencies, and non-profit and private sector organizations. Further, there is a heightened need for
NYC’s response agencies to be integrated with regional and national emergency preparedness and
response organizations.

Unified Command
Under CIMs, a City-wide public health emergency would be managed under a Unified Command.
DOHMH, NYPD, and FDNY are the primary agencies involved; HHC and GNYHA are potential

primary agencies and/or subject matter experts.

Each agency in the Unified Command will designate an Incident Commander who will jointly set
incident objectives with the other Primary Agencies.

Unified Command is an important element in improving multi-jurisdictional or multi-agency
incident management. As a combined command and management effort, Unified Command
overcomes much of the inefficiency and duplication of effort that can occur when agencies from
different functional and geographic jurisdictions, or agencies at different levels of government,
operate without a common organizational framework.

NYC DOHMH Pandemic Influenza Preparedness and Response Plan 1
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Command, Control, and Management Procedures

Core Competencies

Core Competencies are functional areas of expertise which are implemented during incidents.
Agencies have the authority to direct operations related to their Core Competencies during incidents.

OEM has outlined the following Core Competencies for DOHMH in CIMS:

m  Disease Surveillance and Epidemiology

m  Public Health Orders, Clinical Guidance, and Risk Communication
®m  Mass Prophylaxis / Vaccination

m  Laboratory Testing (Biological and Radiological)

m  Public Health Assessment

®m  Environmental Mitigation (Radiological and Biological)

®m  Animal-Related Surveillance and Vector Control

m  Mental Health Needs Assessment and Service Coordination

Mutual Aid

In addition to enacting mutual aid agreements, requests for assistance would be directed to OEM.
DOHMH may utilize pre-existing mutual aid agreements as needed, but would request mutual aid
assistance should existing agreements or support become exhausted.

Incident Command System

The role of ICS is to facilitate rapid and coordinated decision-making, as well as efficient
communications and information dissemination. The ICS has been used during real emergencies and
events (9/11, anthrax outbreaks, the Republican National Convention) and modified as needed based
on these experiences.

The ICS is headed by an Incident Commander (IC) who oversees the following 10 Sections:

* Environmental * Medical/Clinical

* Finance * Mental Health

* Information/Technology * Planning

* Laboratories e Public and Provider Information
* Logistics * Surveillance and Epidemiology

Each of these functional Sections is led by an ICS Section Head who is a senior staff member from
their respective department. For each ICS Section, an organizational structure has been developed
that designates emergency-specific core job functions and responsibilities specified in Job Action
Sheets (Appendix 2C). During emergencies, the primary command and control location for
DOHMH operations is the Department Emergency Operations Center (DEOC). Use of the
DEOC enhances the Agency’s ability to respond to an emergency event and sustain its critical
public health functions. The DEOC is designed to provide a secure, well-equipped workspace for
DOHMH ICS leadership during an emergency activation.

NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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Command, Control, and Management Procedures 1|

OBJECTIVES

The overall objectives of DOHMH in pandemic flu planning are to develop specific plan priorities
and operations, and assign specific responsibilities to appropriate Sections. DOHMH also works to
achieve buy-in from the public and private sectors, coordinates with groups that represent special
populations, identifies gaps in resources, addresses legal considerations, and modifies the plan as
needed during a pandemic.

Coordination and Control

In addition to working with NYPD, FDNY, GNYHA, and HHC as outlined in CIMS, response
activities would be closely coordinated with New York State Department of Health (NYS DOH) and
New York State Emergency Management Office (NYS EMO) under a Unified Command with OEM
as the City’s Coordinating Agency. While most decisions regarding a local response to a pandemic
would rest with NYC, decisions regarding hospitals and other Article 28 facilities (those engaged in
the prevention, diagnosis, and treatment of human disease, pain, injury, deformity, or physical

condition) would be under the authority of NYS DOH.

Decision-Making Strategy

The decision to implement various sections of this pandemic flu plan will be made based on (1) the
current status of the pandemic overseas, (2) if a pandemic is declared by the World Health
Organization (WHO), and (3) the proximity of the pandemic to NYC. The authority of the Mayor,
the Board of Health, or the Governor is required to activate certain measures outlined in the
pandemic phase sections of this plan.

ROLES AND RESPONSIBILITIES

DOHMH will activate ICS and implement pandemic plan operations from the DEOC under the
leadership of the designated Incident Commander (IC) who is responsible for incident management
and coordination with the other responding agencies as outlined in CIMS. Each ICS Section is
responsible for performing its specific functional role in accordance with the imperatives of the
incident and the directives of the IC.

ICS Section Heads will regularly convene under the leadership of the IC at the DEOC. The role of
CIMS is to facilitate rapid and coordinated decision-making, as well as efficient communications and
information dissemination. The IC and ICS Section Heads will develop an Incident Action Plan and
define Operational Periods to guide DOHMH response to the incident, making adjustments as the
event unfolds. Emergency operations evolve over time, from response and mobilization, to recovery
and demobilization.

During non-emergency periods, the ICS Section Heads are actively involved in agency-wide
emergency preparedness and planning efforts, development of their ICS Section’s organizational
structure, and ongoing refinements to DOHMH ICS.

NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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Command, Control, and Management Procedures

CHALLENGES

Maintaining public order; mandating actions in accordance with existing laws; effective
communication; coordination of local, state and federal agencies; and effecting streamlined response,
recovery, and mitigation procedures are key challenges in an influenza pandemic scenario.

Communications

A Commissioner or Mayoral Advisory, Alert, or Press Release would be considered for distribution to
enhance public relations and risk communications.

Legal Considerations and Extenuating Circumstances
Ongoing discussions to identify and address legal issues have been held by DOHMH’s Legal

Division. Draft legal orders and regulations are being written to address issues around isolation,
& &
quarantine, movement restriction, health care services, emergency care, and mutual aid.

m  Actions mandated by DOHMH that are not at odds with existing laws and do not require
detainment of individuals (in accordance with Health Code section 11.55) may be implemented
by DOHMH and may involve the Commissioner of Health and/or the Mayor.

®m A Mayoral Declaration of Emergency would be sought in the event that a building or jurisdiction
needs to be quarantined, or if the number of individuals to be detained or isolated in their homes
exceeded compliance with Health Code section 11.55, or if other provisions of the health code or
local laws required suspension or promulgation.

®m A Gubernatorial Disaster Declaration would be required in the event that state laws needed to be
suspended or promulgated (e.g., alteration of state credentialing and/or licensing requirements) in
order to operate PODs (points of distribution) or to distribute medications.

m  The New York City Police Department (NYPD) would maintain public order and help

implement control measures.

PANDEMIC INFLUENZA PLANNING COMMITTEE

A planning committee comprising key representatives from within DOHMH (see below) has been
established. The committee is an on-going plan development group but is not intended to replace the
ICS in an actual emergency.

m  Bureau of Communicable Disease
m Bureau of Immunization
m  Bureau of Emergency Management

m  Public Health Laboratory

NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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Command, Control, and Management Procedures 1|

m  Office of General Counsel

m  BIIT (information technology)

m  Operations

®  Media/Public Affairs

m  Employee’s Health Service

m  Call Center

m  Division of Mental Hygiene

m  Division of Epidemiology

s OEM

m Office of the Chief Medical Examiner (OCME)

The committee’s initiatives comprise:

m  Developing DOHMH pandemic planning based on new information on the H5N1 influenza
outbreak overseas and changes in federal and state policy

m  Collaborating with the OEM to coordinate with other city agencies in City-wide planning for the
pandemic response

m  Opversight of planning, response, recovery, and mitigation initiatives

®m  Ensuring that the City’s pandemic flu plan is periodically reviewed and revised as needed

I. Interpandemic Period (WHO Phases 1-3)
The primary focus of DOHMH Pandemic Planning Committee during the interpandemic period is to:

m  Address each operational priority

m  Ensure that a NYC pandemic plan is developed either as an annex or supplement to an All
Hazards Plan (a guide for emergency operations that does not preclude personal initiative,
which is often necessary in mitigating a rapidly evolving incident)

m  Identify crucial gaps in infrastructure and resources, laws, or statutes which (if not corrected in
advance) may interfere with an effective response

m  Develop a strategy in advance of the pandemic to inform key government officials, legislators,
health care providers, the general public, and various stakeholders of DOHMH pandemic plan

to obtain buy-in to the plan, as well as the need to address and resolve identified gaps

m  Coordinate planning activities with bordering jurisdictions

NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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m  Address considerations that may arise for special populations, in coordination with organizations
that represent them

m  Periodically review and modify the plan as needed

Objective: Identify and Meet with Partners and Stakeholders

The pandemic preparedness plan must be prepared in close collaboration with, and with buy-in from
a wide variety of organizations in the public and private sectors. The goals of DOHMH are to:

m Promote awareness
m  Assign specific responsibilities

m  Develop specific plan components

As the planning committee has now developed the initial draft of the pandemic flu plan and initial
decisions have been made regarding lead responsibilities for planning and implementation, a series of
meetings with potential partners and stakeholders has begun.

Informational and directed planning meetings have been held in conjunction with OEM, including
the participation of representatives from NYC agencies as well as from the private business
community. These meetings seek to ensure a broad understanding of the potential implications of an
influenza pandemic, as well as encourage individual agencies and businesses to plan for a prolonged
period of employee absenteeism and disruption of normal services.

A list of representative organizations essential to the planning process includes, but is not limited to:

= NYS DOH

= GNYHA

m  Nursing associations

®  Medical associations

®m  Pharmacy associations

m  DPublic and private laboratories that may process clinical specimens for influenza
m  Regional health departments

m  DPersonnel responsible for communication systems, equipment, networks, and computer hardware
and software

m  U.S. Department of Education
m  Advisory groups to DOHMH
m  Local media affiliates

m  Radio/CB groups

m  Social services agencies

m  Volunteer organizations involved in response and recovery in various disasters
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Law enforcement, fire/rescue, and emergency medical agencies

Religious organizations

Major unions

Large industries or employers in the area

Local aviation authority or others involved in the provision of air support and transport
Representatives of major public utilities

The City’s Chief Financial Officer, auditor, and heads of centralized procurement and/or resource
support agencies

A series of meetings have been held to promote coordination with NYC and with state and regional
partners, including:

Participation in business-sponsored and business continuity meeting

Interagency meeting with more than 80 agencies and 8 functional groups, including follow-up
meetings with each functional group

NYS coordination meetings
Regional planning meetings
Metro surveillance meetings with Connecticut and New Jersey

Presentation at Weapons of Mass Destruction (WMD) Task Force including discussion of
distribution of antivirals and the role of hospitals

Meetings with GNYHA, including presentation of a pandemic plan with NYS DOH

. Pandemic Alert Period (WHO Phases 4, 5)

During the pandemic alert period, DOHMH will:

Continue to meet with appropriate partners and stakeholders and review major elements of the

plan
Modify the plan as needed based on new information about the potential pandemic strain

ctivate enhanced surveillance and provider communications about the need to remain alert for
Activate enh d 11 d d t bout th d t alert fa
potential travel-related cases due to the novel pandemic strain

Begin vaccine and antiviral distribution as available and as indicated

Notify key government officials and legislators of any need for additional monetary resources
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[ll. Pandemic Period (WHO Phase 6)
Upon pronouncement of a pandemic by WHO and/or CDC, DOHMH would activate the ICS.

Response activities will vary depending on whether the pandemic is still primarily affecting countries
overseas, is in the United States but not yet in NYC, or if local transmission is documented in NYC.

DOHMH will:

m  Fully implement the plan or appropriate sections of the plan, as indicated based on the potential
threat of introduction into NYC

m  Coordinate activities with neighboring jurisdictions

m Interface with appropriate counterparts at the state and national level
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Section 2: Surveillance and Epidemiologic Response

OVERVIEW
This section describes the New York City Department of Health and Mental Hygiene’s (NYC

DOHMH) plans for surveillance and epidemiologic response during interpandemic/pandemic alert
and pandemic periods as defined by the WHO (World Health Organization) classification system.

For more information, check:

http://www.who.int/cst/resources/publications/influenza/ WHO_CDS_CSR_GIP_2005_5.pdf.

During the interpandemic period, influenza surveillance systems focus on monitoring trends in
influenza-like illness activity in the community and health care settings, and monitoring influenza-
related mortality. Information is used to identify and mitigate outbreaks in institutional settings, as
well as to alert the medical provider community regarding the need to prioritize vaccination at the
start of the influenza season as well as to guide recommendations regarding the use of antivirals.

Surveillance systems will be expanded as the likelihood of an influenza pandemic becomes more
imminent. In the early phases, surveillance systems will be expected to be sufficiently sensitive to
detect initial travel-related cases of a novel pandemic strain arriving in NYC. Once the pandemic
arrives, surveillance and laboratory resources will focus on the data most essential to public health
decision-making (e.g., morbidity/mortality rates, age-specific attack rates, impact on the health care
system, antiviral resistance, and vaccine efficacy).

Given the potential for extremely large numbers of cases, during the peak of the pandemic
surveillance efforts will focus on monitoring disease trends (ideally using existing electronic data) as
opposed to attempting to capture detailed information on every suspected or confirmed case. Staff
resources will be used to collect more detailed clinical and epidemiologic information on a subset of
cases to inform public health decision-making and provide information to the medical community.

OBJECTIVES

®  Monitor City-wide trends in influenza-like illness (ILI) activity

m  Detect outbreaks in institutional settings in order to provide public health consultation on
effective control measures

m  Detect the first travel-related cases of a novel influenza viral strain with pandemic potential in

NYC

®m  Once the pandemic reaches NYC, inform the public health response by tracking its progression
in the City

m  Characterize morbidity and mortality in NYC and identify population groups at increased risk
for severe disease, complications, or death, including age-specific rates of disease
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m  Assess transmissibility factors that either reduce or promote the spread of influenza in order to
develop measures for community or health care settings to reduce secondary transmission

m  Assess the sensitivity and specificity of laboratory diagnostics in detecting the pandemic strain
m  Identify vaccination failures and antiviral resistance

m  Conduct epidemiologic studies to determine clinical, epidemiologic, and/or treatment criteria
associated with survival and improved outcomes

®m  Monitor for emergence of a second pandemic wave and/or shifts in the pandemic strain

ROLES AND RESPONSIBILITIES

Prior to a pandemic, the Bureau of Communicable Disease (BCD) has primary responsibility for
influenza surveillance and outbreak response. Once a pandemic arrives in NYC, the Surveillance and
Epidemiology (S&E) Section of DOHMH’s Incident Command System (ICS) would be activated to

provide the necessary surge response to all surveillance and epidemiologic activities.

