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Abbreviations Used

	AAR
	After Action Report

	ACIP
	Advisory Committee on Immunization Practices

	BSL
	Bio-Safety Level (laboratory)

	BT
	Bioterrorism

	CCEA
	Center for Consumer and External Affairs

	CCP
	Crisis Counseling Program

	CDC
	Centers for Disease Control and Prevention

	CERC
	Crisis and Emergency Risk Communications 

	CISM
	Critical Incident Stress Management

	CPS
	Community Preparedness Section

	DDC
	Disaster District Command 

	DLC
	Distance Learning Coordinator

	DLT
	Distance Learning Technician

	DMDG
	Drug and Medical Devices Group

	DMHS
	Disaster Mental Health Services

	DPS
	Department of Public Safety

	DSHS
	Department of State Health Services (Texas)

	EMS
	Emergency Management System

	EOC
	Emergency Operations Center

	ERT
	Epidemiology Response Team

	ESC
	Emergency Support Center (DSHS)

	FASC
	Finance/Administration Section Chief

	FDA
	Food and Drug Administration

	FEMA
	Federal Emergency Management Agency

	GDEM
	Governor’s Division of Emergency Management

	HAN
	Health Alert Network

	HCW
	Health Care Worker

	HSPD
	Homeland Security Presidential Directive

	HSR
	Health Service Region

	IAP
	Incident Action Plan

	IB
	Immunization Branch

	IC
	Incident Command

	ICP
	Infection Control Practitioners

	ICS
	Incident Command System

	IDCU
	Infectious Disease Control Unit

	ILI
	Influenza-like Illness

	JIT
	Just in time training

	LC
	Legal Counsel

	LHD
	Local Health Department

	LNO
	Liaison Officer

	LRN
	Laboratory Response Network

	LSC
	Logistics Section Chief

	MA
	Medical Advisor

	MOA
	Memorandum of Agreement

	MOU
	Memorandum (memoranda) of Understanding

	NBS
	NEDSS Based System

	NEDSS
	National Electronic Data Surveillance System

	NIMS
	National Incident Management System 

	OBH
	Office of Border Health

	OGC
	Office of General Counsel

	OEHD
	Office for the Elimination of Health Disparities

	OSC
	Operations Section Chief

	PB
	Pharmacy Branch

	PHL
	Public Health Laboratory 

	PI
	Pandemic Influenza

	PICS
	Pharmacy Inventory Control System

	PIL
	Pandemic Influenza Lead

	PIPC
	Pandemic Influenza Planning Coordinator

	PIO
	Public Information Officer

	PIPG
	Pandemic Influenza Planning Group

	PIRD
	Pandemic Influenza Preparedness Plan and Resource Document

	PPE
	Personal Protective Equipment

	PSC
	Planning Section Chief

	RD
	Regional Director

	SARS
	Severe Acute Respiratory Syndrome

	SDO
	Standing Delegation Orders

	SNS
	Strategic National Stockpile

	SO
	Safety Officer

	SOC
	State Operation Center

	SOG
	Standard Operating Guidelines

	TAHC
	Texas Animal Health Commission

	TALHO
	Texas Association of Local Health Officials

	THA
	Texas Hospital Association

	TIMS
	Texas Inventory Management System

	TMA
	Texas Medical Association

	TSBME
	Texas State Board of Medical Examiners

	TNA
	Texas Nurses Association

	TxOHS
	Texas Office of Homeland Security

	TPA
	Texas Pharmacy Association

	TPW
	Texas Parks and Wildlife 

	TRC
	Texas Racing Commission

	TVFC
	Texas Vaccines for Children

	TVMDL
	Texas Veterinary Medical Diagnostic Laboratory

	TWICES
	Texas-Wide Integrated Client Encounter System

	USDA-APHIS
	United States Dept. of Agriculture Animal & Plant Health Inspection Service

	VAERS
	Vaccine Adverse Events Reporting System

	VIS
	Vaccine Information Statement

	VMI
	Vendor-Managed Inventory

	WHO
	World Health Organization


Definitions

An antiviral medication destroys or inhibits the growth and reproduction of viruses.

A confirmed case of influenza disease is a person with influenza-like illness and with laboratory-confirmed influenza virus infection. A diagnosis of influenza is usually made on a clinical basis, particularly if influenza has been reported in the community. 
Community containment measures refer to the separation of infected or exposed people from non-infected people by use of isolation, quarantine, or other restrictions on movement and activities. 

A contact is a person who has been exposed to an influenza case during the infectious period. A close contact is a person who has cared for or lived with someone with influenza or had direct contact with respiratory secretions or body fluids of a patient with influenza. Examples of close contact include kissing or hugging, sharing eating or drinking utensils, talking to someone within 3 feet, and touching someone directly. Close contact does not include activities such as walking by a person or sitting across a waiting room or office for a period of time. 
Health care worker refers to any employee who has close contact within 3 feet of patients, patient-care areas (i.e., patient rooms, procedure areas), or patient-care items (i.e., linens and other waste).

The incubation period is the time from exposure to an infectious disease to symptom onset. The incubation period for influenza is usually two days but can vary from one to five days.

Infection control measures decrease the risk for transmission of infectious agents through proper hand hygiene, scrupulous work practices, and use of Personal Protective Equipment (PPE)  including masks, gloves, gowns, and eye protection. The types of infection control measures are based on how an infectious agent is transmitted and include standard, contact, droplet, and airborne precautions (see related information online at http://www.cdc.gov/ncidod/hip/ISOLAT/Isolat.htm). Recommendations for influenza are standard, contact, and droplet precautions, defined below:

· Standard precautions are work practices required for the basic level of infection control. They center on proper hand hygiene and include use of Personal Protective Equipment (PPE)             to serve as protective barriers and appropriate handling of clinical waste.

· Contact precautions are work practices designed to reduce the risk of transmitting infectious agents by direct or indirect contact with an infectious person. Direct contact transmission involves a direct body surface–to–body surface contact and physical transfer of infectious agents between an infected person and a susceptible host. Indirect–contact transmission involves contact of a susceptible host with a contaminated intermediate object, such as contaminated instruments or dressings, or contaminated hands that are not washed or gloves that are not changed between patients. Contact precautions also may include the use of PPE (gloves, gown, surgical mask, goggles or face shield) to reduce the spread of infectious agents.

· Droplet precautions are designed to reduce the risk of droplet transmission of infectious agents. Droplet transmission occurs when droplets containing infectious agents generated by an infectious person are propelled a short distance through the air (i.e., by coughing, sneezing, or talking) and deposited on the conjunctivae or mucous membranes of the mouth or nose of a susceptible person. Droplet precautions include the use of PPE (gloves, gown, surgical or other mask, and goggles or face shield) to reduce the spread of infectious agents.

Influenza-like illness (ILI) is defined as 1) a fever ( 100(F and 2) cough and/or sore throat in the absence of a known cause.

An influenza pandemic is a worldwide outbreak of a novel influenza virus causing sudden, pervasive illness in all age groups, and can severely affect even otherwise healthy individuals. Influenza pandemics occur infrequently and at irregular intervals and have the potential for substantial impact resulting in increased morbidity and mortality, significant social disruption, and severe economic costs.

Isolation and quarantine are standard practices in public health, and both aim to control exposure to infected or potentially infected people. Both may be used voluntarily or compelled by public health authorities and can be applied on an individual or population level. 

· Isolation refers to the separation of people with a specific contagious illness from contact with susceptible people and the restriction of their movement to contain the spread of that illness. Isolation usually occurs in a hospital but can be in a home or dedicated isolation facility.

· Quarantine refers to the separation and restriction of movement of well people who may have been exposed to an infectious agent and may be infected but are not yet ill. Quarantine usually occurs in the home but can be in a dedicated facility or hospital. The term “quarantine” also can be applied to restrictions of movement into or out of buildings, other structures, and public conveyances. States generally have authority to invoke and enforce quarantine within their jurisdictions, although quarantine laws vary among states. The Centers for Disease Control and Prevention (CDC) also is empowered to detain, medically examine, or conditionally release people suspected of carrying certain communicable diseases at points of arrival in and departure from the United States or across state lines.  

· Work quarantine – In the event that quarantine is used as an occupational exposure management tool, some health care workers (HCWs) may need to continue working to ensure sufficient staffing levels. Appropriate measures should be developed for HCWs to comply with quarantine orders and to continue working at the health care facility. Limitations on alternative employment will be needed. 
Nonpharmaceutical Interventions are those interventions to reduce transmission of disease at an individual or population level that are not pharmaceutically based.

Nosocomial refers to a health care setting, such as a hospital or clinic. Typically, nosocomial transmission refers to spread of an infectious disease from a patient in a health care setting or from a health care worker to another patient, worker, or visitor in the same setting. 

An outbreak is a sudden increase in the number of cases of a specific disease or clinical symptom. 

Personal protective equipment (PPE) is barrier protection to be used by an individual to prevent disease transmission. PPE may include gowns, gloves, masks, goggles, or face shields. The type of mask (i.e., surgical, N95, or powered, air-purified respirator) is disease-specific and defined in the type of precautions.

Prophylaxis is the prevention of or protective treatment for a disease.  