CHALLENGES

Since the signs and symptoms of influenza are similar to those caused by other respiratory pathogens,
diagnosis may be a challenge since laboratory testing must be conducted to definitively diagnose
influenza. (See Appendix 2-A for case definition and testing guidelines for suspected cases of avian
influenza A [H5N1]). Since laboratory testing is not conducted on most patients with ILI even
during interpandemic periods, however, laboratory-based surveillance criteria for influenza will not
provide complete information on all influenza cases, hospitalizations, and deaths. Similarly, since ILI
is a nonspecific clinical presentation (defined as temperature > 100.4 © F with either cough, sore
throat, or shortness of breath) that may be due to a number of different respiratory viruses e.g.,
respiratory syncytial virus (RSV and parainfluenza viruses), surveillance data based on clinical criteria
alone will be inaccurate and likely overestimate the burden of illness due to influenza.

Rapid identification of the initial cases of a novel influenza virus and timely tracking of viral activity
throughout the pandemic are critical to DOHMH pandemic response. However, laboratory capacity
may be limited due to insufficient supplies (e.g., PCR [polymerase chain reaction] primers, probes,
and reagents) or capacity for rapid testing. In addition, currently available diagnostic assays may have
poor sensitivity for the novel or pandemic strain. Therefore, the surveillance strategies outlined below,
especially during the pandemic alert and pandemic phases, may need to be modified if laboratory
capacity in clinical care settings and at the Public Health Laboratory (PHL) and other reference labs
is limited (including the New York State Department of Health [NYS DOH] and CDC).

I. Interpandemic and Pandemic Alert Periods (WHO phases 1-5)

During the yearly influenza season, DOHMH operates several surveillance systems to monitor
influenza activity in NYC. CDC funding supports a full-time influenza surveillance coordinator.
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Weekly summary reports are prepared for both internal and external use, and posted on DOHMH
Web site. Current systems are detailed below.

A. Surveillance During the Interpandemic Periods

1. INFLUENZA SENTINEL PROVIDERS SURVEILLANCE NETWORK

NYC participates in passive influenza surveillance by means of the U.S. Influenza Sentinel Providers
Surveillance Network, which is coordinated nationally by CDC
(http://www.cdc.gov/flu/weekly/fluactivity. htm). This system monitors nationwide ILI morbidity and
includes a virologic surveillance component to assess circulating strains.

Objectives of the Influenza Sentinel Providers Surveillance Network

m  Estimate the impact of influenza on outpatient morbidity

m  Provide epidemiologic information during the annual influenza season (e.g., disease rates by age

category)

®m  Monitor antigenic changes in circulating viruses in order to provide information to CDC to
guide decisions regarding the formulation of next year’s vaccine

Description of Methods

As of May 2006, NYC has 70 clinical sites City-wide enrolled in the CDC Influenza Sentinel
Providers Surveillance Network, more than the recommended ratio of 1 per 250,000 population
(current ratio, approximately 1 per 114,000 population).

Current sentinel sites were selected based on willingness to participate (convenience sample), are not
population-based, and are not representative of the geographic or medical specialty distribution in the

city.

Sites include a combination of private offices, group practices, public clinics, specialty practices, and
emergency departments. Data collected include:

m  Morbidity Reporting: The sentinel sites report influenza morbidity data directly to the CDC
(via Internet, telephone, or fax) on a weekly basis from the second week in October through the
last week in May. The weekly transmission consists of the number of patients seen for ILI during
a given week in each of 4 age categories (0 to 4 years; 5 to 24 years; 25 to 64 years; and older than
65 years) and the total number of patients seen for any reason at the sentinel site during that
week. Six sentinel sites have volunteered to report on a year-round basis.

m  Laboratory Component: All sentinel sites are asked to submit nasopharyngeal (NP) swab
specimens from 2 to 3 patients with ILI to the PHL for rapid influenza antigen testing, viral
isolation, and strain typing at each of the following stages during the influenza season:

e At the beginning of the season (usually late October or November) when ILI first presents at
a health care facility, midway through the season (usually late December and January), and
towards the end of the season (usually March or early April).

e Specimen collection kits are provided to the sentinel sites at the start of the influenza season.
When specimens are obtained, DOHMH arranges transport to PHL to facilitate rapid testing
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and forwarding of respiratory specimens to NYS DOH for viral isolation, and subsequently
to CDC for further subtyping and/or strain characterization.

e In 2006, DOHMH provided 28 sites with their own rapid testing kits so that they could
identify if influenza A was circulating within their practice and community.

2. LABORATORY SURVEILLANCE FOR INFLUENZA

There are approximately 48 NYC hospital and commercial labs that have been licensed to perform
any type of influenza testing, including rapid antigen testing using a variety of commercially available
kits, direct fluorescent antibody, and/or viral isolation. Only 9 NYC facilities have viral isolation
capability. Four of these virology labs participate in the WHO Collaborating Laboratory Surveillance
System and submit representative or unusual influenza viral isolates during the season for strain
typing and/or antigenic analysis.

Labs that do not have viral culture capability may send a limited number of specimens to a
commercial laboratory such as Quest for further confirmation. Most labs that provide rapid antigen
testing for influenza also provide testing for respiratory syncytial virus (RSV). The 9 labs licensed to
perform viral isolation are able to culture for the other respiratory pathogens that cause ILI (e.g.,
adenovirus, parainfluenza types 1-3).

Objectives of Laboratory Surveillance for Influenza

®m  Monitor the percentage of positivity and type of influenza viruses identified on a weekly basis in

NYC labs

m Identify other viral pathogens circulating in the city

Description of Methods

DOHMH actively solicits data on influenza test results on a weekly basis from the licensed NYC
laboratory facilities (average, 37 contacted per week [range, 28-43]). Data is collected and entered
into a database that includes number of specimens submitted, number positive for Influenza A or B,
number confirmed by culture, and the number and type of other respiratory pathogens identified.

Electronic Clinical Laboratory Reporting System (ECLRS): For labs that have established
automated reporting through ECLRS, positive influenza tests were made reportable by the NYS
DOH in November 2004 and by DOHMH in January 2006. Positive influenza A and B viral tests
(rapid antigen, antibody, and culture) are received daily. No denominator data on the number of
specimens tested are currently available. By July 20006, all labs will be required to report to DOHMH
using ECLRS per a recent amendment to the NYC Health Code.

3. NOSOCOMIAL RESPIRATORY OUTBREAKS

Any outbreak of infectious illness (including suspected influenza) in a health care facility regulated
under Article 28 of the NYS Public Health Law is reportable to the NYS DOH. In NYC, DOHMH
usually takes the lead in providing consultation to long-term care facilities experiencing influenza
outbreaks, while the NYS DOH takes the lead if an acute care facility is involved.
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Objectives of Tracking Nosocomial Outbreaks in Long-term Care Facilities

m  Provide consultation to facilities about antiviral prophylaxis and treatment, and reinforce
infection control measures to minimize morbidity and mortality at affected institutions

m  Obtain epidemiologic information regarding morbidity, mortality, and effectiveness of vaccine
and antivirals in long-term care facilities during the annual influenza season

m  Characterize circulating strains of influenza virus

Description of Methods

DOHMH investigates reports of one or more laboratory-confirmed cases of influenza or a cluster (2
or more residents on 1 unit) of ILI at long-term care facilities as well as at adult homes and residential
drug treatment facilities in NYC. In addition, unreported outbreaks are identified via active
laboratory surveillance and outreach to infection control staff to identify nursing home patients
admitted to acute care facilities with influenza.

The following information is tracked in a designated database for nosocomial influenza outbreak
investigations maintained by the BCD:

®m  Name of facility/contact information

m  Causative agent

m  Date of onset

m  Description of symptoms

m  Type of specimens and type/results of laboratory testing completed

m  Antiviral prophylaxis and treatment measures and date(s) implemented
m Infection control measures and date(s) implemented

m  Date of last onset

m  Total number of ill, hospitalized, and fatal cases

Medical consultation is provided to the facilities regarding appropriate infection control measures,
antiviral treatment, and prophylaxis options. During more severe influenza seasons, the BCD has
implemented a rotation of Flu Teams consisting of a medical epidemiologist and a research scientist
to provide surge capacity for providing public health consultations in the event of an increased
number of outbreaks.

4. INFLUENZA-RELATED MORTALITY SURVEILLANCE

The Bureau of Vital Statistics prepares a weekly report to monitor causes of deaths in NYC. Deaths
categorized as either influenza- or pneumonia-related are tabulated weekly and compared to recent
years as part of the CDC’s 122 Cities Mortality Reporting System.

NYC DOHMH Pandemic Influenza Preparedness and Response Plan
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Objectives of Influenza-Related Mortality Surveillance

Assess trends in deaths that may be influenza-related.

Description of Methods

Each week, the Bureau of Vital Statistics prepares a report that includes the total number of death
certificates filed each week and the number of deaths for which pneumonia or influenza (P&I) was
mentioned anywhere on the certificate. The majority of P&I deaths are due to pneumonia, not
influenza, as noted on the death certificate.

5. PEDIATRIC INFLUENZA MORTALITY

Subsequent to an unexpectedly high number of pediatric deaths due to influenza during the 2003-
2004 season, the NYS DOH made pediatric influenza related deaths reportable in November 2004.
NYC DOHMH also added pediatric influenza-related deaths to the notifiable disease list in Section
11.03 of the NYC Health Code, effective January 2006. Suspected or confirmed cases are reportable
to DOHMH, who in turn shares data with the NYS DOH.

Objectives of Pediatric Influenza Mortality Surveillance
m  Increase awareness among pediatric providers and Office of the Chief Medical Examiner
(OCME) to report deaths among children younger than 18 years that may be due to influenza

m  Facilitate testing of suspected deaths by virologic and immunohistochemical testing of autopsy
tissues

m Identify clinical and epidemiologic characteristics of fatal cases of influenza among children

m  Identify missed opportunities for vaccination and guide national influenza vaccine policy

Description of Methods

At the start of each annual influenza season, DOHMH reminds pediatric providers to report any
cases of children younger than 18 years of age whose deaths are suspected to be due to influenza so
that laboratory testing can be arranged. For surveillance purposes, a pediatric influenza-associated
death is defined as any death occurring in a patient age 18 years or younger under the following
conditions:

®  Sudden and unexplained death, but due to an apparently natural cause

OR

m  Following a febrile or respiratory illness of unknown cause

Enhanced outreach to pediatric providers and the OCME is achieved via targeted Health Alerts and
the Immunization Registry fax system. When a suspected case is reported, DOHMH works with the
providers and/or the OCME/pathologist to obtain appropriate tissues for virologic testing at the PHL
or NYS DOH, and immunohistochemical testing at CDC. DOHMH medical epidemiology staff
review the clinical and epidemiologic history by interviewing the pathologist, patient’s provider, and
family and, if needed, conduct a medical chart review. Data are shared with NYS DOH and CDC as

part of the national notifiable disease surveillance system for pediatric influenza deaths.
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6. INFLUENZA-RELATED HOSPITALIZATIONS (HERDS)

In 2004, the NYS DOH began requesting data on a weekly basis from all hospitals on new
admissions due to laboratory-confirmed influenza via the Health Emergency Response Data System
(HERDS) located on the NYS Health Provider Network.

Objectives of HERDS

To monitor weekly trends in influenza-related hospitalizations

Description of Methods

m  NYS DOH has added a variable to the current influenza survey on HERDS to collect the
number of laboratory-confirmed hospitalized influenza cases, stratified by age group, on a weekly
basis.

®  Only numerator data are obtained; no personal identifiers or patient-specific information are
collected, making it difficult to follow up if case investigations are needed.

m  Hospitals are requested to provide this information weekly on HERDS. DOHMH downloads
this data, as well as data on weekly ED visits and bed utilization to help monitor the impact of
the influenza season.

® Information submitted to HERDS requires active surveillance and manual data entry by hospital
staff; this is not yet an automated, electronic system.

7. SYNDROMIC SURVEILLANCE SYSTEMS

DOHMH has established several different syndromic surveillance systems to monitor illness in NYC.
These systems use existing electronic data that can be coded into disease syndromes and are available
for transmission to DOHMH on a daily basis. The data are used to monitor for City-wide trends and
geographic clustering of clinical syndromes, which are non-specific (e.g., diarrhea and ILI) but may
represent an early warning of a disease outbreak.

Objectives of Syndromic Surveillance

m  Timely characterization of community-wide ILI activity and tracking of disease trends

®  Analysis of age-specific trends in order to potentially identify novel strain signatures

Description of Systems and Methods

Emergency Department (ED) Chief Complaint System: Data for the previous 24 hours are
received from 48 (75%) of 64 NYC EDs covering 90% of ED visits City-wide. Visits are grouped
into syndromes, including respiratory and fever-flu-like illness. Analyses performed 365 days/year
include:

m  City-wide temporal trend analysis
m  Spatial cluster analysis, geographically-defined by patient’s home zip code or ED location

m  Age-specific analyses

NYC DOHMH Pandemic Influenza Preparedness and Response Plan

15

07.06



Surveillance and Epidemiologic Response

EMS-911 ambulance dispatch system: Data on calls to 911 for the previous 12 hours are received
twice daily and cover 100% of acute ambulance transports that are coordinated through the 911
system in NYC. Calls categorized by EMS dispatch operators as “respiratory,” “difficulty breathing,”
“sick,” or “sick-pediatric” are grouped into an ILI category. Analyses performed 365 days/year include:

m  City-wide temporal trend analysis

m  Spatial cluster analysis to identify geographically defined outbreaks by the zip code where the
transport originated

Pharmacy drug sales: Adjunct system that monitors City-wide trends in sales of any over-the-counter
medication with “flu” or “tussin” in the name. Temporal trend analyses are similar to ED and EMS
systems. This system also receives data on prescription antiviral medication sales (e.g., oseltamivir).

Signal Investigations: Protocols for investigation of statistically significant signals are detailed in the
BCD’s Emergency Department Syndromic Surveillance Signal Investigation Manual. Steps for
investigation may include one or more of the following:

m  Reviewing line lists

m  Compiling descriptive statistics

®  Acquiring interim 12-hour logs to see if the increase is sustained

m  Checking complementary systems

m  Contacting ED physicians by phone to inquire if any unusual patterns were observed
m  Requesting that hospital staff review charts for additional information

®m  Sending DOHMH staff to review charts on site

m  Requesting that physician’s lower their threshold for laboratory testing for influenza
m  Obtaining patient contact information to telephone discharged patients directly

To facilitate influenza testing at EDs participating in the Chief Complaint Surveillance System, free
rapid antigen test kits may be provided for use when statistical signals are detected. If rapid antigen
tests are positive for influenza, then NP specimens would be collected for viral culture testing at the

PHL, as well as influenza typing and subtyping.

B. Surveillance During the Pandemic Alert Period

1. ENHANCED PASSIVE SURVEILLANCE FOR NOVEL STRAINS OF INFLUENZA AMONG TRAVELERS TO
AREAS CURRENTLY AFFECTED BY AVIAN AND/OR HUMAN OUTBREAKS

Once a novel influenza virus is detected anywhere in the world (e.g., H5N1outbreaks in Asia in 1997
and 2004-present), enhanced surveillance to ensure rapid recognition of the first travel-related cases
will be implemented. The NYC Board of Health recently approved the addition of “influenza caused
by novel influenza viral strain with pandemic potential” to the notifiable disease list in the NYC
Health Code (Section 11.03), effective January 2006.
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Objectives of Enhanced Passive Surveillance

m  To identify the introduction into NYC of a novel influenza viral strain with pandemic potential

m  To educate health care providers about the novel virus overseas and the need to screen patients
presenting with fever and respiratory symptoms with travel history to the affected area(s) or other
risk factors, and to report all suspected cases meeting surveillance criteria to DOHMH

Enhanced Passive Surveillance Outreach Methods
(Novel virus health alerts and reporting guidelines for hospitals, community health
centers, and health care providers)

The following information will be included in any outreach to health care providers regarding the
need to remain alert for travel-related cases, and how to detect and manage any patients suspected to
be infected with a novel influenza virus:

m  Clinical signs/symptoms of cases

m  Epidemiology of novel virus (strain type, infectivity rate, demographics of affected individuals
and up-to-date information on currently affected countries)

®  Guidance regarding triage of patients presenting with fever and respiratory symptoms and
importance of obtaining travel histories

m  NYC DOHMH criteria for reporting suspected cases (See Appendix 2-B for current reporting
guidelines for H5N1 influenza and Virus Detection Laboratory Submission Form)

®  Guidelines for the initial management of suspected/probable cases being treated at hospitals,
community health centers (CHC:s), or private providers offices (including diagnosis [specimen
collection and laboratory testing], infection control measures [standard and droplet precautions],
antiviral treatment, and monitoring contacts). (See Appendix 2-B for current DOHMH
guidelines for NYC providers regarding the management of suspected H5N1 cases)

m  Laboratory testing for the novel virus will be coordinated by PHL, and either tested locally if
reagents and capacity exist, or forwarded to NYS DOH Wadsworth Laboratory or CDC

m  Autopsies will be requested for fatal cases of influenza, unexplained pneumonia or severe
respiratory diseases occurring among travelers returning from affected areas overseas; assistance
will be requested from the OCME if needed and tissues will be sent for laboratory testing,
including viral and immuno-histochemical staining of autopsy tissues

®  Guidelines for initial tracking and management of close contacts (household, health care workers)
of highly suspected and laboratory-confirmed cases (e.g., contact with known H5N1 cases
overseas or direct contact with infected poultry) including implementing fever watch to detect
secondary transmission

m  Travel advisory(ies) to affected area(s), if implemented by CDC or WHO

NYC DOHMH Pandemic Influenza Preparedness and Response Plan

17

07.06



18

Surveillance and Epidemiologic Response

Other Outreach methods

Outreach methods will include medical alerts sent via the NYC DOHMH Health Alert Network
(HAN), as well as maintaining updated guidelines (Appendix 2B) on DOHMH Web site.

Oral presentations will also be conducted by DOHMH medical epidemiologists at medical grand
rounds, medical society meetings, and medical conferences on information contained in the Health
Alerts, with a focus on recognition and initial management of suspected cases. Presentations will be
tailored to the specific audience.

DOHMH has developed and distributed guidelines to hospitals and primary care clinics to assist
facilities with improving screening, triage, and isolation of patients with suspected illness due to more
highly communicable diseases, such as novel strains of influenza with pandemic potential. These
guidelines include a template screening and triage protocol (Appendix 2-D) to help facilities identify
patients presenting with fever and rash, or fever and respiratory symptoms with a travel history.

All NYC hospitals have been asked to use this template to develop an institution-specific protocol for
their emergency departments, conduct staff trainings, and complete at least 1 unannounced drill
using a simulated patient as part of DOHMH’s core contract with all hospitals through the
Bioterrorism Hospital Preparedness Program.

All guidelines and surveillance criteria will be considered interim, as DOHMH recommendations
will need to be adjusted according to the epidemiology of illness caused by the novel viral strain
overseas. Updated health alerts and clinical guidelines will be distributed to health care partners as
deemed necessary by DOHMH.

If the novel virus persists but does not demonstrate pandemic potential, periodic reminders may be
needed to maintain awareness among health care providers to screen patients with febrile and
respiratory illness for international travel history. If the situation overseas progresses (e.g., transition
from Phase 3 to 5), outreach efforts to ensure that NYC providers and health care facilities are
actively screening all patients with fever and respiratory illness for risk factors associated with the

novel influenza strain will be greatly enhanced by DOHMH.

DOHMH Management of Suspected Case Reports

m  BCD and DOHMH On-Call Physicians have been provided with a triage protocol and form to
screen provider reports of suspected novel influenza cases (Appendix 2-D).

m  Cases meeting surveillance criteria will be prioritized for rapid influenza PCR testing at the NYS
DOH.

m  Protocols are in place to ensure urgent transportation of clinical specimens to PHL or the NYS

DOH for testing for highly suspected cases.

m  For cases that are more highly suspected (e.g., contact with known H5NT1 case or infected poultry
overseas), close contacts (family members and health care workers) will be closely monitored for
fever and respiratory symptoms.
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Decisions about antiviral prophylaxis and/or home quarantine for close contacts will be
determined based on the risk exposures of the suspected case and the current epidemiology of the
novel virus overseas, with the primary consideration being whether there is any evidence of
human-to-human transmission (e.g., WHO Pandemic Phase 5).

®m  Any suspected or confirmed case due to a novel influenza strain will be immediately reported to

NYS DOH and CDC.

2. COMMUNITY OUTREACH TO CITY NEIGHBORHOODS WITH LARGE POPULATIONS OF IMMIGRANTS
FROM AFFECTED AREA(S) OVERSEAS

In the event of the emergence of a novel virus overseas with increased evidence of human to human
transmission (WHO Pandemic Phase 5), targeted community outreach may be conducted in
coordination with DOHMH Office of Communications in neighborhoods in NYC with large

numbers of immigrants from the affected area.

(NOTE: Similar efforts were made by DOHMH in Asian communities in NYC during the 2003
outbreak of Severe Acute Respiratory Syndrome [SARS]. Targeted community outreach will help
raise awareness about the need to seek medical care if persons develop fever and respiratory symptoms
soon after returning from an affected area, especially among persons who had direct contact with
known cases.)

Objectives

m  Educate NYC communities with immigrants from affected countries about the novel virus and
advise travelers to seek medical attention if ILI symptoms develop within 10 days after returning
to NYC.

m  Enhance the affected communities’ awareness and understanding of the need to report to the
NYC DOHMH any suspected/probable cases in family members or friends who may not be
willing to seek medical care.

Description of Methods

Community Relations and Press Office representatives will work with the Mayor’s Office of
Immigrant Affairs, the Mayor’s Community Assistance Unit, and Volunatry Organizations Active
in Disasters to reaching out to affected communities by:

m  Issuing press releases targeting the media serving the affected communities

®m  Making presentations at community board meetings or other local gatherings to alert the
community about the outbreak overseas and the risk to returning travelers, and to address their
potential concerns regarding stigmatization

The success of such efforts will depend on the strength of DOHMH relationships with these
communities prior to the pandemic. Community-based organizations should be advised ahead of
time about the importance of early detection and rapid response to suspected cases of a novel
influenza strain such as HSN1.
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3. SURVEILLANCE FOR ILI AMONG INTERNATIONAL PASSENGERS ARRIVING FROM AFFECTED
AREAS OVERSEAS

Influenza due to a potentially pandemic strain was added to the CDC’s list of quarantinable diseases
in April 2005. DOHMH will coordinate with the CDC’s Quarantine Station at JFK Airport in the
event that an arriving passenger from an area affected by the pandemic alert presents with ILI or
fever/respiratory illness.

Passengers with ILI may be detected prior to arrival through notification by the pilot on the arriving
carrier, or recognized when the passenger passes through Customs or Immigration. The JFK
Quarantine Staff is to be notified by the airline pilot or other airport officials in the event that a
suspected case of avian influenza is recognized.

The Quarantine Medical Officer will evaluate the patient and notify DOHMH if influenza due to a
novel strain is suspected so that the patient can be transported safely to a designated hospital where
the patient may be evaluated and treated pending laboratory test results.

Suspected cases will be placed under standard and droplet precautions, and appropriate clinical specimens
(e.g., OP and NP swabs or aspirates) will be obtained for influenza testing at PHL. DOHMH will work
with the CDC Quarantine station staff to manage other passengers and crew members.

Avian Surveillance

Although the primary threat to human health from the introduction of a novel influenza strain with
pandemic potential into NYC is infected human travelers from affected areas overseas after efficient
and sustained person-to-person spread has begun to occur, it is possible that a highly pathogenic
avian influenza virus could arrive first via infected birds (migratory or imported). However, if an
HPAI strain had not yet developed the ability to spread easily among humans, the risk of human
illness after the detection of infected birds in NYC would be small.

DOHMH has recognized the need to work closely and communicate regularly with other state and

federal agencies to facilitate the recognition of infected birds (poultry and wildlife) in the NYC area.

Since DOHMH Public Health Veterinarian works in the BCD’s Zoonotic and Vector-borne Disease
Unit, animal disease surveillance efforts are closely coordinated with human surveillance.

Information on avian surveillance efforts and findings is routinely shared with the staff overseeing human
influenza surveillance. Details on current plans for avian surveillance being conducted and/or planned

by DOHMH, NYS DOH, NYS Department of Agriculture and Markets, NYS Department of
Environmental Conservation, and the U.S. Department of the Interior are outlined in Appendix 2-E.

Il. Pandemic Period (WHO phase 6)

Once the pandemic reaches NYC, the Surveillance and Epidemiology section of DOHMH’s Incident
Command System (ICS) will be activated to conduct all surveillance and epidemiologic activities
during the first and subsequent phases of the pandemic.
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The surveillance priority will be to monitor trends in influenza-related hospitalizations and deaths,
and to characterize the epidemiologic or clinical features of the outbreak (e.g., predictors of survival,
antiviral resistance, unexpected complications, or age-related mortality). During the pandemic response,
DOHMH will need to assimilate large amounts of data, and the surveillance systems used will need
to be flexible and adaptable to assess and monitor the most pertinent epidemiologic features of the
pandemic virus. Database management will be key, with timely case tracking facilitated by either
field-based data entry or electronic reporting via existing hospital data systems or Internet-based
provider reporting.

A.The Role of Existing Influenza Surveillance Systems

Depending on competing agency priorities and staff resources, surveillance systems in place prior to
the pandemic may be discontinued, monitored without change, or modified to address specific
aspects of the pandemic.

1. U.S. INFLUENZA SENTINEL PROVIDER SURVEILLANCE NETWORK (ISPSN)

Sentinel providers in NYC may be asked to increase the number of specimens obtained for viral
testing to monitor any changes in the circulating viral strains. Weekly reporting to CDC will include
an estimate of the age-specific trends in milder pandemic-related illness in the community.

It may be difficult if not impossible, however, for sentinel providers to report timely and accurate
information on a daily or weekly basis if their clinical practices are overwhelmed. ISPSN sites that
rely on reporting of existing data from electronic medical or health records may be more realistic sites
for maintaining reporting during the pandemic period.

Description of Enhanced Methods

m  If reference laboratory and transportation resources allow, DOHMH will continue to request
submissions of NP specimens from all or a select number of sentinel sites in NYC to monitor
changes in the pandemic virus. (NOTE: The ability to request specimens, including the number
solicited, will depend on PHL, NYS DOH and/or CDC viral reference laboratory capacity.)

m  Selection criteria for patients to be tested will be determined in consultation with CDC and NYS
DOH, and will likely include meeting the case definition for ILI or pneumonia and
epidemiologic indicators to be defined based on the epidemiology of the pandemic. If staff
resources allow, DOHMH will also actively call non-reporting sentinel sites weekly to encourage
them to report their weekly tally of influenza-like visits by age group.

2. LABORATORY SURVEILLANCE FOR INFLUENZA

m Iflaboratory resources are available, testing supplies (including PCR or other rapid assays) will be
provided to high-volume hospitals or commercial labs to enhance capacity for identification of
the pandemic strain. Otherwise, the ability to conduct active laboratory surveillance to assess the
number of laboratory positives and the percentage of positivity rates will depend on DOHMH
and laboratory staff resources.
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m  Asall labs are required to report via ECLRS by June 20006, laboratory surveillance will be mostly
based on automated ECLRS data.

3. NOSOCOMIAL RESPIRATORY OUTBREAKS

m  Depending on staff resources, DOHMH, in close coordination with NYS DOH, will maintain
contact with long-term care facilities reporting nosocomial influenza outbreaks on a weekly basis
to assess the number of hospitalizations and deaths.

®m  Guidelines on management of the pandemic in health care facilities will be distributed by the
Health Access Network (HAN) and posted on DOHMH Web site.

®  Medical consultation will be provided on request about control measures and treatment options.
Otherwise, no changes are planned from activities described under the Interpandemic Period.

N

. INFLUENZA-RELATED MORTALITY SURVEILLANCE

m  No changes are planned from activities described under the Interpandemic Period, except that
influenza-related mortality data may be compiled daily instead of weekly, especially once the
electronic death registry system is in place.

m  The vital registry may be matched against the pandemic influenza surveillance database, to
identify known cases that have subsequently died.

m Additional methods for influenza death surveillance detailed below.

5. PEDIATRIC INFLUENZA MORTALITY

No changes are planned from activities described under the Interpandemic Period, except that if
children are disproportionately affected by influenza mortality, it may be difficult to provide
laboratory diagnostic testing to confirm all suspected cases (especially given likely limitations in
immunohistochemical testing at CDC).

6. INFLUENZA-RELATED HOSPITALIZATIONS (HERDS)

For more information, see page 15.