· Chemoprophylaxis is the use of vaccines, antiviral medications or other chemical agents to prevent the spread of influenza disease)

Respiratory hygiene and cough etiquette refers to the institution of public health measures to avert the transmission of influenza and/or other infectious diseases. 

Surge Capacity is the accommodation to transient sudden rises in demand for services following an incident. It is the ability of the health system to expand beyond normal operations to meet a sudden increased demand for service. 

Vendor Managed Inventory (VMI) refers to a means of optimizing supply chain performance in which the pharmaceutical manufacturer is responsible for maintaining the distributor’s inventory levels. The manufacturer has access to the distributor’s inventory data and is responsible for generating purchase orders. Under this Private sector system, providers (physicians, clinics, etc.) order directly from distributors. 

Volunteer is any individual accepted to perform services by an agency and/or volunteer organization (Such as Ready Texans), that has authority to accept volunteer services, when the individual performs services without promise, expectations, or receipt of compensation for services performed.

· Employee on voluntary assignment – A State Agency employee who, with written supervisory approval, volunteers to provide and is subsequently tasked to perform a task outside the scope of their employment during a state and/or federal emergency. The employee may be considered as being on temporary assignment (Source-HHSC Human Resource manual, Chapter 3) to perform disaster assistance duties

SECTION I.  INTRODUCTION 

1. BACKGROUND

The Centers for Disease Control and Prevention (CDC) estimates that, in the United States alone in a pandemic, up to 200 million people will be infected; approximately 50 million people will require outpatient care; about two million people will be hospitalized; and between 100,000 and 500,000 people will die.  In Texas, it is predicted that at least two waves of pandemic influenza will occur. The second wave will strike about three to nine months after the first wave.  In a given community, the pandemic waves will last about one month and peak at two weeks depending on interventions available. Assuming an attack rate of 25%, an estimated 5.5 million Texans would become infected and an estimated 4% of those, about 200,000, people, would likely require hospitalization.  We assume that about 1.7% of those infected nationally, about 95,000 people would die as a result of their illnesses. A second wave would likely cause an additional 5% of the population, approximately 1.1 million people, to develop the disease. Of these, it is estimated that 4%, about 44,000, may be hospitalized and 1.7%, about 18,000, may die.  Additional waves may occur each with fewer numbers ill, hospitalized, and dying. These numbers depend on virus transmissibility, virulence and other factors such as vaccine availability.

The impact of a pandemic is measured not only by how many people will die. If millions of people get sick at the same time, major social consequences also will occur. Hospital capacity will not be able handle the numbers of severely ill requiring in-patient care. If significant numbers of physicians and nurses become ill, it will be difficult to care for the sick. If the majority of officers on a local police force are infected, the safety of the community might be at risk. If air traffic controllers are all sick at once, air travel could grind to a halt, interrupting not only business and personal travel, but also the transport of life-saving vaccines or anti-viral drugs. A pandemic event also may be expected to result in stress and emotional trauma for responders, health care providers, individuals, and communities. Hospitals will need to provide psychological and stress management support to those who are symptomatic, those who believe they are ill, and to staff who are dealing with the increased workloads and personal concerns. The public will require information on how to recognize and cope with the short and long-term risk of sustained stress during mass vaccinations, for those debilitated by influenza, and their caregivers. A vital part of pandemic planning is the development of strategies and tactics to address all these potential problems.

The influenza epidemics that happen nearly every year are important events. Influenza is a respiratory illness that makes hundreds of thousands of people sick each year and kills tens of thousands. One of the most important features about influenza viruses is that their structure changes slightly but frequently over time, a process known as “genetic drift”. This process results in the appearance of different strains that circulate each year. The composition of the influenza vaccine is changed annually to help protect people from the strains of influenza virus that are expected to be the most common ones circulating during the coming influenza season. In some years, the influenza virus changes dramatically and unexpectedly through a process known as “genetic shift.” Genetic shift results in the appearance of a new influenza virus (called a “novel virus” to which few, if any, people are immune. If this new virus spreads easily from person to person, it could quickly travel around the world and cause increased levels of serious illness and death, affecting millions of people. This is called influenza pandemic. 
The next pandemic, an event considered by many experts to be inevitable and overdue, will require an estimated three months to reach North America following international identification. In addition, experts believe that the next pandemic will involve sustained transmission of highly pathogenic avian influenza.  

In 2004, a shortage of the vaccine occurred because of contamination of one of the major United States suppliers’ batches. This created a perceived crisis as individuals sought the vaccine at any price, both financial and personal. Generalized anxiety and fear were widespread and affected all levels of society. It would be expected that a pandemic of any size would create an even greater level of stress adding to the burden that will be placed on public and private health care and existing infrastructures. For every person who presents with influenza-like symptoms, 3 to 5 people will present and require assessment, treatment or psychological management and follow-up.

Health departments must be ready to act immediately. The Texas Department of State Health Services (DSHS) Pandemic Influenza Planning Group (PIPG) (Appendix A), in cooperation with various state and local stakeholders, has developed the Texas Pandemic Influenza Preparedness Plan and Resource Document (PIRD) to outline strategies by which state and local health departments (LHD) can reduce pandemic influenza-related morbidity, mortality, and social disruption. Key roles and responsibilities (Appendix B) for the pandemic stages have been defined for DSHS staff. The DSHS Community Preparedness Section (CPS) has been designated as the lead for pandemic response. 

The target audiences for the PIRD are regional and local health department and hospital planners tasked with developing pandemic influenza response plans. It serves as a guide to local planning as well as delineating DSHS activities.

The PIRD reflects a dynamic, ongoing collaborative process involving national, state, and local jurisdictions and is organized based on the cyclical periods and phases of an influenza pandemic as defined by the World Health Organization (WHO): Interpandemic Period, Pandemic Alert Period, Pandemic, and Postpandemic Period. “Subsided” is added as a fifth period to accommodate actions required to deal with inter-wave issues in key components. Each of the key components will be developed as it applies to each pandemic period.

2. ASSUMPTIONS

A. Local governments have the primary responsibility to provide public health, mental health, and emergency medical services within their jurisdictions. State government will provide (for counties without a health department) and/or augment public health, mental health, and emergency medical services that exceed the capabilities of the local government. The Federal Response Plan (ESF 8 - Health and Medical) will support public health and medical activities as required by the State of Texas in accordance with pre-established activation procedures.
· Pandemic influenza (PI) plans are based on similar command/control templates developed at the state, region, and local levels to integrate with existing emergency plans, activities, and inventories. 
· Influenza is currently not a notifiable condition in Texas and reporting is voluntary. Upon the Governors declaration of a public health emergency due to a pandemic influenza, influenza will become a reportable condition.

· Using current vaccine development methods and technology, it will take three to six months after identification of a new virus subtype before a new vaccine is available for production. Once the vaccine is available, it will take five months to produce an adequate supply for the United States population (approximately 20 percent of the vaccine will be produced per month). 
· Antiviral drugs are an important adjunct to vaccine for the mitigation of influenza.  They are not a substitute for vaccination.  
· State vaccination and antiviral priority guidelines will serve as a guide until CDC recommendations are developed.
· Public attention and widespread anxiety are likely to occur.
· Disseminating timely and accurate information to public health officials, medical care providers, community partners and stakeholders, the media and the general public is one of the most important facets of pandemic influenza preparedness and response.  

3. KEY COMPONENTS

3.1 PLANNING AND COORDINATION

A. Use of the Incident Command System  - The Texas Department of State Health Services uses the National Incident Management System (NIMS)-compliant Incident Command System (ICS), a standard, on-scene, all-hazards incident management system already in use by first responders, states, and the federal government. The ICS has been established by NIMS as the standardized organizational structure for the management of all incidents (Ap/pendix C). 

B. Planning and Coordination Assumptions for Pandemic Influenza Plan
1. All Planning and Coordination organizational concepts, standardized terminology, and operational principles shall comply with NIMS guidelines mandated by Homeland Security Presidential Directive (HSPD) 5.

2. Command/Control procedures will be flexible and adaptable to all pandemic influenza periods and phases as defined by the WHO. Ideally, the same basic command structure will be in place so that roles and responsibilities do not change significantly during the evolution of the pandemic or inter-pandemic periods.   Staff and resources will be added to, or removed from, the command structure as the situational needs dictate. 

3. The Planning and Coordination structures at DSHS central office, Health Service Region (HSR) offices, and local health departments (LHD) will be unified as necessary, to assure statewide function is maintained and transition between levels of authority is coordinated and mutually agreeable to the entities involved.
4. Plans based on similar command/control templates are developed at the state, regional and local levels.

5. Redundancy (the provision of multiple interchangeable components equally able to perform a single function) and backup of staff roles and responsibilities will be expected. Disaster realities will dictate that DSHS ICS personnel may be present at the local Emergency Operations Centers (EOC), Disaster District Command Centers (DDC), State Operations Center (SOC), and/or the DSHS Emergency Support Center (ESC). Redundancy provides adequate staffing of the ICS while also serving the needs of the EOC, DDC, SOC, or ESC. Redundancy and backup provide for necessary shift relief for situations that extend beyond a “normal” working day. 
6. There is an adequate local capability to meet most emergency situations at the local level, although only for a limited period of time. Local governments have the primary responsibility to provide public health, mental health and emergency medical services within their jurisdictions. It is understood that rural and very rural communities may have few or no disaster response capabilities.