7. SYNDROMIC SURVEILLANCE

No changes are planned from activities described under the Interpandemic Period/Pandemic Alert
Period, except that heightened attention will be paid to:

m  Timely analysis of age-specific temporal trends to characterize the epidemiology of the pandemic
®  Monitoring for and characterization of subsequent pandemic waves

B. Surveillance and Epidemiology (S&E) Section Responses to a Pandemic

Once the arrival of a pandemic strain is recognized in NYC, DOHMH’s ICS will be activated and
the S&E section will be mobilized to conduct City-wide surveillance and epidemiologic investigations.
Specific responsibilities of the 5 units within the S&E section are outlined in Appendix 2-F
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1. SURGE CAPACITY

m  There are approximately 375 DOHMH staff assigned to the S&E section, including over 180
public health advisors and epidemiologists assigned to the Field Surveillance Unit.

m  Additional surge capacity resources include public health graduate students who participate in the
BCD’s Outbreak Response Team, as well as dental professionals at a local university who have
been trained to provide surge capacity for the S&E surveillance triage hotline.

m  Prior to any mobilization of staff for health care facility-based surveillance activities, a “just-in-
time” infection control training (an abbreviated version of DOHMH’s standard infection control
course) will be provided to ensure that all S&E staff asked to interview potential cases receive
refresher training in appropriate infection control precautions.

2. LIMITATIONS

Given the potential for an overwhelming number of cases, including hospitalizations and deaths, the
ability of the S&E section to fully investigate each hospitalization and death may be limited as the
pandemic progresses. Therefore, once the pandemic is confirmed in the City, traditional patient-
based case surveillance and follow-up investigations may no longer be possible, and the section may
need to identify existing electronic data sources (e.g., electronic ED data on patient disposition and
diagnosis) to monitor trends in daily hospital admissions (aggregate reporting) and may only collect
minimal information on each case (e.g., age, residence).

At that time, S&E surveillance staff resources will need to focus on obtaining more detailed clinical
and epidemiologic information on a subset of cases for special surveillance and epidemiologic studies
to inform public health and medical decision-making.

C. Objectives of Surveillance Once the Pandemic Reaches NYC
® Inform the public health response by tracking the progression of the influenza pandemic in NYC

m  Characterize morbidity and mortality trends in NYC and identify populations at increased risk for
more severe disease, hospitalizations, complications, or death, including age-specific attack rates

m  Assess transmissibility factors that reduce or promote spread to others in order to guide decisions
on measures to reduce secondary transmission in community or health care settings

m  Assess the sensitivity and specificity of laboratory diagnostics in detecting the pandemic strain
m  Identify vaccination failures and antiviral resistance

m  Conduct epidemiologic studies to determine clinical, epidemiologic and/or treatment criteria
associated with improved outcomes and survival

®m  Monitor for emergence of the second pandemic wave and/or shifts in the pandemic strain
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1. SURVEILLANCE METHODS

Surveillance options for monitoring hospital admissions due to pandemic influenza include transition
to electronic reporting of hospital admission data from the ED syndromic surveillance system and
manual data entry by hospital staff into HERDS to follow overall trends.

City-wide surveillance methods will focus on establishing systems that facilitate monitoring disease
trends and obtaining timely tallies (aggregate reporting by age groups) of influenza-related illness,
hospitalizations, and deaths (including deaths due to primary influenza and secondary complications).
DOHMH will work with NYS DOH and hospital infection control staff to develop the simplest

possible surveillance methods so as not to overly burden hospital staff.

The capacity to do more detailed case and/or contact investigations will depend on staff resources, taking
into account the potential impact on other agency priorities given the likelihood of an extended
pandemic response. At the start of the pandemic in NYC, the S&E section will attempt to do case-based
surveillance and obtain more detailed clinical and epidemiologic data on the intital hospitalized cases.

Limited contact tracing and monitoring would only be considered for the initial travel-related cases
at the start of the pandemic in another country or state. Given the epidemiologic characteristics of
influenza viruses (e.g., contagiousness before illness onset and potential for asymptomatic cases to
shed virus), however, such tracking and use of DOHMH staff resources will not be an effective way
to control the outbreak once there is evidence of sustained community transmission in the city.
Therefore, contact investigations will not be conducted once the pandemic reaches NYC.

2. LIMITATIONS

As the pandemic progresses, the number of cases reported daily may quickly overwhelm surveillance
resources. Estimates from CDC'’s FluSurge 2.0 program suggest that there may be as many as 800
new admissions per day at the peak of the pandemic in NYC.

After confirming the presence of the pandemic during the first week or so of the outbreak, it may be
necessary to conduct more detailed case-based surveillance activities only at select sentinel hospitals to
monitor changing trends in the clinical characteristics and epidemiology of the outbreak.

Surveillance options for monitoring hospital admissions due to pandemic influenza include transition
to electronic reporting of hospital admission data from the ED syndromic surveillance system to
follow overall trends as well as via the HERDS system

(NOTE: HERDS requires manual tallying and data entry by hospital staff on the total number of
new influenza-confirmed admissions by age group. Obviously, a hospital’s ability to do this accurately
or completely may be compromised during the pandemic response due to competing priorities. Since
the capacity for confirmatory laboratory testing for the pandemic strain will likely be limited, it is
assumed that hospitals will only track cases that meet clinical criteria. The S&E Section may opt to
send a surveillance staff person to hospitals unable to report electronically to help tally information
on pandemic-related admissions.)

The capacity for laboratory confirmation may also be limited depending on the sensitivity and
availability of rapid diagnostics for the pandemic strain, especially if BSL-3 conditions are required
for viral culture.
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In the setting of minimal laboratory capacity at the NYS DOH or DOHMH laboratories, testing
will be restricted to priority cases (e.g., suspected antiviral or vaccine failures) and cases included in
special epidemiologic or surveillance systems. The specific prioritization scheme will be decided at the
time of the pandemic, based on discussions between the PHL and S&E section, and the availability
of laboratory reagents and/or additional surge capacity at the NYS DOH, CDC, or clinical virology
labs in the city.

Surveillance Systems for Influenza/ILI Illness (may not be limited to):

m Provider-based reporting
This type of reporting will not be a primary method for surveillance during the pandemic period.
Provider-based reporting will likely be limited to cases with specific clinical and/or epidemiologic
criteria (e.g., secondary complications [pneumonia due to Streprococcus pneumoniae or community
acquired methicillin-resistant Staphylococcus aureus], failure to respond to antivirals, vaccine failure,
pediatric deaths). Clinical and/or laboratory criteria will be disseminated to health care providers
in the city, with guidance on when and how to report potential cases.

o Objective
To detect worrisome cases or unusual aspects of the pandemic (failure to respond to
antivirals, vaccine failure, unexpected complications, pediatric deaths)

o Surveillance criteria

o  Confirmed case: Laboratory confirmation of influenza A in patients with ILI or febrile
respiratory illness who meet the specified clinical and/or epidemiologic criteria
(laboratory criteria will include either positive tests for influenza A, or if laboratory
resources allow, specific confirmation of the pandemic strain [e.g., H5N1])

a  Probable case: 1LI or febrile respiratory illness without other known etiology that
meet the specified clinical and/or epidemiologic criteria (including cases with known
epidemiologic link to a confirmed case)

o Surveillance methods
Enhance passive surveillance with providers using Health Alerts and other outreach
methods to report unusual cases meeting specific criteria via:

o Web-based reporting using the e-URF (Universal Reporting Form) module on the NYC
MED portal, with a special screen to report pandemic influenza cases

o> DOHMH’s Provider Access Line (PAL), a toll-free number for all disease reporting
and/or public health consultation,

e Data collected

o Web-based and PAL intake reporting forms that collect minimal information, including
identifying information, age, hospitalization, symptom onset, laboratory confirmation,
history of vaccination against the pandemic strain, and specific complications
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©]

O

Cases meeting surveillance criteria may be further investigated by S&E

Field Surveillance by chart reviews and/or patient interviews using special case forms

m  Hospital admissions due to influenza

Objective
To monitor hospitalization trends to assess severe morbidity due to the pandemic

Surveillance criteria

O

Confirmed case: Laboratory confirmation of either influenza A or the subtype of the
pandemic strain in a hospitalized patient with ILI or febrile respiratory illness (laboratory
criteria will include either positive tests for influenza A or specific confirmation of the
pandemic strain [e.g., H5N1], if laboratory resources allow)

Probable case: 1LI or febrile respiratory illness in a hospitalized patient without other
known etiology (includes cases with known epidemiological link to a confirmed case)

Surveillance methods

o Active surveillance: Depending on staff resources (especially during the first week of

the first wave of the pandemic), the Field Surveillance Unit will establish teams at select
sentinel NYC hospitals (2-3 persons depending on the size of hospital; some teams may
be responsible for 2-3 hospitals in a designated region of the city) to actively ascertain
data on influenza-related admissions by reviewing (every 1 to 3 days) hospital admission
and ICU logs, laboratory surveillance, and outreach to key clinical staff (e.g., infection
control specialists). After the first week or so of the pandemic, hospital-based active
surveillance teams will focus on collecting more detailed information on a subset of
patients as part of planned epidemiologic studies (see below).

Passive Surveillance: After initial confirmation of the pandemic in NYC, the S&E section
will need to transition to surveillance methods that do not require significant staff resources.
Potential options currently being explored and evaluated include obtaining electronic data
on ED admissions. The comparability of electronic data sources to active surveillance
findings will be assessed during the initial week or so of the pandemic.

HERDS. Data will also be collected on a daily basis using NYS DOH’s HERDS system,
as NYS DOH plans to continue to request that hospitals provide aggregate information
on the number of influenza hospitalizations by age group. The limitation of using HERDS
is that no patient-level information is obtained, and, in the absence of patient identifiers,
DOHMH will be unable to de-duplicate the data or validate the results, making it difficult
to track the epidemiology of the pandemic in any detail beyond overall case counts.

In addition, HERDS currently requires manual data collection and entry on the hospital
end, which may be affected by staffing issues at the hospitals, especially at the peak of the
pandemic. Lastly, the methods for collecting this data may vary from hospital to hospital,
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and thus not be standardized. With guidance from NYS DOH and DOHMH, hospitals
will need to develop methods of collecting this information that ensure reporting of
unduplicated numbers of influenza-associated hospitalizations and deaths (e.g., by
maintaining line lists on site).

Data collected

Hospital-Based Active Surveillance Teams will use a short case investigation form at the start
of the pandemic to obtain basic information on all cases at sentinel hospitals. A more detailed
form will be used for those cases included in special surveillance or epidemiologic investigations.

o The short form will be used to collect the following information to monitor general
pandemic trends, including but perhaps not limited to:

Qa

a

u]

Demographics

Age, gender, race/ethnicity, home residence zip code

Clinical data including date of onset, type of symptoms, admission date
Hospital and provider contact information

Influenza laboratory tests conducted and results

Epidemiologic data including contact with known cases, employment as health care
worker

Outcome, such as fatal outcome vs. survival

o Alonger form will used to collect more detailed information on a sample of cases to
characterize the local epidemiologic and clinical characteristics of the outbreak (especially
at the start of the pandemic) as part of the planned surveillance and epidemiologic
studies. Data collected will include but may not be limited to:

Qa

a

Demographics

Clinical data such as onset of symptoms, type of symptoms, admission date, severity
of illness

Complications (e.g., pneumonia, encephalitis)
Underlying illnesses

Epidemiologic risk factors such as age, occupation (e.g., health care worker), illness
among household members

Influenza laboratory tests conducted and results

Vaccine status (influenza and pneumococcal vaccine), adverse events
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2 Antiviral history, adverse events
o Other treatments received (antibiotics, ventilator support, immune modulators)

o Outcomes of interest

m Deaths due to influenza

Objective

To monitor pandemic-related mortality rates

Surveillance criteria

O

Confirmed case: Fatal case in patient with laboratory confirmation of influenza A and/or
pandemic strain (e.g., HSN1)

Probable case: Fatal case in patient with preceding ILI or febrile  respiratory illness
without other known etiology (includes cases with known epidemiologic link to a
confirmed case)

Surveillance methods

O

Vital Statistics: Continue to monitor trends in P&I mortality based on current nosologic
coding criteria. DOHMH will notify all health care providers via Health Alerts and other
means to specifically record influenza as the primary or secondary cause of death on the
death certificates for all suspected or confirmed pandemic-related deaths. Vital statistics
data will be matched against the pandemic influenza surveillance database on a regular
basis to ensure complete ascertainment of all pandemic influenza-related fatal cases.

In the event that the normal system for tracking death certificates becomes back-logged
due to delays in the funeral home/crematorium system, DOHMH Vital Statistics staff
will work with the OCME and hospitals to establish alternative systems for filing death
certificates to avoid delays. (NOTE: The NYC DOHMH has developed and is currently
piloting an electronic death certificate registry system that will eventually allow real time
reporting of all deaths, including hospital-based deaths. In the event of a pandemic, it
may be possible to rapidly activate this pilot system for use at all hospitals, as well as
modify the data entry form to capture information specific to pandemic related deaths.)

Hospital-based surveillance: Depending on staff resources, hospital-based S&E
surveillance teams at sentinel hospitals will collect outcome data on all or a subset of
hospitalized cases by comparing surveillance data with logs in the hospital morgue.

HERDS: NYS DOH may add pandemic influenza-related mortality to the HERDS
system, and request that hospitals report daily aggregate data on the number of suspected
and confirmed influenza-related deaths by age group.

Pediatric: Enhanced surveillance for laboratory-confirmed pediatric pandemic influenza-
related cases will monitor for the following:
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2 A suspected pediatric influenza-associated death is defined as any death occurring in a
patient aged 18 years or younger with EITHER of the following syndromes.

Sudden and unexplained death, but due to an apparently natural cause
OR
Following a febrile or respiratory illness of unknown cause

A confirmed pediatric pandemic influenza-associated death is defined as any death occurring
in a patient aged 18 years or younger with a clinically compatible illness that was confirmed
to be influenza by an appropriate laboratory or rapid diagnostic test for influenza A or the
specific novel strain (e.g., HSN1).

Case ascertainment methods will include:
5 OCME reporting of unexplained fever or respiratory illness in children
o Active outreach to pediatric providers

o If staff, transportation, and laboratory resources allow, staff will be assigned to ensure that
appropriate specimens are obtained on suspected pediatric deaths to facilitate laboratory
diagnosis

Data collected: Forms will include similar information as above for hospitalized cases.

Hospital resource data will be collected daily (more or less frequently depending on the pace of
the pandemic) using HERDS to assess the impact of the outbreak on hospital surge capacity and

to prioritize allocation of resources if scarce (e.g., ventilators). The activation and operation of
HERDS will be done in close coordination with NYS DOH.

Data collected will include but will not be limited to:

Total number of ED visits and number due to suspected influenza

Total number of new admissions and number due to suspected and confirmed influenza
Bed occupancy and availability by type of unit (including adult and pediatric intensive care)
If possible, hospitalized patients with suspected or confirmed influenza

Airborne infection isolation room occupancy and availability

Staff absenteeism

Ventilator availability

Antiviral supplies

Details on how DOHMH will use information collected via the HERDS system to allocate staff,
equipment, supplies, and other resources to NYC hospitals is detailed in Section 5, Health Care
Planning and Emergency Response.
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m  Absenteeism Data: The following electronic data sources may be monitored to assess the impact
of the pandemic on the city:

e Department of Education attendance records
e MTA absenteeism
e First responder agencies’ absenteeism data

3. DATABASE MANAGEMENT

If available, the CDC’s Outbreak Management System (OMS) database (currently under
development) will be used. Otherwise, the S&E section will work with staff in the Bureau of
Informatics and Information Technology (BIIT) to develop a SQL server database.