7. In order to supplement local resources, state and federal assistance will be available upon request or by direction of the Texas Office of Homeland Security (TxOHS) or the Governor’s Division of Emergency Management (GDEM). Based on past history, resources can be expected to be made available from the national level for plan implementation, although the level and nature of such resources have not been determined. 
8. For counties without LHDs, state government, via HSRs, will provide and/or augment public health, mental health and emergency medical services that exceed the capabilities of the local government.
3.2 SITUATION MONITORING AND ASSESSMENT  

The genetic structure of the influenza virus is constantly changing. Most of these changes (genetic drift) do not affect public health response. However, more significant changes may necessitate adapting the strains of influenza virus that are contained in the annual trivalent vaccine.  Both virologic surveillance to detect novel as wells anticipated circulating strains (influenza viruses are isolated for antigenic and genetic analysis) and disease surveillance where morbidity/mortality factors are evaluated (epidemiologic features and clinical impact of new variants are assessed) are equally important for pandemic preparedness.

The DSHS Laboratory isolates and subtypes influenza viruses year round, although emphasis each year is from September through May, The laboratory transmits data electronically to the CDC.  Influenza isolates are referred to CDC for detailed antigenic characterization according to WHO guidelines, which include any isolate that cannot be subtyped with WHO kit reagents; pre-season, early-season, and late-season isolates; a representative number of isolates during peak activity; isolates obtained during an outbreak; isolates from people receiving antivirals or from their contacts who become ill; and isolates from cases of suspect animal-to-human transmission.  The Epidemiology and Laboratory Capacity for Infectious Diseases grant supports influenza laboratory testing and any testing coordinated with Infectious Disease Control Unit is free.

Pandemic influenza, however, is likely to pose unique challenges that may not be addressed with routine laboratory surveillance.  For example, if the recommendation is to use non-culture methods to detect and identify the novel strain, molecular testing will be used.  The laboratory’s capability to identify novel influenza strains will follow CDC guidelines.
3.3 PREVENTION AND CONTAINMENT

A. Vaccines

The WHO Collaborating Influenza Centers, of which the CDC is the North American representative, detect and monitor new variants of influenza virus throughout the year for potential inclusion in the next season’s vaccine. Vaccine strains are ultimately chosen by early spring.

Since its development more than 50 years ago, inactivated influenza vaccine has been considered the cornerstone of influenza prevention and control. Vaccine is administered primarily to those people defined as highest risk for complications as defined by the CDC’s Advisory Committee on Immunization Practices (ACIP). For 2004-2005, children ages 6 months to 23 months and women who will be pregnant during influenza season were added to the at-risk list, thus increasing the demand for vaccine. Texas maintains a 68% level of immunization among people age (65 years old.  

Vaccination programs for pandemic influenza present unique challenges.  Methods of vaccine delivery, administration, and tracking depend upon the vaccine supply and the epidemiology of the illness.  The current system for routine influenza vaccination relies on private sector distribution and administration. During an influenza pandemic, the bulk of the vaccine may be distributed through the public sector with federal and state governments controlling most of the distribution.  The current system will be supplemented with more active participation of public health clinics located throughout communities or through pre-determined congregate points of distribution or through the US Postal Service as a considered option for mass distribution. 

Using current vaccine development methods and technology, it will take three to six months after novel virus identification before the new vaccine is available for production. Once the vaccine is available, it will take five months, assuming sufficient production capacity, to produce an adequate supply of vaccine for the United States population (approximately 20 percent of the vaccine will be produced per month). It is anticipated that the vaccine available during at least the first month will be purchased by the federal government and distributed to state health departments. This vaccine will be used to vaccinate priority groups as defined by DSHS utilizing CDC guidelines.  DSHS and/or private providers will need to establish mechanisms for acquiring the remaining 80 percent of the vaccine needed.  This may either be done through Vendor-Managed Inventory (VMI), as influenza vaccine is normally handled, or acquired and distributed through DSHS in the public sector.  Once the vaccine is distributed, it must be administered as rapidly as possible in order to stem the emergence of new cases. Two doses of vaccine (two to four weeks apart) will be required to develop immunity to the novel virus since immunologic responses following vaccination of unprimed (seronegative) individuals is generally poor.

B. Antivirals

Antiviral drugs for influenza are an important adjunct to influenza vaccine for the control and prevention of influenza.  However, they are not a substitute for vaccination.  Antivirals are to be used as a temporary measure for prophylaxis until vaccine is available. In the DSHS Pandemic Influenza Preparedness Plan preparation for use of antivirals is in addition to, not in place of, vaccine preparation.

Four currently approved antivirals are available in the United States:  amantadine, rimantadine, zanamivir, and oseltamivir (Tamifllu®).  Amantadine and rimantadine are chemically related antiviral drugs with activity against influenza A viruses, but not influenza B viruses.  Zanamivir and oseltamivir are neuraminidase inhibitors with activity against both influenza A and B viruses.  Both zanamivir and oseltamivir were approved in 1999 for the treatment of uncomplicated influenza infections.  Oseltamivir is the only antiviral demonstrating efficacy in treatment or prevention of H5N1 infection. 

The purpose of antiviral pandemic influenza planning is to establish a contingency distribution system of antivirals for health care and other essential community service workers until the federal government completes their assessment.

	Table 1.  Antiviral Drugs Approved for Influenza by the Food and Drug Administration (FDA)

	Antiviral Drug a
	Approved Use
	Influenza

Strains Affected
	Approved Population
	How Supplied
	Cost per Daily Doseb

	
	
	
	
	Form
	Dosage
	

	Amantadine
	Prophylaxis and treatment
	All A strains
	People >1 year
	Capsules, generic
	100mg 100s
	$0.37

	1. 
	2. 
	3. 
	4. 
	Syrup, generic
	50mg / 5ml
	$0.42

	Rimantadine
	Prophylaxis and treatment
	All A strains
	Adults & children C
	Capsules, Flumadine®
	100mg 100s
	$2.18

	5. 
	6. 
	7. 
	8. 
	Syrup, Flumadine®
	50mg / 5ml
	$1.66

	Zanamivir
	Treatment
	All A and B strains
	People >7 years
	Powder for inhalation, Relenza®
	5mg 5 day treatment
	$9.60

	Oseltamivir
	Prophylaxis and treatment
	All A and B strains
	Adults & children d
	Capsules, Tamiflu®
	75mg 10s
	$5.94

	
	
	
	
	Oral suspension, Tamiflu®
	12mg / ml 

25ml
	$11.90

	a Drugs not normally stocked in DSHS pharmacy.

b Cost to state government based on state contracts; prices quoted as of 6/6/05 by McKesson distributor.

c Rimantadine is approved for prophylaxis in children; however CDC reports that many experts also consider rimantadine appropriate for treatment in children.

d Oseltamivir is approved for treatment for people >1 year; it is approved for prophylaxis for people 13 years of age and older.


C. Problems and Limitations of Antivirals: 

There are a series of formidable problems and limitations associated with widespread use of antiviral agents:
1. Under current circumstances, the supply of these drugs would be well below the anticipated demand during an influenza pandemic. Efforts are under way to provide funding to ramp up production. Funding may become available to purchase stockpiles as supplies become available. 

2. Widespread use of antivirals could lead to the widespread emergence of drug-resistant viral strains.

3. Adverse reactions and liability are a concern.

4. Agency purchase and storage of antivirals. 

a. The federal government is considering the feasibility and cost of stockpiling the two drugs, and/or the raw materials to make these drugs, in the Strategic National Stockpile (SNS).

b. A second option is that the federal government purchases antivirals for the state. If this is the option, plans must be made for the transfer and storage of the drugs, be it the DSHS central office pharmacy, the HSR pharmacies, the VMI distributors, and/or selected hospitals. 

c. A third option is that the state purchase a yet to be determined amount of antivirals to stockpile for high priority targeted groups. Distribution and storage will be issues with this option as well. 

d. Until purchase and storage have been determined, it should be assumed these drugs will play a minimal role in reducing the impact of the pandemic and should be reserved for high priority groups.
3.4 HEALTH SYSTEMS RESPONSE

All state and local governments as well as congregate care facilities are required to have an emergency management plan that addresses all hazards. However, pandemic influenza is likely to pose unique challenges that may not be addressed in current emergency management plans. For example, in a pandemic emergency situation, it is expected that notification and response will be initiated at the national or international level, followed by state and, finally, local level. Because of these unique challenges, emergency management plans should incorporate a pandemic influenza plan as an appendix to the existing plan.

3.5 COMMUNICATIONS 

Disseminating timely and accurate information to public health officials, medical care providers, the media, and the general public is clearly one of the most important facets of pandemic influenza preparedness and response.  This section describes the procedures for communications that mirror the components of the national system and facilitate exchange of information among all levels of government – local, state and federal.  This section looks at (A) The Texas Health Alert Network, (B) Communications with Health Care Professionals, and (C) Public Information Dissemination.