Regardless of which database system is used, it will be essential to link surveillance data with
laboratory test results conducted at PHL, especially for cases included in the S&E section’s
surveillance and epidemiologic studies. In addition, if available, the Field Surveillance Unit will be
provided with handheld or laptop computers to facilitate field-based data entry.

4. SURVEILLANCE REPORTS

The Epidemiology and Data Unit of the Surveillance and Epidemiology Section will prepare a daily
summary report that may include:

®m  Number of new influenza-related hospitalizations/cumulative to date with age-specific rates
®m  Number of new influenza deaths/cumulative to date with age-specific rates

m  Estimated number and percentage of hospitalized or fatal cases among health care workers
m  DPercentage of ILI by age group among sentinel ISPSN providers

m  DPercentage of influenza positivity and total number of positive influenza tests

®m  Number of laboratory-confirmed nursing home outbreaks

®  Graphical trends in ED Chief Complaint and other non-traditional surveillance systems

m  HERDS data on hospital bed capacity and resource/staffing needs

Surveillance reports will be provided to DOHMH Emergency Operations Center (EOC), as well as
the NYC EOC at the Office of Emergency Management (OEM). Prior to finalizing the daily report,
the S&E section will share preliminary drafts with the NYS DOH to resolve any inconsistencies.

5. REGIONAL SURVEILLANCE COORDINATION

The NYC DOHMH will work closely with regional partners in the metropolitan area to
communicate and share surveillance findings on a regular basis.
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The NYC DOHMH is one of the founding members of the Metropolitan Bioterrorism
Epidemiology and Surveillance Workgroup that meets quarterly to plan the regional response to
public health emergencies, including bioterrorism and/or pandemic influenza. Participating members
include representatives from the New York, New Jersey, and Connecticut state health departments, as
well as all the local health agencies in the Tri-State area.

Current planning efforts are focused on developing a shared database, hosted by the NYS DOH, to
facilitate real time sharing of summary surveillance data on a secure Web site. This mechanism would
be used, along with frequent conference calls, to facilitate regional coordination of surveillance efforts
during a pandemic.

6. COMMUNICATION WITH PROVIDERS

The S&E section will prioritize providing ongoing updates to the medical community during the
pandemic via by a variety of means. Updates will focus on:

Methods for provider outreach will include:

Finally, updated clinical guidance will be posted on DOHMH Web site and HAN on key topics,
including but not necessarily limited to:

Surveillance and Epidemiologic Response 2 |

Current surveillance findings in NYC and nationally

Epidemiologic and clinical characteristics of the pandemic

Guidance on reporting suspected cases and obtaining reference laboratory services
Clinical management

Current priority groups for antivirals and vaccines and information on how these are being
distributed

Current DOHMH recommendations on community measures

Risk communication messages that DOHMH will develop and distribute to the general public

Regular updates on the HAN (Health Alert Network)

Regular hospital teleconference calls (including both oral presentations and opportunities for
audience questions)

On-site presentations at various locations throughout the city on request (e.g., Greater New York
Hospital Association, medical grand rounds, etc)

Surveillance criteria and methods for reporting suspected pandemic influenza cases
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Clinical guidelines on caring for patients with suspected or confirmed pandemic influenza
(separate guidelines for hospital, long-term care, primary care, and home care settings)

Pandemic influenza infection control precautions (separate infection control and clinical
guidelines will be developed for hospitals, primary care centers, long-term care facilities,
outpatient settings, schools, and worksites/businesses)

Laboratory guidelines including which specimens should be collected for pandemic influenza testing
Guidelines on antiviral use and priority groups

Guidelines on vaccine use when vaccine becomes available, fact sheets on vaccine, who should
receive it (priority groups), contraindications, how to acquire vaccine, reporting adverse events

Q&A for NYC providers (will be kept updated with most frequently asked questions that arise
from calls to the PAL and during teleconference calls)

All guidance documents will be coordinated with NYS DOH and reviewed to ensure consistency
with CDC recommendations.

D. Epidemiologic Studies

The following epidemiologic studies may be considered, especially during the first wave of the
pandemic, to inform the public health and medical response. As described above under Surveillance
Methods, more detailed case investigation forms would be used for a sample of cases to help inform
the design of such studies. Potential studies that would need to be considered include:

32

Priority Issues: Description of the disease in terms of clinical course and factors which affect
severity, secondary complications, case fatality rate, and survival rate including age, gender,
underlying illness, bacterial superinfection, and use of immune modulators

Transmission factors: Including incubation period, period of communicability, shedding via
respiratory secretions or gastrointestinal tract, risk factors for transmission to household and other
contacts (including health care workers), role of children in spread (to help address decisions
regarding closing schools), assessment of risk factors associated with cases linked to a higher
number of secondary cases

Diagnostic issues: Components of clinical case definition (symptom complex, chest x-ray, CT),
validation of case definition with laboratory tests and epidemiologic contact information; the use
of rapid antigen testing, virus isolation, serology, other tests; serologic surveys to determine
prevalence of antibody indicating recent infection - asymptomatic vs. symptomatic infection

Outcomes: Tracking pneumonia and influenza-related deaths, and potentially related deaths from

cardiopulmonary disease, stroke, and other causes. Pathology of pandemic-related deaths in
conjunction with OCME and CDC

Efficacy of treatment: Analysis of the efficacy of antiviral medicines by age group, risk groups,
synergistic or negative effects of drugs taken simultaneously; dosage, timing of doses versus onset,
duration of treatment, likelihood of relapse of illness after course is completed; development of
resistance; monitor status of resistance geographically throughout the pandemic
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®  Analysis of effect of other treatment components: Use of ventilators in different population

groups, including infants, young children, adolescents, adults, elderly, and the immunosuppressed;

variations in benefit by patient population group; use of antibiotics to prevent or treat
superinfection; determine benefit or harm of prophylactic use in high risk groups with ILI or
confirmed influenza

m  Prevention: Vaccine efficacy in terms of 1 dose vs. 2 doses; by age group and by underlying
conditions (including immunosuppressed); ability to prevent or ameliorate symptoms,
hospitalization, or death; institutional outbreak control

m Efficacy of other preventive measures: Value of mask, hand washing in family/household or

other congregate settings; value of PPE (mask) use among health care workers (apart from contact

with known infected person) and people working in crowded, interactive environments; use of
quarantine, school closing, canceling of public entertainment events

m  Adverse effects of vaccination, antiviral treatment, or prophylaxis: Identify adverse effects
unknown before mass administration; quantify risk of adverse effects; predisposing factors or
populations for whom vaccine or antivirals would be contraindicated

m  Other issues: Quantify economic and social costs of the outbreak (including impact on the
health care system); psychosocial effects should be studied in conjunction with Mental Health
epidemiology

Although some of the epidemiologic investigations listed above can be conducted independently by
DOHMH, most of these issues are of national concern and should be conducted in collaboration
with CDC, FDA, and/or clinical/academic partners. Examples of aspects that should be covered as
part of a multi-state investigation include:

®m  Description of disease and disease outcomes in clinical terms

m  Diagnostic issues, including case definition, rapid testing, laboratory testing
®m  Determination of factors affecting rate of spread

®m  Measurement of antiviral efficacy, relapse, resistance

m  Surveillance of antiviral side effects

m  Efficacy of ventilators by level of illness and risk group

m  Vaccine efficacy

As staff resources allow, DOHMH will work on planning for such studies ahead of time with input
from NYS DOH, CDC, and interested academic partners.
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E. Special Planning Needs Related to Vulnerable Populations

Children: All surveillance and epidemiologic activities will capture information on age to identify
clinical and epidemiologic characteristics of the pandemic strain specific to children on an
ongoing basis. In particular, there will be a special focus on capturing more detailed information
on pediatric deaths during the interpandemic and pandemic periods. In addition, clinical studies
will be established during the pandemic period to assess predictors of survival among hospitalized
pediatric patients, especially those receiving critical care support.

Homeless: Surveillance forms will capture information on patient address, including if the
patient is homeless or in a shelter. The S&E section will respond to reports of outbreaks in
homeless shelters and provide consultation on infection control methods that can be put in place
to minimize spread.

Homebound: The S&E section will monitor pandemic related deaths in homebound patients
with the assistance of the OCME and information collected on death certificates. The S&E
section will provide clinical guidance on home care for pandemic patients to all home health care
agencies in the city

Undocumented: The S&E section will not collect information on residency status, so that
information related to the effect of the pandemic on undocumented populations will not be
available.

Prisoners: The S&E section will provide consultation to correctional health providers to help
minimize spread within correctional facilities.
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Interim Case Definition and Testing Guidelines for
Suspected H5N1 Cases in the United States

I. Testing is recommended for the following patients.

A patient who has an illness that requires hospitalization or is fatal
AND

Has a documented temperature of 238°C (=100.4°F)

AND

Has radiographically confirmed pneumonia, acute respiratory distress syndrome (ARDS), or other
severe respiratory illness for which an alternate diagnosis has not been established

AND Has at least 1 of the following potential exposures within 10 days of symptom onset:

(1) History of travel to a country with influenza H5N1 documented in poultry, wild birds, and/or
humans," AND had at least one of the following potential exposures during travel:

Direct contact with (e.g., touching) sick or dead domestic poultry
Direct contact with surfaces contaminated with poultry feces
Consumption of raw or incompletely cooked poultry or poultry products

Direct contact with sick or dead wild birds suspected or confirmed to have influenza H5N

Close contact (approach within 1 meter [approx. 3 feet]) of a person who was hospitalized or
died due to a severe unexplained respiratory illness

(2) Close contact (approach within 1 meter [approx. 3 feet]) of an ill patient who was confirmed or

suspected to have H5SN1;

(3) Worked with live influenza HSN1 virus in a laboratory.

Testing for avian influenza A (H5N1) virus infection should be considered (on a case-by-case basis
and in consultation with local and state health departments) for:

(1) A patient with mild or atypical disease’ (hospitalized or ambulatory) who has one of the
exposures listed above (criteria 1, 2, or 3)

(2) A patient with severe or fatal respiratory disease whose epidemiological information is uncertain,
unavailable, or otherwise suspicious but does not meet the criteria above**

** Examples include: a traveler returning from an influenza H5N1-affected country whose exposures are unclear or
suspicious, a person who had contact with well-appearing poultry, etc.

1 For example, a patient with respiratory illness and fever who does not require hospitalization, or a patient with significant neurologic
or gastrointestinal symptoms in the absence of respiratory disease.

" For a listing of influenza H5SN1-affected countries, visit the CDC website at: http://www.cdc.gov/flu/avian/outbreaks/current.htm;
the OIE website at: http://www.oie.int/eng/en_index.htm; and the WHO website at:
heep://www.who.int/csr/disease/avian_influenza/en/.
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Il. Specimen Collection and Testing Guidelines

®m  Oropharyngeal swabs and lower respiratory tract specimens (e.g., bronchoalveolar lavage or tracheal
aspirates) are preferred because they may have the highest yield for influenza H5N1 detection,
based on available data. Nasal or nasopharyngeal swabs are acceptable, but may have lower yield.

®m  Detection of influenza H5N1 is more likely from specimens collected within the first 3 days of
illness onset. If possible, serial specimens should be obtained over several days from the same
patient.

m Infection control precautions during specimen collection should include the use of gloves, gown,
goggles or face shield, and a fit-tested respirator with an N-95 or higher protection rating. Detailed
guidance on infection control precautions for health care workers caring for suspected influenza

H5N1 patients is available.!

m  Swabs used for specimen collection should have a Dacron tip and an aluminum or plastic shaft.
Swabs with calcium alginate or cotton tips and wooden shafts are not recommended.® Specimens
should be placed at 4°C immediately after collection.

m  For reverse-transcriptase polymerase chain reaction (RT-PCR) analysis, nucleic acid extraction lysis
buffer can be added to specimens (for virus neutralization and RNA stabilization), after which
specimens can be stored and shipped at 4°C. Otherwise, specimens should be frozen at or below -
70°C and shipped on dry ice. For viral isolation, specimens can be stored and shipped at 4°C. If
specimens are not expected to be inoculated into culture within 2 days, they should be frozen at or
below -70°C and shipped on dry ice. Avoid repeated freeze/thaw cycles.

m  Influenza H5N1-specific RT-PCR testing conducted under Biosafety Level 2 conditions'is the
preferred method for diagnosis. The New York State Department of Health and is currently able to
perform influenza H5SN1 RT-PCR testing, and after consultation with DOHMH physicians,
specimens from patients who meet the above criteria will be referred there for testing. [Note: The
DOHMH’s Public Health Laboratory will be able to offer RT-PCR testing for influenza H5N1
later in 20006].

m  Viral culture should NOT be attempted on specimens from patients suspected to have influenza
H5N1, unless conducted under Biosafety Level 3 conditions with enhancements.*

m  Commercial rapid influenza antigen testing in the evaluation of suspected influenza H5N1 cases
should be interpreted with caution. Clinicians should be aware that these tests have relatively low
sensitivities, and a negative result would not exclude a diagnosis of influenza H5N1. In addition, a
positive result does not distinguish between seasonal and avian influenza A viruses.

** For the current WHO Pandemic Phase, see: http://www.who.int/cst/disease/avian_influenza/phase/en/index.html.
+ For a listing of influenza H5N1-affected countries, visit the CDC website at: http://www.cdc.gov/flu/avian/outbreaks/current.hem; the
OIE website at: http://www.oie.int/eng/en_index.htm; and the WHO website at: http://www.who.int/cst/disease/avian_influenza/en/.

i For example, a patient with respiratory illness and fever who does not require hospitalization, or a patient with significant neurologic or
gastrointestinal symptoms in the absence of respiratory disease.

§  Specimens can be transported in viral transport media, Hanks balanced salt solution, cell culture medium, tryptose-phosphate broth, veal
infusion broth, or sucrose-phosphate buffer. Transport media should be supplemented with protein, such as bovine serum albumin or
gelatin, to a concentration of 0.5% to 1%.

|| Interim recommendations for infection control in health-care facilities caring for patients with known or suspected avian influenza are
available at: http://www.cdc.gov/flu/avian/professional/infect-control.htm.