A. The Texas Health Alert Network (HAN)

B. Communications with Health Care Professionals

C. Public Information Dissemination:

The Communications Unit within the DSHS Center for Consumer and External Affairs (CCEA) is charged with news media relations and public information dissemination. The DSHS Communications Unit through the DSHS Crisis and Emergency Risk Communication (CERC) Guidelines will carry out emergency risk communications and public information dissemination for pandemic influenza. The CERC guidelines can be found on the Web at: http://www.dshs.state.tx.us/riskcomm/documents/Communications%20Plan%20050101.pdf. The DSHS News Media Policy is outlined in the CERC guidelines and also may be accessed through the DSHS Intranet at http://online.dshs.state.tx.us/policy/agency/aa%2D5036.htm. The CERC Guidelines cover two areas of crisis and emergency risk communications within DSHS:

1. Direct communication from DSHS through the Communications Unit to the news media; and

2. Information dissemination to educate the public regarding exposure risks and effective public response.

The DSHS CERC Guidelines are reviewed and revised periodically, at a minimum of once a year.

4. PANDEMIC PHASE CHART
The World Health Organization (WHO) has defined periods and phases of a pandemic to assist with planning and response activities. For consistency, comparability and coordination of national, state and local response, identification and declaration of the following periods  and phases will be done at the national level.

“Actions listed for each pandemic phase are intended to continue after upscaling to higher phases unless they are superseded by actions in the higher phase. If upscaling designation skips a phase, actions in the skipped phase should also be implemented unless they are superseded by actions in the higher phase” (WHO, 2005).

	PANDEMIC PHASE CHART

	WHO Pandemic Phase
	Definition

	Interpandemic Period

Phases 1 and 2
	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, the riska 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 riska of human disease.

	Pandemic Alert Period

Phase 3, 4, and 5
	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.b

	
	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). b

	Pandemic Period

Phase 6
	Phase 6  - Pandemic phase: increase and sustained transmission in general population. b 

	Subsided
	Between waves

	Postpandemic Period
	End of pandemic and return to Interpandemic Period.

	 a   The distinction between phase 1 and phase 2 is based on the risk of human infection or disease resulting from circulating strains in animals. The distinction would be based on various factors and their relative importance according to current scientific knowledge. Factors may include: pathogenicity in animals and humans; occurrence in domesticated animals and livestock or only in wildlife; whether the virus is enzootic or epizootic, geographically localized or widespread; other information from the viral genome; and /or other scientific information.

	b The distinction between phase 3, phase 4 and phase 5 is based on an assessment of the risk of a pandemic. Various factors and their relative importance according to current scientific knowledge may be considered. Factors may include: rate of transmission; geographical location and spread; severity of illness; presence of genes from human strains (if derived from an animal strain); other information from the viral genome; and or other scientific information.


The WHO and CDC may declare, upscale, or downscale phases in a non-sequential order since viral characteristics and sequence of progression may vary (WHO, 2005). In addition, there is the possibility of simultaneous occurrence of events with pandemic potential with different threat levels in different countries. Thus, there may be significant deviations from anticipated sequence of events.
SECTION II.  PREPAREDNESS PLAN RESOURCE GUIDANCE

1.1 PLANNING AND COORDINATION 

PHASE 1 and 2

A. DSHS leadership will organize a NIMS-compliant ICS Structure to take the lead during the Pandemic Alert Phase 3 and subsequent phases of the state’s public health and health-care related response to pandemic influenza.  Personnel will be identified for each role (Appendix C).

B. The Pandemic Influenza Planning Group will be comprised of:

1. Pandemic Influenza Planning Coordinator (PIPC), committee chair
2. Pandemic Influenza Lead (PIL)

3. Representatives from across the agency (Appendix A)

4. Representatives from external stakeholders (Appendix D)

C. The PIPG will develop, review, and update the Pandemic Influenza Standard Operating Guide (SOG) and PI Preparedness Plan and Resource Document annually (Appendix B).
D. The Public Health Laboratory (PHL) and Laboratory Response Network (LRN) (Appendix E) will provide testing, training and technical support to the DSHS pandemic response. 

E. The Immunization Branch (IB) and Pharmacy Branch (PB) will provide oversight for vaccine/drug procurement and distribution.

F. Each HSR has the following personnel and other resources to assist in disaster response:

1. Disease Control and Prevention: epidemiologists, physicians, veterinarians, infection control practitioners, registered nurses, experienced disease investigators, data entry/analysis, and other professional staff
2. Environmental Health: sanitarians, industrial hygienists, toxicologists, health physicists, engineers, hydrologists, and other environmental technicians

3. Regulatory Affairs: regulatory staff with expertise in state/federal laws; hospital licensing expertise
4. Immunization Program and Pharmacy: nurses, pharmacists, and experienced disease investigators 
5. Emergency Medical Services (EMS): staff with expertise in facilitating emergency medical system response and trauma systems
6. Public Health Laboratories: microbiologists, laboratory technicians and other staff; laboratory testing facilities

7. Health Alert Network

8. Stress management and Crisis Counseling: Critical Incident Stress Management (CISM) trained personnel, social workers, psychologists, crisis counselors, and other professional staff
G. Information resource lists are maintained in Appendix 6, Texas Bioterrorism Preparedness and Response Plan, and its associated standard operating guidelines as part of Health and Medical Annex H of the State Emergency Management Plan.

H. HSRs and LHDs will be included in the planning/updating of the state plan and develop pandemic influenza response plans for their jurisdictions.

I. PIPG will identify gaps in state infrastructure and resources, laws and statutes that may interfere with effective response. HSRs and LHDs will identify local gaps. Approaches to correct these gaps will be developed.
J. PIPC or designee will coordinate plans with border jurisdictions American Indian tribes and special-needs populations.

K. Plans will be exercised alone or in conjunction with other All Hazards Response Plans.
1.2 SITUATION MONITORING AND ASSESSMENT

PHASE 1 and 2
A. International Influenza Surveillance. In the United States, international influenza surveillance activities are carried out by the WHO Collaborating Center for Influenza Reference and Research at the CDC. 
B. National Influenza Surveillance. In the United States, the CDC carries out national influenza surveillance activities. Current United States surveillance activities include:
1. Approximately 110 national laboratories (70 laboratories in the United States) report the number and type of influenza viruses isolated each week and send representative and unusual viral specimens to CDC for comparative antigenic and genetic analysis.  This information is updated weekly and is available online at www.cdc.gov/ncidod/diseases/flu/weeklychoice.htm.
2. State and territorial epidemiologists report the level of influenza activity in their state each week as “widespread,” “regional,” “sporadic,” “local” and “no activity.”  This information is updated weekly and is available on line at www.cdc.gov/ncidod/diseases/flu/weeklychoice.htm

.
3. Each week, a national voluntary network of approximately 2,200 sentinel physicians report the number of patients presenting with influenza-like illness (ILI) and the total number of patient visits by age group.  This information is updated weekly and is available online at www.cdc.gov/ncidod/diseases/flu/weeklychoice.htm

.
4. Vital Statistics Offices of 122 cities in the United States report, on a weekly basis, the percentage of total deaths caused by influenza and pneumonia.

5. A variety of other sources that report influenza outbreaks or other influenza-associated events.

C. Texas Influenza Surveillance. In Texas, DSHS carries out state influenza surveillance activities in collaboration with partners.
1. State and county health departments assume primary responsibility for carrying out virologic, mortality and morbidity components.  

2. In response to unanticipated vaccine shortages, aggregate electronic reporting of ILI will be undertaken regionally as an expansion of existing sentinel provider surveillance activities. While this has not been established it can be set up in a matter of days.

3. Current influenza surveillance is done by DSHS Infectious Disease Control Unit (IDCU) and includes:

a. Passive surveillance of respiratory specimens sent to the DSHS Public Health Laboratory (PHL) for viral isolation and identification of influenza type and subtype

b. Passive surveillance of ILI outbreaks in long-term care facilities

c. Passive surveillance of ILI outbreaks in schools or other institutional settings (jails, workplaces)

d. A voluntary network of state sentinel providers (physicians and group medical practices) report each week the number of patients presenting with ILI and the total number of patient visits by age group.  Currently there are approximately 70 participating sentinel providers reporting throughout the year with at least one site in each region of Texas

e. LHDs conduct syndromic surveillance for respiratory illness or ILI (software applications are being used or under consideration). Those currently in use in the state vary in application and syndromes identified.  Some may be useful for data gathering during a pandemic.  Consideration is being given to 2 software applications for statewide use.

f. Passive reporting of prescription trends by pharmacies

4. The PIL will coordinate the statewide influenza surveillance data including but not limited to syndromic surveillance, lab information, and other sources of information.

5. The PIPG will continue to seek out funding sources to maintain and enhance the influenza plan.  PIL, DPI, and PHL will coordinate funding opportunities for influenza program development.

6. Targeted improvements to routine influenza surveillance in Texas are resource dependent and could include:

a. Increase the sentinel physician network to one physician for every 250,000 population.

b. Recruit healthcare facilities with population-based electronic medical records to report coding for visits for acute febrile respiratory illnesses (ICD-9 codes 460-487).

c. Laboratory-based viral subtyping surveillance for A non-subtypable isolates

d. Enhance surveillance of severe respiratory illness and unexplained deaths at local sites, e.g. hospitals that evaluate immigrant health.

e. Link influenza surveillance to syndromic bioterrorism (BT) surveillance, e.g. increased over-the-counter drug use, work/school absenteeism.

f. Establish formal partnerships between DSHS and the Texas Animal Health Commission (TAHC), Texas Racing Commission (TRC), Texas Parks and Wildlife Department (TPW), United States Department of Agriculture Animal and Plant Health Inspection Service (USDA-APHIS), Texas Veterinary Medical Diagnostic Laboratory (TVMDL) and other entities to share animal influenza surveillance data.

g. Establish an active serologic surveillance program for monitoring poultry workers and others with exposure to poultry, wild birds, pigs, horses and other animals with confirmed influenza infections.

7. The DSHS laboratory will: 

a. Maintain reference capability and capacity to isolate influenza in cell culture and subtype using reagents provided by the WHO.
b. Submit influenza isolates to CDC according to WHO guidelines, sending isolates that cannot be subtyped with kit reagents; pre-season, early-season, late-season isolates and a representative number of isolates during peak activity; isolates obtained during an outbreak; isolates from persons receiving antivirals or from their contacts who become ill; and isolates from cases of suspect animal-to-human transmission.
c. Identify additional staff required for surge capacity.

d. Identify laboratories in addition to those in the LRN that may serve as resources for specimen analysis.

1.3 PREVENTION AND CONTAINMENT

PHASE 1 and 2
DSHS pre-pandemic activities are designed to develop infrastructure, strategies, and collaborative relationships during the Interpandemic Period and prepare for a pandemic.  They include the following strategies:

A. Non-pharmaceutical Interventions (Appendix F)
1. Determine procedures (Appendix F and http://www.dshs.state.tx.us/comprep/ogc/cdmanual.pdf) for, and legalities related to, suspension of rules and necessary limitations of freedoms to contain the pandemic in collaboration with the DSHS Office of the General Counsel (OGC) that include, but are not limited to:

a. Quarantine and property control measures

b. Release of information to law enforcement

c. School/business closures
d. Cancellation of public events
B. Pharmaceutical Interventions: Vaccines and antivirals
1. System-related strategies

The PIPG, HSRs, and LHDs in conjunction with internal and external stakeholders will:

a. Provide influenza vaccine and/or antivirals to high-priority target groups and the general population based on changing conditions and CDC recommendations (Appendix G):
i. Efficiency: treatment with antivirals may be more efficient and cost effective than prophylaxis for those at low risk for complications.
ii. Consideration of rapid influenza tests to determine infection before the treatment is initiated.

iii. Greatest impact: Give prophylaxis to those at highest risk for complications.
iv. Prioritization within priority groups may occur if supplies are limited.

b. Develop a vaccine and antiviral plan or program scheme (Appendix H) to include the following:

i. Estimate the amount of vaccine and/or antivirals needed for priority groups.

ii. Establish a plan to:
· Monitor and track vaccine and antiviral supplies and distribution.
· Monitor patient compliance with antiviral medication regimen.
· Track vaccine series to ensure two doses are given.
iii. Plan alternatives for ordering and distribution of vaccines and/or antivirals in the presence of:

· Severe shortages

· Moderate shortages

· No shortages

· Complete federal purchase and distribution

· Partial federal purchase and distribution

· Minimal federal purchase and distribution
· State purchase of existing supplies using emergency funds.

· Status quo  (Majority of drugs in private sector):

iv. Develop plans for distribution of antivirals purchased with public funds in collaboration with the private sector stakeholders (private drug distributors, and others).

v. Plans will demonstrate steps to ensure equal distribution and access to specific population groups by identifying barriers to vaccination (e.g. culture, location). LHDs will develop strategies to overcome these barriers (e.g. use of churches, involvement of community gatekeepers, and leaders) as reflective of local community needs, in collaboration with the Office for the Elimination of Health Disparities (OEHD).
vi. Establish plan for outcomes monitoring.

c. The DSHS Pharmacy Branch will inventory available supplies (per a Flu-Specific checklist) of antiviral medications (Appendix I) to include the following:

i. Determine the potential supply of antivirals that are available from Texas drug wholesalers (actual inventories will vary on a day to day basis)

ii. Determine supply of any existing hospital based stockpiles.

iii. Determine the amount of amantadine needed for patients taking the drug for other conditions other than for flu therapy, including Parkinson's Disease.

· The usual daily dose of amantadine (Symmetrel) for Parkinson's patients is from 200 to 400mg daily. Dosage depends upon the age of the patient, etiology of the disease, and individual responsiveness).
d. The PIPG/IB will ensure procedures to monitor and track adverse reactions to vaccines and antivirals during an influenza pandemic.

i. MedWatch (http://www.fda.gov/medwatch/) is the Food and Drug Administration (FDA) safety information and adverse event-reporting program for drugs.  Reporting by consumers and health care professionals is voluntary.  Reporting by drug and biologic manufacturers and packers is mandatory.
· Texas does not have a mandatory state-level drug adverse event-reporting program.  However, the DSHS, Bureau of Food and Drug Safety, Drugs and Medical Devices Division (DMDG) does have a program to receive reports of injuries or complaints associated with adulterated, mislabeled or otherwise unsafe foods, milk products, drugs, dietary supplements, medical devices, cosmetics, indoor tanning practices, tattooing, or body piercing procedures.  Reports of injury or complaints can be called into a toll-free number or entered into an online complaint form.  Reports and complaints are then entered into a complaint database. The DMDG forwards reports of drug injury to the FDA MedWatch, but also maintains these reports in their database.

· The PIPG and/or PB will explore adapting this reporting system and database to monitor and track adverse events associated with antivirals administered for pandemic influenza.

ii. The Vaccine Adverse Events Reporting System (VAERS) is used in Texas. Adverse vaccine reactions will be reported through this system, which is currently used to report vaccine adverse reactions including influenza. HSRs and LHDs are familiar with VAERS.  VAERS program information and forms are available on the web at http://vaers.hhs.gov.
e. Ensure the DSHS OGC, in conjunction with the PIPG, IB, and PB:

i. Reviews medical and public health control legislation and liability issues related to delivery of biologic agents (e.g., vaccine and antiviral drug). The DSHS publication, Communicable Disease Control Measures In Texas, A Guide for Health Authorities in a Public Health Emergency (April 2004) summarizes these issues. The publication is accessible online at: http://www.dshs.state.tx.us/comprep/ogc/cdmanual.pdf
ii. Examines legal aspects, including workers compensation, related to use of prophylactic medications and refusal of medication for those in high-risk groups. Attempt to make changes as necessary.

iii. Determines procedures for, and legalities related to suspension of rules to contain the pandemic in collaboration with the OGC that include, but are not limited to:

· Unlicensed vaccinators

· Distribution of prescription antivirals by unlicensed volunteers

· Mandatory vaccinations

· Emergency distribution of drugs/vaccines

· Use of investigational drugs/vaccines
iv. Other legal resources and OGC interpretations that may be helpful can be found at http://www.dshs.state.tx.us/comprep/ogc/default.shtm. 
f. Ensure the draft DSHS Community Emergency Medication Clinic (CEMC) SOG is available (in a yet-to-be-determined location) that includes:  

i. Mass clinic flow template

ii. Job action sheets (staffing duties)

iii. Vaccine and antiviral distribution system

iv. Protocols for proper storage of vaccines and antivirals
v. Suggested list of supplies needed for clinic operations

vi. Other materials as necessary

g. Based on community needs and resources, HSRs and LHDs will determine who will provide prophylaxis to certain targeted risk groups, such as hospital staff, EMS, or critical service providers.

h. Identify sources of supplies needed for administering vaccine. The Drug and Medical Devices Group (DMDG) will be the primary point of contact. The SNS Push Pack and VMI are secondary sources of supplies.

i. The DMDG maintains a database of licensee information including products codes that generally identify the products handled by the firm. Although it is possible to identify firms that may have specific kinds of products needed to supply clinics in the affected area(s), the database is searchable by product code, but not by specific item.  

i. Ensure plans for recruiting/credentialing DSHS and other state agency assigned staff, volunteers, pharmacists, Emergency Medical Services, retired physicians and nurses, and others to administer vaccines will be done at the local and regional level. This activity is being accomplished in conjunction with local and regional BT plans for mass pharmaceutical dispensing clinics.

i. Obtain memoranda of agreement from agencies providing “volunteers” for the vaccination or antiviral dispensing effort.

ii. Amend policies and procedures to ensure that all non-health department personnel administering vaccine and prophylactic medication, such as volunteers, are working under the legal authority the Regional Director (RD) and/or the LHD Medical Director and are legally covered for insurance purposes.

iii. Volunteers normally are seen as non-paid personnel. If agency staff  "volunteer", and/or are directed to respond, and continue to be paid, there are significant legal/liability differences. This should be clarified with legal counsel.