9 Information regarding Laboratory Biosafety Level Criteria can be found at: http://www.cdc.gov/od/ohs/biosfty/bmbl4/bmbl4s3.htm
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NYC DOHMH Guidance for Providers on Managing Suspected H5N1
Influenza Cases

PART 1. SUSPECTED CASES AND REPORTING

I.When Should | Suspect Avian H5N1 Influenza?

Providers should take a travel history on all patients presenting with a febrile respiratory syndrome
and should ensure that suspected cases of avian H5N1 influenza meet the following clinical and
epidemiologic criteria before reporting to the New York City Department of Health and Mental
Hygiene (DOHMH).

I. Testing is recommended for the following patients.

A patient who has an illness that requires hospitalization or is fatal

AND

Has a documented temperature of 238°C (=100.4° F)

AND

Has radiographically confirmed pneumonia, acute respiratory distress syndrome (ARDS), or other
severe respiratory illness for which an alternate diagnosis has not been established

AND has at least 1 of the following potential exposures within 10 days of symptom onset:

(1) History of travel to a country with influenza H5SN1 documented in poultry, wild birds, and/or
humans,” AND had at least one of the following potential exposures during travel:

m  Direct contact with (e.g., touching) sick or dead domestic poultry

m  Direct contact with surfaces contaminated with poultry feces;

m  Consumption of raw or incompletely cooked poultry or poultry products

m  Direct contact with sick or dead wild birds suspected or confirmed to have influenza H5N;

m  Close contact (approach within 1 meter [approx. 3 feet]) of a person who was hospitalized or
died due to a severe unexplained respiratory illness.

(2) Close contact (approach within 1 meter [approx. 3 feet]) of an ill patient who was confirmed or

suspected to have H5N1;
(3) Worked with live influenza H5N1 virus in a laboratory.

Testing for the following patients will be considered on a case-by-cases basis in consultation with

NYC DOHMH:

1 For a listing of influenza H5N1-affected countries, visit the CDC website at: http://www.cdc.gov/flu/avian/outbreaks/current.hem;
the OIE website at: http://www.oie.int/eng/en_index.htm;
and the WHO website at: http://www.who.int/csr/disease/avian_influenza/en/.
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(1) A patient with mild or atypical disease’ (hospitalized or ambulatory) who has one of the exposures
listed above (criteria 1, 2, or 3)

(2) A patient with severe or fatal respiratory disease whose epidemiological information is uncertain,
unavailable, or otherwise suspicious but does not meet the criteria above

II. Reporting Suspected Cases of Avian H5N1 Influenza
To report patients meeting the above criteria, follow the instructions below.

®m  During business hours, please contact the DOHMH Bureau of Communicable Disease at
212-788-9830 and ask to speak to the Doctor of the Week.

®  During non-business hours, please call the New York City Poison Control Center at
1-800-222-1222 or 212-764-7667 and ask to speak to the On Call Physician.

The DOHMH physician will review the case with you to determine if H5N1 testing is indicated
based on risk exposure history.

PART 2: CLINICAL GUIDELINES: CARING FOR PATIENTS WITH SUSPECTED OR
CONFIRMED AVIAN H5N1 INFLUENZA

All patients who meet clinical and epidemiologic criteria for avian H5N1 influenza should be
reported immediately to DOHMH (See Part 1, Suspected Cases and Reporting). The following
clinical guidance should be followed:

I. Admitting Suspected Avian H5N1 Influenza Patients

m  Providers are encouraged to admit patients with suspected avian H5N1 influenza to ensure
that infection control precautions are enforced and to enhance the ability to monitor the
patient’s condition. Especially in those cases where avian H5N1 influenza is strongly
suspected (e.g., known exposure to confirmed human case or infected poultry overseas), the
patient should be admitted to the hospital until laboratory test results are available to confirm
or rule out H5N1 infection.

m  For highly suspected cases who refuse hospital admission, the New York City Department of
Health and Mental Hygiene (DOHMH) has the authority to detain patients in the hospital
suspected of having a communicable disease that may pose an imminent and significant
threat to the public health for evaluation, if indicated, while awaiting laboratory test results

(Section 11.55 in the NYC Health Code).

®  The decision to hospitalize a suspected avian H5N1 influenza case will be based on the
physician’s clinical evaluation and assessment of epidemiologic risk factors, on whether
adequate precautions can be taken at home to prevent the potential spread of infection, and
on whether the patient will be readily available for follow up. (Note: Suspected cases

} For example, a patient with respiratory illness and fever who does not require hospitalization, or a patient with significant neurologic
or gastrointestinal symptoms
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occurring among tourists staying at a hotel or in persons living in congregate settings may
need to be hospitalized while awaiting laboratory test results.)

m  Despite the current low risk of person-to-person transmission, patients not admitted should
be separated from other household members as much as possible. All household members
should carefully follow recommendations for hand hygiene, and tissues used by the ill patient
should be placed in a plastic bag and disposed with other household waste.

m  Although no studies have assessed the use of masks at home to decrease the spread of
infection, use of surgical or procedure masks by the patient and/or care givers during
interactions may be of benefit. Separation of eating and drinking utensils for use by a patient
with influenza is not necessary, as long as they are washed with warm water and soap. (See

II. Infection Control Measures

Implement infection control precautions for hospitalized patients with suspected avian H5N1
influenza, including Respiratory Hygiene/Cough Etiquette (see Part 3, Avian HSN1 Influenza
Infection Control Precautions and Guidance for Contacts).

III. Diagnostic Testing

m  Obtain clinical specimens for avian H5NT1 influenza diagnostic testing. (See Part 4, What
Specimens Should Be Collected for Avian H5N1 Influenza Testing?). Complete the specimen
submission form (See Section 3, Appendix 3B-Virus Detection Laboratory Submission Form)
and include the form with the specimens. A DOHMH courier will pick up the specimens
and transport them to appropriate public health reference laboratories for testing. Do not
send specimens for viral culture to a hospital or commercial laboratory; for safety
reasons, avian H5N1 influenza may only be cultured in Basic Safety Level 3+ laboratory
facilities. DOHMH personnel will maintain contact with the patient’s providers to ensure
timely relaying of testing results.

m  Evaluate alternative diagnoses based on laboratory tests with high positive-predictive value
(e.g., blood culture, PCR, Legionella urinary antigen, pleural fluid culture, transthoracic
aspirate culture, etc.). If an alternate etiology is identified, the possibility of co-infection with
an avian H5N1 influenza virus may still need to be considered if there is a strong
epidemiologic link with possible exposure to an infected human or birds overseas.

IV. Treatment

Initiate antiviral treatment with oseltamivir (Tamiflu) or zanamivir (Relenza) — the neuraminidase
inhibitors — as soon as possible, even if laboratory results are not yet available (see Table on page vi
for dosing regimens). Oseltamivir is available both in pill and suspension form, and zanamivir is
available as an inhaled powder.

The neuraminidase inhibitors are preferred because the majority of avian H5N1 influenza A viruses
currently affecting humans are resistant to amantadine and rimantadine, and resistance to
adamantanes typically develops rapidly when they are used for treatment of influenza. Clinical trials
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have shown that neuraminidase inhibitors can decrease the illness duration due to seasonal influenza
by several days when they are initiated within 48 hours of illness onset.

The clinical effectiveness of antiviral drugs for treatment of avian H5N1 influenza is unknown, but it
is likely that the earlier treatment is initiated, the greater the likelihood of benefit. Viral isolates from
any case of avian H5N1 influenza will be tested by CDC for resistance to the currently licensed
antiviral medications. Oseltamivir is available as an oral suspension for use in children. However,
none of the available influenza antivirals is currently FDA-approved for use among children aged <1
year. In particular, the safety and efficacy of oseltamivir have not been studied in children aged <1
year for either treatment or prophylaxis of influenza. The decision by an individual physician to treat
children aged <1 year in an emergency setting with an antiviral medication on an off-label basis must
be made on a case-by-case basis, with full consideration of the potential risks and benefits.

V. Contact Tracing

Though human-to-human transmission of avian H5N1 influenza has occurred only very rarely,
DOHMH personnel will assist providers in identifying and monitoring close contacts of suspected or
confirmed avian H5SN1 influenza patients. Such contacts might include household and social
contacts, family members, workplace or school contacts, and/or healthcare providers who had
unprotected close contact (i.e., did not use droplet or standard precautions) starting 24 hours prior to
the patient’s symptom onset.

®  Asymptomatic contacts should be asked to take their temperature at least twice daily. In
conjunction with DOHMH, asymptomatic contacts should be monitored by telephone or
home visit daily for 10 days after their last contact with the suspected case-patient to assess for
development of symptoms consistent with avian H5N1 influenza. Asymptomatic contacts
should not be given antiviral chemoprophylaxis. Quarantine of asymptomatic contacts at
home or in another facility is not considered necessary at the present time based on the
epidemiologic characteristics of the current avian H5N1 influenza outbreak in Asia and

Europe.

®m  Symptomatic contacts of suspected avian H5N1 influenza patients should seek medical
attention immediately when symptoms develop and should notify their healthcare provider of
recent contact with a suspected avian H5N1 influenza case (see Part 3, Avian H5N1
Influenza Infection Control Precautions and Guidance for Contacts).

The DOHMH should be immediately notified of any contact who develops fever and respiratory
symptoms suggestive of avian H5N1 influenza infection; recommendations on whether empiric
antiviral treatment is indicated for symptomatic contacts will be made on a case-by-case basis.

VI. Protocol for Patients Testing Positive for Avian H5N1 Influenza

m  DPatients with laboratory-confirmed avian H5N1 influenza should be isolated and treated with
a neuraminidase inhibitor.

Note: CDC is revising its interim guidance for infection control precautions for avian and pandemic influenza. The DOHMH
guidance will be revised once these federal recommendations are released.
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m  Healthcare personnel should use standard and droplet infection control precautions; airborne
precautions should be used during procedures that may generate aerosols (e.g., collection of
respiratory specimens, bronchoscopy or intubation).

®m  Avian H5N1 influenza patients should be isolated from patients with seasonal influenza, since

such measures may decrease the risk of co-infection and viral genetic reassortment.

TABLE: Recommended Daily Dosage of Antivirals for Treatment and Prophylaxis

Age Groups (years)

Antiviral Agent

Amantadine®
Treatment, influenza
A (duration 5 days)

Prophylaxis,
influenza A

Rimantadine?
Treatment, influenza

A (duration 5 days)

Prophylaxis,
influenza A

Zanamivir"i
Treatment, influenza
Aand B

(duration 5 days)

Oseltamivir
Treatment,* influenza

Aand B
(duration 5 days)

Prophylaxis,
influenza A and B

1-6

5mg/kg body
weight/day up to
150 mg in two
divided doses®

5mg/kg body
weight/day up to

150 mg in two
divided doses®

NAf
5mg/kg body
weight/day up to

150 mg in two
divided doses®

NA

Dose varies
by child’s
weight

NA

7-9

5mg/kg body
weight/day up to
150 mg in two
divided doses®

5mg/kg body
weight/day up to

150 mg in two
divided doses®

NA

5mg/kg body
weight/day up to
150 mg in two
divided doses®

10 mg
twice daily

Dose varies
by child’s
weight'

NA

10-12

100 mg
twice

daily

100 mg
twice

daily

NA

100 mg
twice

daily

10 mg
twice
daily

Dose
varies by
child’s
weight

NA

13-64

100 mg
twice

daily

100 mg
twice

daily

100 mg
twice
daily<e
100 mg
twice

daily

10 mg
twice
daily

75 mg
twice
daily

75
mg/day

>65

<100
mg/day

<100
mg/day

100
mg/day

100
mg/day"

10 mg
twice
daily

75 mg
twice
daily

75
mg/day

Adapted from Prevention and Control of Influenza Recommendations of the Advisory Committee on Immunization Practices
(ACIP), July 2005. Link to on-line document http://www.cdc.gov/mmwr/preview/mmwrhtml/rr54e713al.htm

NOTE: Amantadine manufacturers include Endo Pharmaceuticals (Symmetrel (R)-tablet and syrup) and Geneva Pharms Tech
(Amantadine HCL-capsule); USL Pharma (Amantadine HCL-capsule and tablet); and Alpharma, Carolina Medical, Copley
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Pharmaceutical, HiTech Pharma, Mikart, Morton Grove, and Pharmaceutical Associates (Amantadine HCL-syrup), and Sandoz.
Rimantadine is manufactured by Forest Laboratories (Flumadine (R)-tablet and syrup); Corepharma , Impax Labs (Rimantadine
HCL-tablet), and Amide Pharmaceuticals (Rimantadine HCL-tablet). Zanamivir is manufactured by GlaxoSmithKline (Relenza (R)-
inhaled powder). Oseltamivir is manufactured by Roche Pharmaceuticals (Tamiflu (R)-tablet). Information based on data published
by the U.S. Food and Drug Administration at www.fda.gov, accessed 3/30/2005.

* The drug package insert should be consulted for dosage recommendations for administering amantadine to persons with creatinine
clearance <50 ml/min/1.73m?>.

* 5 mg/kg body weight of amantadine or rimantadine syrup = 1 tsp/2.2 Ibs.

¢ Children aged >10 years who weigh <40 kg should be administered amantadine or rimantadine at a dosage of 5 mg/kg body weight
/day.

¢ A reduction in dosage to 100 mg/day of rimantadine is recommended for persons who have severe hepatic dysfunction or those with
creatinine clearance <10 ml/min. Other persons with less severe hepatic or renal dysfunction taking 100 mg/day of rimantadine
should be observed closely, and the dosage should be reduced or the drug discontinued, if necessary.

¢ Approved by FDA only for treatment among adults.

"Not applicable.

¢ Rimantadine is approved by FDA for treatment among adults. However, certain experts in the management of influenza consider it
appropriate for treatment among children. (See American Academy of Pediatrics, 2003 Red Book.)

" Older nursing home residents should be administered only 100 mg/day of rimantadine. A reduction in dosage to 100 mg/day should
be considered for all persons aged >65 years if they experience possible side effects when taking 200 mg/day.

i Zanamivir administered via inhalation using a plastic device included in the medication package. Patients will benefit from instruction
and demonstration of the correct use of the device.

I Zanamivir is not approved for prophylaxis.

A reduction in the dose of oseltamivir is recommended for persons with creatinine clearance <30 ml/min.

' The dose recommendation for children who weigh <15 kg is 30 mg twice a day. For children who weigh >15 to 23 kg, the dose is 45
mg twice a day. For children who weigh >23 to 40 kg, the dose is 60 mg twice a day. And for children who weigh >40 kg, the dose is
75 mg twice a day.

m  For patients suspected to have secondary bacterial infections (e.g., pneumonia due to
pneumococci or staphylococci, including methicillin-resistant strains), appropriate
antibacterial therapy should be employed. Supportive measures such as intravenous fluids,
parenteral feeding, and intubation with mechanical ventilation should be employed as
medically indicated.

m  There are currently no data to suggest that corticosteroids or other disease modifying agents
(e.g., anti-tumor necrosis factor agents) are effective in the treatment of avian H5N1
influenza.