j. Collaborate with private stakeholders (Texas Medical Association [TMA], Texas Hospital Association [THA], Texas Pharmacy Association [TPA], Texas Nurses Association [TNA], etc.), as well as public stakeholders (Texas Association of Local Health Officers [TALHO], LHDs), in planning:
i. Determine private sector roles, responsibilities, and capabilities

ii. Determine who is responsible for vaccinating or prophylaxing certain risk groups (e.g. hospitals vaccinating hospital staff vs. establishing mass clinics for high priority groups).

iii. Determine plans for educating private professional sector regarding prophylaxis and intervention strategies 

k. Identify border health issues and plan solutions with the Office of Border Health (OBH) and other applicable agencies.  Develop memoranda of understanding (MOUs) as necessary.

l. Ensure DSHS Disaster Mental Health Services (DMHS) resources including state hospitals, community MHMR centers and substance abuse assets are identified and included in planning, exercising and response activities in accordance with the Behavioral Health Annex of the State Emergency Management Plan.

m. Ensure the plan is exercised at the regional level and modify it as necessary to meet regional and local needs:

i. As tabletop exercises (The Pandemic Influenza Tabletop Exercise Package, April 2005, is available from CDC)

ii. In conjunction with bioterrorism and/or all-hazards exercises

2. Patient-related Strategies

The HSR and LHD participants in conjunction with the IB and PIPG will:

a. Encourage personal use of non-pharmaceutical interventions including hand washing, respiratory hygiene, and cough etiquette to prevent pandemic influenza.

b. Enhance annual influenza vaccination coverage levels in traditional “high-risk” groups, particularly in sub-groups in whom coverage levels are significantly low:  6 to 23 month old children (36.6% 2004-2005 season), pregnant women (12% 2002-2003), minorities (34% white; 28% African American; 27% Hispanic 2000 season), over 50 years of age with chronic underlying medical conditions (44% 2003-2004). The goal is to meet 90% coverage for over 64 and 60% coverage for 50-64 and high risk less than 50 years of age.
i. Consider vaccinating children in schools and child care centers to reduce the risk of exposure of high-risk groups. 

ii. Distribute written materials developed by the Communications Unit in the CCEA to health care providers that include a summary of the most current year’s influenza vaccine recommendations issued by the ACIP; a tip sheet with suggestions on strategies that have been successful in reaching at-risk populations; and listing of other resources to help promote and deliver adult vaccines. Include information on the normal and expected physiological and emotional impact as well as treatment recommendations that accompany alarming public health events.
b. Enhance Pneumococcal vaccination coverage levels to reduce the incidence or severity of secondary bacterial pneumonia (Appendix J). Currently 64% (2004-2005 season) of people 65 years old and older have been vaccinated.
c. Develop Standing Delegation Orders (SDO) or protocols for (Appendix K): 
i. Administering Influenza Vaccine in Clinics 
ii. Emergency Medical Management of Vaccine Reactions  
iii. Prevention protocol for Vaccination of people with chicken egg or gentamicin sulfate allergy
1.4 HEALTH SYSTEMS RESPONSE

PHASE 1 and 2

A. The PIPG in conjunction with internal and external stakeholders will:

1. Update and/or inventory medical supplies, in coordination with local Epidemiological Response Teams (ERT), facilities and services.
2. Collaborate with the appropriate agencies, such as the Texas State Board of Medical Examiners (TSBME), TMA, and THA to inventory and identify statewide resources.

3. Ensure LHDs have pandemic influenza plans and protocols in place.

4. Develop and coordinate recommendations on health issues related to pandemic influenza. Multiple stakeholders, including state and federal agencies, health care systems, pharmaceutical companies and researchers, along with the regional ERTs, will participate as needed. 

5. Review major elements of the health sector and essential non-health sector response plans.

6. Collaborate with infectious disease and influenza experts to develop and revise recommendations on health-related issues. See Appendices K, N. 

7. Develop, based on the disease epidemiology, protective action recommendations specific to the disease to be implemented during the pandemic.

8. Estimate the impact of pandemic influenza on essential services. 
9. Alert state hospitals, state schools, community mental health centers, and disaster behavioral health partners through DSHS staff to pandemic potential and to promote review of the draft Behavioral Health Annex.

10. Convene annually to review the existing Pandemic Influenza Plan. With input from multiple stakeholders including, local and regional BT planning groups, the PIPG will ensure that pandemic influenza is included in all planned scenarios.  The PIPG is responsible for assuring maintenance, updates and annual review of the plan.  The PIPG members with responsibility for particular sections of the plan are responsible for coordinating the review of their sections.

11. Conduct a tabletop exercise as training for an All Hazards/pandemic event, annually.

12. Update national authorities, other partners and stakeholders including at-risk groups and the public with current information and non-pharmaceutical prevention strategies.

B. Regional and Local Health Departments will:

1. Have an inventory of the following services and/or items:

a. Medical personnel, including but not limited to currently licensed physicians, physician assistants, registered nurses, licensed practical nurses, medical assistants, and other people who may be trained in the event of an emergency (e.g., people with previous patient care experience who currently work outside of patient care) Identification of back-up personnel will be provided with special emphasis on non-traditional volunteers (e.g. family members, retired health care personnel)

b. Beds (hospital and longterm care)

c. ICU capacity

d. Ventilators

e. Pharmacies and pharmacists

f. Laboratories

g. PPE (e.g., masks, gloves)

h. Specimen collection and transport materials

i. Contingency medical facilities (within jurisdiction)

j. Mortuary and funeral services

k. Social services, behavioral health services, and faith services

l. Sources of medical supplies (e.g., syringes, gloves)
2. Analyze surge capacity in public and private sectors to determine potential needs.

3. Ensure private health care systems have pandemic influenza plans and protocols.

4. Estimate the impact of pandemic influenza on health care services, high-risk groups and special needs populations; for providing and reinforcing preventive action recommendations to communities; and for determining pre-event health-related needs. Information and estimates will be provided to the PIPG. 

5. Identify locations of relative quiet/calm to be used for overflow patient care including those presenting with anxiety, psychosomatic or stress related/induced symptoms, and strategies for the management of overflow locations, i.e., advance-planning protocols to triage overflow locations.

6. Estimate the impact of an influenza pandemic related to hospitalizations, outpatient visits and deaths using FluAid. FluAid is a CDC software program designed to assist state and local level planners in preparation for an influenza pandemic. FluAid provides a range of estimates for the potential local impact related to deaths, hospitalizations, and outpatient visits due to pandemic influenza. FluAid can be accessed at: http://www2a.cdc.gov/od/fluaid/.

7. Develop and maintain lists of essential community services personnel (including work and home contact information) whose absence would pose a serious threat to public safety or would significantly interfere with the ongoing response.  The list should also include back-up and replacements personnel. Retired personnel may also be utilized.

C. The PIPG and Legal Counsel will:

1. Review pertinent legal authorities, including quarantine laws and their applicability in a public health emergency and laws and procedures for closing of businesses, schools, and public events during a declared state of emergency.

2. Review legal aspects and issues related to medical volunteer licensure, liability, and compensation for in-state, out-of-state, and returning retired and non-medical volunteers.

D. State Hospital and Community Mental Health Mental Retardation Centers will:

1. Review internal emergency management plans and Behavioral Health Annex to State Emergency Management Plan. Review shelter-in-place and evacuation procedures. 

2. Update and/or inventory medical supplies

3. Identify medical staff including back-up personnel with special emphasis on non-traditional volunteers. Will identify and maintain lists of essential medical and service staff (including work and home contact information) whose absence would significantly interfere with the response and/or patient care.  

4. Estimate the impact of pandemic influenza on service provision.

1.5 COMMUNICATIONS

PHASE 1 and 2
A. Texas Health Alert Network

1. The principal function of the HAN team is to coordinate implementation of the Health Alert Network. The function involves planning and liaison with TALHO, the sole source contractor for the implementation of the HAN systems.

a. The TALHO network has been online with all 65 locations since July 1, 2002

b. With the completion of the TALHO network, the HAN covers approximately 87% of the population in Texas

c. All 65 TALHO Locations are online with T1 connections at all locations
d. TALHO has their own Microsoft Exchange e-mail servers and all TALHO members have e-mail accounts that are updated in the HAN contact database
e. All DSHS main and sub offices are online with Broadband access and email at all 138 locations
f. There are more than 4,700 key contact records in the HAN database

g. Direct communication channels have been developed with the GDEM and the Governor’s Office of Homeland Security

h. Ability to alert more than 13,000 physicians has been greatly enhanced through collaboration with the TMA and THA. Note: At this time state hospitals are not part of the HAN and would need to be a part of this group and effort  preferably before an event. At this point, until they are plugged into the HAN, DMHS will forward alerts

2. The HAN Team also coordinates with TALHO and DSHS regional staff to maintain a database of emergency contacts that will receive health alerts.  LHDs receive health alerts directly from CDC.  The HAN office has created four Texas HAN email accounts that also receive health alerts from CDC. These accounts have rules applied to them to auto-forward health alerts to:

a. HSR Staff

b. DSHS Central Office Staff

c. Governor’s Division of Emergency Management

d. Texas Commission on Environmental Quality

e. THA

f. TMA
3. LHDs have been advised to maintain local contact databases and to auto-forward health alerts to their local contact list.

B. Communications with Health Care Professionals

1. Issue Identification:  Health issues and concerns that will or may need to be addressed for health care professionals regarding pandemic influenza will be identified by the PIPG.

2. Targeting of Communications: the PIPG will develop affected target audiences and communication channels for messages regarding pandemic influenza.

3. Message Development:  Appropriate messages addressing identified issues and concerns will be developed by the PIPG.

4. Web-based communications systems will be utilized to communicate with regional offices and local health departments and other health care professionals as indicated in item A. above.  HAN will be accessed.

C. Public Information Dissemination

1. Develop/revise/update informational materials in multiple languages related to personal use of non-pharmaceutical interventions including hand washing, respiratory hygiene, and cough etiquette to prevent pandemic influenza.

2. Develop/revise/update information materials for target audiences in multiple languages through a Pandemic Information Shelf Kit and/or CD ROM.

3. Develop key messages/fact sheets relating to currently circulating virus(es).

4. Identify and train spokespeople for DSHS response to pandemic influenza.

5. Identify and develop relationships with partners and stakeholders who are able to reach special populations. Provide partners and stakeholders with pandemic influenza information.

6. Establish and update Web site for pandemic influenza information as part of the DSHS Preparedness and Response Website.

7. Maintain channels for activating CDC Public Response Line (hotline) and provide information to other emergency information lines such as the national Emergency Alert System, Amber Alert System, National Oceanic and Atmospheric Administration, Emergency Weather Channel, and community 2-1-1 systems.

8. Assure that public information dissemination is a part of any exercise or training for pandemic influenza response.
9. Maintain call down lists for media, partners and stakeholders. 

2.1 PLANNING AND COORDINATION

PHASE 3 AND 4

A. The DSHS ICS will be activated. The Incident Command (IC) team will determine communications needs and alert and/or mobilize necessary resources and organizations as applicable. Appendix 6 to Annex H is the framework for convening and activating local responses. The Disaster Mental Health Annex is the framework for activating DSHS disaster mental health components.

B. The IC, in conjunction with the PIPG, will review major elements of the plan, modifying as necessary.

C. All HSRs and LHDs will be notified of the Alert through the HAN. IC, with PIPC assistance, will operationalize the plan in conjunction with key internal and external partners (RD, IDCU, DEM, DSHS executive leadership, IB, PB, TMA, TNA, etc.).

D. HSRs and LHDs will confirm availability of resources to support a pandemic response and will serve as the regional /local ICS for community distribution of developed state and national communication.

E. Responders and support components, with PIPG technical assistance, will determine funding needs and process.

1. Key government officials will be notified of funding needs

2. Responders and support components will begin documenting expenses
PHASE 5

A. The IC in conjunction with the PIPC will convene the PIPG to update and determine next steps.

B. The RDs and LHDs will submit requests for assistance through the DSHS ICS structure. If more assistance is required than assigned staff can supply, unaffected sections, units and branches will be tasked for support.

C. The regional / local ICS will be responsible for directing the work of the reassigned staff.

D. The State IC will initiate communication and interfacing with national counterparts, including CDC.

E. Enhanced activities will be initiated:

1. Enhanced surveillance

2. Enhanced communication through the HAN

F. It is expected that response specific funding resources will be requested and in place. Expenses will continue to be documented through the event ICS structure.

2.2 SITUATION MONITORING AND ASSESSMENT

PHASE 3 AND 4

A. International Identification.
1. In Texas, continue influenza surveillance as during Interpandemic Period.

B. North American Identification. There should be emergency Epi-X notification if avian influenza (H5N1) or similar virulent subtype is identified. A HAN Advisory will be sent notifying public health officials and clinical stakeholders.

C. Texas Identification 

1. The PIL will request laboratory directors, Infection Control Practitioners (ICP), physicians, directors of emergency rooms and urgent care centers with patients presenting with ILI submit a specimen for viral culture. Of critical concern are those with recent travel history to regions where the pandemic strain of influenza is circulating or those with unusual, severe symptoms.  The HAN will notify healthcare stakeholders of the issues and the need for heightened awareness. A similar public announcement would be made.  The National Electronic Data Surveillance System (NEDSS)-Based System (NBS) has the capacity to be rapidly adapted (with in days) to collect aggregate data on influenza cases.

2. Specimens should be sent to the PHL or other laboratory with appropriate laboratory capacity (Bio-Safety Level [BSL] 3 or higher). Influenza isolates from the local laboratory must be sent to the PHL for subtype testing, mainly non-A/non-B, until novel strain technology is available. 

3. IDCU/ Laboratory Services Section will coordinate assistance for specimen transport to national labs as per protocol.  The DEM may be considered as a resource for specimen transportation.

4. Enhanced and secure communication with CDC and other states will be maintained, e.g. identification of virus, surveillance.  Conference calls, e-mail, Epi-X (a secured Web site), and HAN may be used. 
5. PIL will initiate meetings with necessary internal and external stakeholders and partners (CPS, IC, RDs, PIPG) to review elements of enhanced surveillance.
6. The DSHS laboratory will:

a. Continue testing routine influenza specimens, referring isolates to CDC as defined in Phase 1 and 2. 

b. Test specimens for advanced surveillance (CDC guidelines) using non-culture techniques, as requested by DSHS epidemiologists.

c. Refer specimens for advanced surveillance that test positive for Influenza A to CDC as needed .

d. Train staff who have been identified for surge capacity (Just In Time [JIT] Training).
e. Determine need for increased transportation resources and additional shipping materials for viral specimens.
PHASE 5

A. International. In Texas, continue influenza surveillance as during the Interpandemic Period.

B. North America. Once pandemic influenza has been identified as circulating in North America, the goal of pandemic alert phase surveillance is to identify the novel influenza virus as it begins circulating in Texas. 

1. Active surveillance will be initiated at existing IDCU surveillance sites.  

2. Regional epidemiology response teams will facilitate initiation at new sites. 

3. The DSHS laboratory will: 

a. Ensure non-routine laboratory submitters have current instructions for collecting appropriate samples for influenza specimens and how to package and ship those specimens to meet the lab requirements.

b. Continue to separate specimens for routine surveillance from specimens for enhanced surveillance, testing specimens for enhanced surveillance using non-culture techniques. 

c. Ensure availability of diagnostic reagents to identify the novel subtype.
d. Develop and evaluate diagnostic tests for novel subtype.
e. Provide laboratory support to test clinical specimens for influenza and identity a novel subtype. 
f. Consider acquiring laboratory space that meets BSL 3 with enhancements specifications.

2.3 PREVENTION AND CONTAINMENT

PHASE 3 AND 4

A. Non-pharmaceutical Interventions
1. Implement as appropriate
B. Vaccine and Antivirals
The IC Staff in conjunction with the PIPG will:

1. Meet with public and private partners and stakeholders to review the major elements of vaccine and/or antiviral ordering and distribution plans (Appendix H).  HSRs and LHDs will be placed on alert.
2. Review the current antiviral supply estimates to determine the appropriate use of the limited antiviral supply (Appendix I).

3. Modify the DSHS vaccine and antiviral plan (Appendix H) to account for updates as needed, i.e., target groups and projected vaccination supply.

4. Review, reprioritize, and/or prioritize within high-risk vaccine and antiviral priority groups as needed (Appendix G).

5. Evaluate needs and process for activating antiviral prophylaxis stockpile (e.g. rimantadine, amantadine or oseltamivir).

6. Alert DMDG to prepare to activate clinic supply stockpile.

7. Review border health issues with the OBH and other applicable agencies. Review MOU and standing communications with other state epidemiologists (e.g., Louisiana, New Mexico, Oklahoma).  

8. Review written material from OGC regarding medical and public health control legislation and liability issues related to delivery of biologic agents (e.g., vaccine, antivirals).

9. HSRs will:

a. Notify medical community of plan status and vaccine availability.

b. Distribute vaccine guidelines to medical community.

c. Coordinate with the OBH for bordering jurisdictions.
PHASE 5

A. Non-pharmaceutical Interventions
1. Implement as appropriate
B. Vaccines and Antivirals
The IC, in conjunction with the PIPG, will:

1. Ensure all elements of the DSHS vaccine and antiviral plan are in place as described in Inter-Pandemic Period and Appendix H.

a. HSRs and LHDs will prepare to activate distribution system according to local plans.

2. Determine responsibility for activation of specific plan elements and begin preparations.

3. Review logistics and human resources.

4. Alert DMDG to prepare to activate clinic supply stockpile. 

5. Ensure the Texas Inventory Management System (TIMS) through the HAN is ready for implementation to track vaccine and/or antiviral supplies and client data.

6. Evaluate needs and process for activating antiviral prophylaxis stockpile (e.g. rimantadine, amantadine or oseltamivir). 

7. Prepare for SNS delivery, prepare for delivery to DSHS pharmacy, or request pharmaceutical distributors to prepare for re-distribution of vaccine or antivirals to determined sites. Models developed in the state bioterrorism plan will be used for implementation. 