PART 3: AVIAN H5N1 INFLUENZA
Infection Control Precautions and Guidance for Contacts
I. Avian H5N1 Influenza Transmission

Most information on the modes of influenza transmission from person to person is indirect and
largely obtained through observations during outbreaks in healthcare facilities and other settings (e.g.,
cruise ships, airplanes, schools, and colleges); the amount of direct scientific information is very
limited. However, the epidemiologic pattern observed is generally consistent with spread through
close contact (i.e., exposure to large respiratory droplets, direct contact, or near-range exposure to
aerosols).

While some observational and animal studies support airborne transmission through small particle
aerosols, there is little evidence of airborne transmission over long distances or prolonged periods of
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time (as is seen with tuberculosis). The relative contributions and clinical importance of the different
modes of influenza transmission are currently unknown.

For patients meeting clinical and epidemiologic criteria for suspected avian H5N1 influenza infection
(see Part 1, Suspected Cases and Reporting) but have not yet tested positive for avian H5N1
influenza, the following infection control procedures should be followed:

m  Datients should be admitted to a single-patient room, and patient movement and transport within
the hospital should be limited to medically necessary purposes.

®m Do not send specimens for viral culture to a hospital or commercial laboratory; for safety
reasons, avian H5N1 influenza may only be cultured in Basic Safety Level 3+ laboratory facilities.
DOHMH personnel will assist in arranging laboratory testing at appropriate public health
reference laboratories (See Part 4, What Specimens Should Be Collected for Avian H5N1
Influenza Testing?) and will maintain contact with the patient’s providers to ensure timely
relaying of testing results.

m  While awaiting avian H5NT1 influenza test results, patients should be placed on droplet
precautions. Health care personnel should wear surgical or procedure masks on entering a
patient’s room, as per droplet precaution recommendations, as well as gloves and gowns when
indicated for standard precautions (i.e., wear gloves when patient contact is suspected, and wear
gown when soiling of providers clothes with patient’s body fluids is possible).

m  Airborne isolation procedures, including moving patient to an airborne infection isolation room
(AIIR) and using N95 respirators, should be used during procedures with the potential to
generate aerosols (e.g., collection of respiratory specimens, intubation, bronchoscopy, and
nebulizer treatments). Wearing goggles or face shield for routine contact with suspected avian
H5N1 influenza patients is not necessary unless sprays or splatter of infectious material is likely.

II. Patients Testing Positive For Avian H5N1 Influenza

Infection control precautions for confirmed avian H5N1 influenza patients are the same as for those
with suspected disease. Droplet Precautions should remain in place unless there is full resolution of
illness. Healthcare personnel should continue to wear surgical or procedure masks on entering a
patient’s room, as per Droplet Precautions, as well as gloves and gowns when indicated for Standard
Precautions. As with suspected disease, airborne isolation procedures should be used during
procedures with the potential to generate aerosols.

ITI. Management of Contacts of Suspected Cases

Determine if any close contacts (e.g., household, sexual, etc.) of the suspected case currently have
fever and respiratory symptoms.

Symptomatic contacts who report avian H5N1 influenza risk exposures should be treated as a
suspected case. If the symptomatic contact reports no risk exposures except contact with the
suspected avian H5N1 patient, and they are not ill enough to be hospitalized based on clinical criteria

Note: CDC is revising its interim guidance for infection control precautions for avian and pandemic influenza. The DOHMH
guidance will be revised once these federal recommendations are released.
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alone, advise them to stay home and follow what the Centers for Disease Control and Prevention
(CDC) has called “cough etiquette” (for more information, go to
http://www.cde.gov/flu/professionals/infectioncontrol/resphygiene.htm)

m  Cover nose and mouth when coughing or sneezing
m  Use tissues to contain respiratory secretions and, after use, dispose in the nearest waste receptacle

®m  Wash hands with non-antimicrobial soap and water, alcohol-based hand rub or antiseptic
handwash after having contact with contaminated respiratory secretions or objects/materials that
may be contaminated.

Asymptomatic contacts, including hospital contacts, should be asked to take their temperature at
least twice daily. In conjunction with DOHMH, asymptomatic contacts should be monitored by
telephone or home visit daily for 10 days after their last contact with the suspected case-patient to
assess for development of symptoms consistent with avian H5N1 influenza. Asymptomatic contacts
should not be given antiviral chemoprophylaxis. Quarantine of asymptomatic contacts at home or in
another facility is not considered necessary at the present time based on the epidemiologic
characteristics of the current avian H5N1 influenza outbreak in Asia and Europe.

m Ifan asymptomatic contact subsequently develops fever or respiratory symptoms, they should
contact their healthcare provider and inform them of their exposure to a suspected avian H5N1
influenza case before proceeding to the provider’s office or clinic so that proper infection control
measure may be implemented when they arrive. The DOHMH should also be notified
immediately.

m  For symptomatic contacts, DOHMH will facilitate Viral culture is not recommended on
. . . . . . . specimens of any kind from patients
dlagno.stlc testing, 1nclud1ng guidance for specimen with suspected avian H5N1 influenza
collection, transport of specimens, and relaying of testing ~ due to biosafety concerns. Culturing

results back to providers. DOHMH will also ensure that avian H5N1 influenza viruses may only
. . occur in a Biosafety Level 3+
contacts of the symptomatic contact know of their laboratory, which excludes all New York

possible exposure, and that they self-monitor for fever City (NYC) hospital and commercial
daily. Finally, DOHMH will facilitate reporting of case to = '2P0rat0ries.
CDC, where appropriate.

PART 4: AVIAN H5N1 INFLUENZA --WHAT SPECIMENS SHOULD BE COLLECTED FOR
TESTING?

I. Testing for Avian H5N1 Influenza

Testing for avian H5N1 influenza may only be carried out in a reference laboratory (e.g., authorized
state or local public health laboratory, or CDC). Testing may be done on respiratory samples by
reverse transcriptase polymerase chain reaction (RT-PCR) testing (see below), and serological
confirmation may also be carried out. In addition, post-mortem testing on various tissues is also
available.

NYC DOHMH Pandemic Influenza Preparedness and Response Plan

44



Appendix 2B Surveillance and Epidemiologic Response

The following respiratory specimens should be collected and stored at 4°C for both RT-PCR and viral
culture testing. All suspected cases should be reported to the NYC Department of Health and Mental
Hygiene (DOHMH). After arrangements have been made with DOHMH (See Part 4, When Should
I Suspect Avian H5N1 Influenza and How Do I Report It?), a DOHMH courier will transport
specimens to the Public Health Laboratory.

At least 1 nasopharyngeal (NP) and 1 oropharyngeal (OP) swab as follows:

m  Collect specimen with a sterile Dacron/nylon swab with a non-wooden shaft (do NOT use
calcium alginate swabs or swabs with wooden sticks).

m  For NP swab, insert swab into nostril parallel to the palate until the tip reaches the nasopharynx
and leave in place for a few seconds to absorb secretions. For OP swab, swab the posterior
pharynx and tonsillar areas, avoiding the tongue.

m  Place swab immediately into sterile vials containing 2 ml of viral transport media. Label each
specimen container with patient's FIRST AND LAST NAME, date of birth, medical record
number, date of collection, and specimen type.

m  Place specimen vial onto ice or in refrigerator prior to and during transport to laboratory. Do not
freeze it.

®  Avoid delays in transport and testing.

®  An OP swab may be more likely than an NP swab to yield a positive result. While both
specimens should be acquired, an OP swab should be obtained if only 1 sample can be taken.

Nasopharyngeal wash/aspirates may also be used for diagnosis of avian H5N1 influenza. It is
recommended that nasal wash/aspirate be collected as follows:

m  Have the patient sit with head tilted slightly backward. Instill 1ml.-1.5ml. of bacteriostatic saline
(pH 7.0) into 1 nostril.

m  Insert the tubing into the nostril parallel to the palate.
m  Aspirate nasopharyngeal secretions. Repeat this procedure for the other nostril.

m  Rinse catheter into viral transport medium (syringe or bulb) or aspirate viral transport medium
through catheter into collection trap.

m  Place specimen onto ice or in refrigerator prior to and during transport to laboratory. Do not
freeze it.

®m  Avoid delay in transport and testing.

An acute serum sample should also be obtained from all suspected cases as follows:
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®m  Draw 5-10 ml whole blood into a serum separator or red top tube.
m  Spin down and refrigerate at 4°C.

m  Label each specimen container with patient’s FIRST AND LAST NAME, medical record
number, date of birth, specimen type, and collection date.

All information requested on the Virus Detection Laboratory Submission Form (see Section 3,
Appendix 3B Virus Detection Laboratory Submission Form) should be completely filled out and the
form should be included with the specimen shipment.

In fatal cases associated with suspected avian H5N1 influenza infection, DOHMH personnel will
help make arrangements for autopsy and coordinate specimen shipping and testing with the NYC

Office of the Chief Medical Examiner and CDC.
II. Rapid Testing for Avian H5N1 Influenza

Rapid influenza diagnostic tests and immunofluorescence (indirect fluorescent antibody staining
[IFA] or direct fluorescent antibody staining [DFA]) may be used to detect seasonal human strains of
influenza, but should not be used to confirm or exclude avian H5N1 influenza.

Rapid influenza tests have relatively low sensitivity for detecting seasonal influenza, and their ability
to detect avian H5N1 influenza is unknown. The sensitivity of rapid diagnostic tests will likely be
higher in specimens collected within 2 days of illness onset, in children, and when tested in clinical
laboratories that perform a high volume of testing. Such tests can identify influenza A viruses but
cannot distinguish between human infection with seasonal and avian H5N1 influenza viruses.

A negative rapid influenza test result does not exclude human infection with either seasonal or avian
H5N1 influenza viruses. A positive rapid influenza test result could be a false positive or represent
infection with either seasonal or avian H5NT1 influenza viruses. Therefore, both negative and positive
rapid influenza test results and immunofluoresence results should be interpreted with caution, and
RT-PCR testing for suspected avian H5N1 influenza virus should be performed in a reference
laboratory, as outlined above.
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The City of NewYork Department of Health and MentalHy gie ne
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Management of Patients Presenting with Communicable Diseases of
Urgent Public Health Concern

TABLE OF CONTENTS
Section I.

Triage protocol for prompt recognition and isolation of a single patient presenting to the ED/Clinic
with fever/rash or fever/respiratory illness suggestive of a communicable disease of urgent public
health concern (e.g., measles, meningococcal disease, SARS, avian influenza, smallpox, or plague)

Introduction 48
Background for this Guidance Document 49
How to Use and Working With This Guidance Document 49
1. Initial Patient Encounter 50
2. Infection Control Measures on Arrival 53
3. Notification and Evaluation 56
4. Identification and Management of Exposed Persons in the ED/clinic 58
Examples of Communicable Diseases of Urgent Public Health Concern 60
Generic Notification Job Action Sheets 61
Sample Contact Tracing Collection Form 64
Section II.

Surge triage protocol for prompt recognition and isolation in the event of an influx of patients
presenting to the ED/Clinic with a suspected or confirmed communicable disease of urgent public
health concern (e.g., an outbreak of SARS or pandemic influenza, or a bioterrorist attack involving
plague or smallpox). [NOTE: This section of the guidance document is currently being
developed and will be shared at a later date.]

Introduction

The impact on hospitals affected by the 2003 outbreak of Severe Acute Respiratory Syndrome
(SARS) highlighted the critical importance of rapid recognition and isolation of patients with more

highly communicable diseases to prevent nosocomial spread to other patients, staff and visitors.
Although New York City (NYC) was spared during the international outbreak of SARS, recent delays
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in identifying and isolating patients with measles in NYC emergency departments and clinics
demonstrate the need to ensure that effective measures are routinely in place for triaging potential
contagious patients with fever and respiratory or rash illnesses.

Because emergency departments (ED) and clinics are important and vulnerable points of entry into a
hospital, effective strategies for triage applied in these settings will have great impact on minimizing
nosocomial transmission within and beyond the ED and clinics. Also, expertise gained in planning
for ED/Clinic communicable disease triage will be useful in identifying and controlling infectious
diseases in other clinical settings.

Background for this Guidance Document

The following guidance document has been prepared to assist hospitals in developing or updating
their protocols for screening and isolation for communicable diseases of urgent public health concern
(i.e., diseases with greater likelihood of spread to others, and with higher likelihoods of more severe
morbidity or mortality; see the Table on page 13, Examples of Communicable Disease of Urgent
Public Health Concern) in their EDs and clinics. Separate guidance is provided for the following two
situations:

m  Asingle patient presenting to the ED/clinic with fever/rash or fever/respiratory symptoms
suggestive of a communicable disease of urgent public health concern (e.g., measles,
meningococcal disease, SARS, avian influenza, smallpox, or plague)

®  An influx of patients coming to the ED/clinic after an outbreak of a communicable disease of
urgent public health concern is confirmed (e.g., SARS, pandemic influenza, possible bioterrorist
attack involving plague or smallpox)

Note: This section of the guidance document is currently being developed and will be shared at a
later date.

How to Use and Working With This Guidance Document

This guidance document is meant to serve as a standardized template format for hospitals to
customize their institution’s ED/Clinic screening/isolation protocols and should be considered a
living document (i.e., one that evolves as needed to fit the needs and culture of each hospital).

The primary objectives of this guidance are to

®m  Enhance early recognition of a patient who may have a communicable disease of urgent public
health concern upon arrival at the hospital ED or clinic;

m  Prompt the rapid institution of infection control measures to minimize potential transmission to
staff, patients and visitors.

m Provide a template from which hospitals may operationalize their plans.

The New York City Department of Health and Mental Hygiene (NYC DOHMH) recognizes that
there are limitations to these guidelines that may make it difficult to implement routinely. Factors
that may limit the ability to adhere to this guidance include:
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®  During the winter respiratory viral season, when larger numbers of patients present with fever
and respiratory symptoms, it may be more difficult to recognize patients who may present with
nonspecific, prodromal symptoms of communicable diseases that are of urgent public health
concern (e.g., index patient with SARS presenting at the peak of the winter influenza season)

® Limitations in hospital surge capacity to handle larger numbers of potentially contagious patients
(e.g., limited airborne infection isolation rooms {AIIRs}, or small waiting rooms that do not easily
allow hospitals or clinics to separate patients with fever and cough or rash symptoms)

The first part of this guidance document is composed

. However, given the potential implications of
of four sections: g P P

delayed recognition of a patient with a more
highly communicable disease, this guidance

I. Initial Patient Encounter document provides a standardized format for
hospitals to use for their triage protocols for
1I. Infection Control Measures on Arrival infectious diseases in their ED and clinics.

Regular trainings and drills for frontline staff
(triage, reception, security as well as nursing

[IL. Nortification and medical staff) on the measures outlined in

. . this  protocaol, including notification
IV. Identification and Management of Exposed Persons = procedures, are essential to ensure
in ED/Clinics. compliance with these measures.

In each section, the DOHMH provides suggested text and/or examples. Sections that the DOHMH
considers critical to an effective triage protocol for patients who may have a communicable disease of
urgent public health concern are highlighted in bold text. If appropriate for your facility, the text
and/or examples can be incorporated directly into your hospital protocol. If needed, space is provided
after each section to allow hospitals to add information from their own facility-specific plans.

NYC DOHMH recommends that each hospital convene a working group composed of staff from
key hospital departments to review and sign off on the finalized hospital screening/isolation protocol.
Suggested members for your hospital working group would include Emergency Department,
Infection Control/ Infectious Disease, Hospital Administration, Security, Housekeeping, and/or
Facility Engineering.

Hospitals are encouraged to use standard terminology and approaches that are consistent with
recommendations by the Centers for Disease Control and Prevention (CDC) and their Healthcare
Infection Control Practices Advisory Committee (HICPAC). A copy of the Draft Guidelines for
Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings from HICPAC
is electronically attached.

1 Initial Patient Encounter

Effective screening for and isolation of potentially infectious patients, especially those who may be at
risk for airborne or droplet transmission of infectious agents to others, is critical to ensure prompt
recognition and isolation as soon as possible after patient arrival. The following measures are
recommended to be routinely in place to help decrease transmission of infectious agents to staff,
visitors and other patients:

(NOTE: The first two sections below should be considered standard measures for all EDs and clinic
to routinely have in place.)
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m  Place surgical masks and alcohol hand hygiene products as close as possible to all
entranceways to ED/Clinics so that they are available to all patients and visitors coming to

the hospital/clinic.
m Signage (see below) should be placed next to these items and be clearly visible.

m  Boxes of tissues, waste baskets, and alcohol-based hand hygiene products should be placed
throughout the ED/clinic waiting areas and examination rooms.

e Signage should have a simple, clear message in large font stating that all patients who come in
with fever and respiratory symptoms or rash should wear a mask and perform hand hygiene
with the alcohol hand hygiene products available at the entranceway. They should then
proceed directly to the registration desk and/or triage nurse and alert staff to their symptoms.

e Signage should show patients how to wear the mask correctly and how to use the alcohol

hand hygiene products.

e Other options: Show a streaming video on TV/media equipment in ED/clinic waiting areas
that demonstrate proper methods for hand hygiene, usage of surgical mask, and how patients
should alert ED/clinic staff if they have fever and respiratory or rash symptoms. “Cover Your
Cough” posters in various languages can be obtained from the DOHMH website:
http://www.nyc.gov/html/doh/html/cd/cd-cough.html.

(NOTE: List other locations in hospital where signage masks and alcohol hand hygiene products will
be placed).

Signage should be in all languages that are appropriate for your patient community.

(NOTE: List languages that will be used for signage at your facility):

Which title(s) in your hospital will be responsible for posting the signage and determining the
location of the signage/alcohol-based hygiene products/masks?
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Triage/screening staff should have a reminder system that will prompt them to perform
“communicable disease triage screening” for respiratory or rash communicable diseases of
urgent public health concern on ALL patients who present or self-identify with a fever.
Screening should include asking all patients with fever about the presence of respiratory symptoms
(cough or shortness of breath) and rash symptoms, as well as epidemiologic risk factors, such as
recent travel. Triage/screening staff should note the time at which the patient was triaged on the
patients ED record.

The following questions should be asked of all patients at the initial screening:

m  Have you had fever (elevated temperatures) in the past two weeks?

m  Have you had cough or a rash in the past two weeks?

m  Have you had shortness of breath or difficulty breathing in the past two weeks?
For patients reporting fever and respiratory/rash symptoms

m  Have you traveled outside the United States or had close contact with someone who has recently
traveled outside the United States, in the past two weeks? If yes, ask where:

B Are you a healthcare worker (e.g., nurse, physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory worker) who has had a recent exposure to an
individual with a highly communicable disease or unexplained, severe febrile respiratory or rash
disease?

m Do any of the people who you have close contact with at home, work or your friends have the
same symptoms?

(NOTE: Consider incorporating the above questions into your hospital’s triage screening sheet
or keeping as a separate but written document.)

A positive communicable disease triage screen is considered for any patient who meets one of
the two 2 following criteria:

®  Any patient with fever and rash

B Any patient with fever and respiratory symptoms who reports any of the following epidemiologic
risk factors:

e Travel to an area that is currently experiencing or is at risk for a communicable disease
outbreak of urgent public health concern (e.g., country currently experiencing an outbreak of
avian influenza, or country at higher risk for re-emergence of SARS, such as mainland China)

[NOTE: Since triage/screening staff may not be aware of which countries are at risk,
infection control practitioners (ICPs) should be instructed to consult the DOHMH website
for recent health alerts: http://www.nyc.gov/html/doh/ or the CDC website at
htep://www.cdc.gov/travel/. ICPs may want to check for this information on a daily or weekly
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basis so that they can be posted on a nearby ED/clinic bulletin board to update the ED/clinic
staff.];

e Contact with someone who is also ill and traveled to an area that is to known to be or is at
risk for a communicable disease outbreak of urgent public health concern as outlined above;

e Healthcare worker (e.g., nurse, physician, ancillary services personnel, allied health services
personnel, hospital volunteer) with a recent exposure to a potential communicable disease of
urgent public health concern;

e Anyone who reports being part of a cluster of two or more persons with a similar febrile,
respiratory illness (e.g., household, work or social cluster).

Patients who meet either of the criteria above for a positive communicable disease triage screen
should be prioritized for individual placement in an AIIR or private room pending clinical
evaluation. Both patient and triage staff should perform hand hygiene.

Hospitals may consider any of the following methods to help prompt staff to routinely use this
communicable disease triage screening tool:

m A poster or desk chart that is placed in a location that is easily seen by the triage or registration

staff.

®  Including the communicable disease triage screening questions on all paper-based registration or
triage forms, or a sticker that is placed on all forms for patients who report fever.

m  In hospitals with computerized ED or clinic registration systems, adding a computer prompt that
asks all patients about fever symptoms. For patients that report fever, the communicable disease
triage screening tool will automatically pop-up on the computer screen.

(NOTE: List methods that your hospital uses or will use to ensure that triage/screening staff queries
all patients regarding fever and respiratory/rash symptoms on initial encounter.)

1.

2.

2. Infection Control Measures on Arrival

When a patient with a positive communicable disease triage screen is identified, prompt
implementation of Standard Precautions, respiratory hygiene/cough etiquette [standard respiratory
precautions], and appropriate isolation precautions based on the suspected infection will decreases the
risk of transmission to others.

m  The patient should be given a surgical mask immediately, if not already wearing one. The
patient should be shown how to wear the mask and instructed to wear this mask at all times. The
patient should keep the mask on at all times while in the isolation room (unless it is an AIIR) in
order to minimize contamination of the room. The patient should be instructed on how to
perform hand hygiene after coughing or other contact with respiratory secretions or their rash.

[NOTE: The following considerations should be made for patients who may have difficulty
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breathing with a mask on, such as allowing a looser fit of the surgical mask (e.g., surgical masks
with ties) or providing them with their own supply of tissues. Strict hand hygiene should be
reinforced for these individuals.]

Surgical masks may not be feasible for young children with a positive communicable disease
triage screen to wear. In these situations, the child and accompanying adults should be seen as
quickly as possible by the triage staff and placed in an appropriate isolation room or an area in the
waiting room in a way that allows at least 3 feet separation from other persons. The parents
should be instructed to wash their hands and their children’s hands with soap and water, or
alcohol hand hygiene products frequently, especially after the child coughs, sneezes or has other
direct contact with oral secretions.

m Patients need to be separated from others in an isolation room or in the waiting area
pending medical evaluation. Depending on the space resources available in the hospital ED or
clinic, isolation options in decreasing order of preference include:

e Airborne Infection Isolation Room (AIIR): negative pressure isolation rooms with a
minimum of 6-12 air exchanges per hour and direct exhaust to the outside which is located
more than 25 feet from an air intake and from where people may pass (if air cannot be
exhausted directly to the outside more than 25 feet from an air intake and from where people
may pass, then air should be filtered through an appropriately installed and maintained
HEPA filter). These rooms should be tested monthly (and daily when in use) to verify
negative airflow.

e DPre-identified enclosed private room(s): an examination room with a door that is kept closed
to the hallway. (Self-closing doors are preferable).

Note: These rooms should be tested by Facility Engineering beforehand to ensure that
the rooms are exhausted appropriately (i.e., not positive pressure and do not share
airflow with other rooms.)

e DPre-identified examination area, even if not individual rooms, to cohort patients with similar
symptoms. Patients should be separated from each other by at least three feet (more if

possible).

e Ifan AIIR, private room or pre-identified examination area is not available, the patient
should be asked to stay in an area of the waiting room that allows at least three feet of
separation between the patient and others in the waiting area. The patients should be
instructed to keep the surgical mask on at all times while in the waiting area and discouraged
from walking around the ED/hospital.

e Portable isolation chambers can also be considered as an alternative if neither AIIR nor
private rooms are available.

[NOTE: List options that may be available in your hospital to separate or isolate patients with a
positive communicable disease triage screen]

NYC DOHMH Pandemic Influenza Preparedness and Response Plan

54

07.06



Appendix 2C Surveillance and Epidemiologic Response

If patients are placed in an AIIR or isolation room, appropriate infection control signage based
upon the route of transmission for the suspected disease of concern and/or Hospital Infection
Control policies should be posted outside the patient’s isolation room signifying the need for
precautions until a medical evaluation determines that the patient does not have a contagious
disease requiring isolation. At a minimum, droplet and contact precautions should be used for
all patients with a positive communicable disease triage screen.

Once a patient has been placed in an AIIR or isolation room, the nurse should document the
time that the patient was placed in the room, as well as the type of infection control
precautions implemented (e.g., airborne, contact) on the patient’s ED record.

The management of PPE disposal should be consistent with your hospital’s infection control
policies.

m  All appropriate PPE should be stocked outside the door to the patient’s AIIR or isolation room.
Appropriate PPE for select pathogens can be found at the CDC website:
http://www.cde.gov/ncidod/hip/ISOLAT/ISOLAT.HTM as well as in the 2004 DRAFT
HICPAC Infection Control Guidelines: Appendix B. Type and Duration of Precautions Recommended
for Selected Infections and Conditions.

m  Signage on the proper method of donning and removing PPE should be prominently displayed
outside or nearby all AIIRs in the ED and clinics. Alcohol hand hygiene products or a sink with
hot water, soap and paper towels should be available.

m Ifavailable, patients with a positive communicable disease triage screen should be placed in an
AlIR with an anteroom that has a sink, so that persons leaving the room can dispose of PPE
immediately and wash their hands before exiting to the hallway.

® In the absence of an anteroom, gowns and gloves should be removed inside the patient’s
room and discarded in a waste receptacle just inside the room by the door. Hand hygiene
products should be placed right outside the door so that staff can use immediately after
removal of respiratory protection equipment. Doing this prevents staff from wearing the
same gloves and gowns after leaving the isolation room and contaminating other areas of
the ED/clinic. Signage should be placed to remind staff of this protocol. A separate waste
receptacle should be placed immediately outside the patient’s room for disposal of respirators.

m  Limit as much as possible the number of persons who enter the patient’s room, as well as the
traffic in and out. Entry should be limited to necessary hospital staff and public health personnel.
Visitors should be excluded, as much as possible, from entering the patient’s room.

(NOTE: Please add any additional information regarding how your hospital will manage
individuals who accompany the patients with a positive communicable disease triage screen while
awaiting clinical evaluation of the patient.)
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m  After use, all PPE should be placed into a plastic biohazard bag and left in the patient’s room
(gowns and gloves) or outside of the room (respirators) -- ideally, in the anteroom, if an isolation
room with anteroom is available. If positive air pressure respirators (PAPR) are used, the PAPR
should be cleaned and disinfected prior to entering another patient’s room. Please note that
PAPRs should not be considered a higher level of protection and their use should be limited
to men with facial hair or for those individuals who are have documented poor fit for N95
respirators.

®m  As much as possible, when contact precautions are indicated, dedicated patient care equipment
(e.g., blood pressure cuffs and stethoscopes) should be assigned to and left in the patient’s room.
If equipment must be used on other patients (e.g., portable X-ray machine), meticulously
clean and disinfect the equipment with EPA-registered hospital disinfectants (e.g.,
quaternary ammonium compounds) or sodium hypochlorite.

m  Use disposable items whenever possible.

m  Dispose of all non-sharps waste in biohazard bags for disposal or transport for incineration or

other approved disposal method.

m  All used laundry and linens should be handled carefully to prevent acrosolization or direct contact
with potentially infectious material. Anyone directly handling the patient’s linen or laundry
should wear appropriate PPE.

3. Notification and Evaluation

Once triage staff has identified a patient with a positive communicable disease triage screen, prompt
notification of appropriate staff should be instituted to ensure rapid evaluation of the patient for a
potentially communicable disease of urgent public health concern. It is crucial to identify key staff
ahead of time to ensure notification occurs rapidly.

[NOTE: The following notification format should be revised for your own hospital. Generic Job
Action Sheets for this notification section are included in the Appendix. Hospitals should develop
additional Job Action Sheets as needed: Housekeeping, Security. |

m  Triage/screening staff (or person who has initial encounter with the patient and conducts
communicable disease triage screening) notifies ED Supervisor (i.e., person in leadership position
in ED) who ensures that the appropriate infection control measures have been put into place.
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Title of ED Supervisor: (Business Hours):

Title of ED Supervisor: (After-Business Hours):

m  ED Supervisor designates an ED physician to conduct the initial patient evaluation. The ED
physician should don the appropriate PPE outside the patients AIIR/isolation room to examine
the patient and determine if patient is at risk for a communicable disease of urgent public health
concern. The ED physician should document the time at which the patient evaluation is done on
the patient’s ED record.

m If ED Physician feels that the patient potentially has a communicable disease of urgent public
health concern, the ED physician or his/her designee will notify the Infectious Disease
Consult/Infection Control Practitioners, Hospital Administrator On-Duty, Nursing Head, and
Housekeeping.

Contact Information for Infectious Disease Consult

(Bu