8. DSHS Austin and HSRs will begin coordination with bordering jurisdictions.

9. Conduct Just In Time training on pandemic policies and protocols for regions and other partners.

10. Ensure appropriate policies, protocols, and MOUs are in place.

2.4 HEALTH SYSTEMS RESPONSE

PHASE 3 AND 4

A. International identification/North American identification.

1. The ICS participants, in conjunction with the PIPG, will: 

a. Coordinate the notification of all appropriate agencies, statewide professional organizations (e.g. THA, TMA, and others) and public health laboratory directors that a Novel virus has been identified in a single human case.  The HAN will be used for this notification.  Phones, pagers, or faxes will be used as alternative forms of notification.

b. Review the critical elements and expectations of the Pandemic Influenza Plan.

2. HSRs and LHDs will:

a. Collaborate with local emergency management coordinators to maintain a high level of awareness and preparedness among emergency responders and health care providers to include behavioral health.

b. Coordinate notification of appropriate agencies, infection control practitioners, local laboratories, and emergency rooms within their own jurisdictions

c. Provide public and private health care providers with updated case definitions, protocols, and algorithms to assist with case finding, management, infection control, and surveillance reporting.

B. Texas Identification 

1. The ICS participants, in conjunction with the PIPG, will: 

a. Coordinate the notification of all appropriate agencies, statewide professional organizations (e.g. TMA and others) and all PHL directors that a Novel virus has been identified in a single human case. The HAN will be used for this notification.  Phones, pagers or faxes will be used as alternative forms of notification. 

b. Meet with all appropriate partners to review the critical elements and expectations of the Pandemic Influenza Plan

c. Emergency Response Plans will be activated.
2. HSRs and LHDs will:
a. Collaborate with local emergency management coordinators to maintain a high level of awareness and preparedness among emergency responders and health care providers to include behavioral health.

b. Coordinate notification of appropriate agencies, infection control practitioners, local laboratories, and emergency rooms within their own jurisdictions

c. Provide public and private health care providers with updated case definitions, protocols, and algorithms to assist with case finding, management, infection control, and surveillance reporting.

PHASE 5

A. International/North American/Texas circulation.

1. IC/PIPG will: 

a. Collaborate with GDEM to activate the SOC and SOC council members. The DSHS ICS structure will be determined by the size and scope of the event, and by development and needs identification of the State Emergency Management Unified Command. 
b. Coordinate the notification of all appropriate agencies, statewide professional organizations (e.g. THA, TMA, and others). and PHL directors that a Novel virus has been identified in a single human case.  The HAN will be used for this notification.  Phones, pagers, or faxes will be used as alternative forms of notification.

c. Meet with all participating partners (at the ESC) to review the critical elements and expectations of the Pandemic Influenza Plan. 

d. Review, revise as needed, and activate guidelines for prevention and control measures for health care settings (Appendix L), communities (Appendix M), and schools (Appendix N). 

e. Collaborate with the infectious disease specialists and influenza experts (Appendix O) in the review and revision of the prevention and control measures,

f. DMHS will activate affected state hospitals, state schools and community mental health centers and disaster behavioral health partners to assess community stress levels and evaluate stress management needs.
2. HSRs and LHDs will:

a. Continue to collaborate with local emergency management coordinators to maintain a high level of awareness and preparedness among emergency responders and health care providers to include behavioral health.

b. Coordinate notification of appropriate agencies, infection control practitioners, local laboratories, and emergency rooms within their own jurisdictions

c. Activate local PI Plans 

3. Hospitals will:

a. Implement health care setting prevention and control procedures (Appendix L).

2.5 COMMUNICATIONS

PHASE 3 AND 4

A. HAN

1. Alert Notification: HAN staff will monitor the delivery of health alerts and implement backup and redundant communications systems as needed.  The staff will be ready to update the HAN emergency contact database if required.  The HAN staff will coordinate with IDCU staff on use of the DSHS broadcast messaging equipment for delivery of health alerts by e-mail, automated phone and fax technologies.

2. Distance Learning Delivery:  It is expected that CDC will call for national satellite broadcasts dealing with the emergency.  The HAN distance learning coordinator (DLC) with the assistance of the HAN distance learning technologist (DLT) will assure that appropriate communications assets are employed to receive the programming, record it and deliver it to responders across the state.  Assets to be used include HAN video conferencing; HAN video streaming; multicast streaming; and audio conferencing equipment.  In the future, if satellite technologies are implemented for the HAN, the HAN DLC will coordinate the delivery of satellite broadcasts. If JIT distance learning is required for the event, the HAN DLC will coordinate with CDC, DSHS programs, TALHO, and other partners for the delivery and/or rebroadcast of the JIT Training.

B. Communications with Health Care Professionals

1. Novel virus identified in a single human case: Communication efforts will continue as described in Interpandemic and HAN.  Modifications will be made accordingly.

C. Public Information Dissemination

1. As per the DSHS CERC Guidelines:

a. Develop messages about novel viruses. Share messages with HSRs and LHDs by email distribution and HAN.

b. Work with partners to ensure consistent messages are delivered.

c. Update fact sheets, flyers and frequently asked question sheets. Provide information in Spanish and other languages as needed.

d. Update Web site as needed.

e. Press Officer (or designee) serves as part of the ICS team for public information.

f. Close the “Open Door” Media Policy for pandemic influenza to restrict release of information to the public to designated spokesperson(s).

PHASE 5

A. HAN

1. Alert Notification: HAN staff will continue to monitor the delivery of health alerts and maintain backup and redundant communications systems as needed.  The staff will continue to update the HAN emergency contact database if required.  The HAN staff will continue to coordinate with IDCU staff on use of the DSHS broadcast messaging equipment for delivery of health alerts by e-mail, automated phone and fax technologies.

2. Distance Learning Delivery:  It is expected that CDC will call for national satellite broadcasts dealing with the emergency.  The HAN DLC with the assistance of the HAN DLT will assure that appropriate communications assets are employed to receive the programming, record it and deliver it to responders across the state.  Assets to be used include HAN video conferencing; HAN video streaming; multicast streaming; and audio conferencing equipment.  In the future, if satellite technologies are implemented for the HAN, the HAN DLC will coordinate the delivery of satellite broadcasts.   If  JIT distance learning is required for the event, the HAN DLC will coordinate with CDC, DSHS programs, TALHO and other partners for the delivery and/or rebroadcast of the JIT Training.

B. Communications with Health Care Professionals

1. Human-to-human transmission confirmed: Designated DSHS IDCU staff will be responsible to communicate pandemic response updates and recommendations of the ERTs to targeted health care professionals or agencies that serve healthcare professionals.

C. Public Information Dissemination

1. As per the DSHS CERC Guidelines:

a. Disseminate news release as warranted.

b. Update messages about pandemic alert.

c. Update fact sheets, flyers and frequently asked questionss sheets. Provide information in Spanish and other languages as needed.

d. Coordinate messages and information with bordering jurisdictions. Work with  partners to ensure consistent messages are delivered.

e. Update Web site at least daily.

f. Press Officer (or designee) continues to serve as part of the ICS team for public information

g. Continue restricted release of information on pandemic influenza to designated spokesperson(s).

3.1 PLANNING AND COORDINATION

A. The IC will activate the Pandemic Period of the Plan. All DSHS components will be made available for response activities. PIL will ensure surveillance is enhanced. Government officials will already have been notified via existing protocols.
B. The ICS logistics section will monitor staffing needs, request additional staff and re-assign personnel as necessary.

C. On-going communication with the HSRs and LHDs will continue. The IC will communicate with RDs who will be responsible for communication with LHDs, bordering jurisdictions and all partners. 
D. Expenses will continue to be documented through the ICS financial section.
3.2 SITUATION MONITORING AND ASSESSMENT

A. Active surveillance and required reporting to IDCU continues (Appendix P). Reporting would most likely be conducted through the NBS or a web-based system (yet to be developed).

B. Enhanced activities include:

1. Attendance within schools.

2. Hospital reporting to include: 

a. Number of patients on ventilators

b. Number of available ventilators

c. Number of beds occupied

d. Number of beds available

e. Estimates of staffing levels (MDs, nurses, ancillary)

f. Number of deaths due to any respiratory illness (ICD-9 480-486 and 487) including medical examiner offices. Vital statistics should be involved

g. Emergency room visit trends, syndromic surveillance

3. Community clinics reporting enhanced ILI activity

4. Surveillance for retail over-the-counter medication purchases

C. Culture reporting from LHD / HSR clinics.  Whatever cultures are done will be reported through jurisdictions to IDCU.

D. Use of self-screening tools (e.g., Severe Acute Respiratory Syndrome [SARS]) in emergency rooms and healthcare facilities.  People with known exposure to a person diagnosed with ‘bird influenza’ or ‘avian influenza’ or have been around people who might have had avian influenza AND has respiratory symptoms (cough, sore throat and fever) should obtain a mask, follow the instructions for applying the mask, and report to the triage nurse. 
E. Laboratory specimen submission forms will assure collection of the following minimum information:

1. Demographics

2. Date of birth

3. Symptoms

4. Symptom onset date

5. Specimen collection

6. Specimen source 

7. Vaccination history

8. Severity of illness

Other items will be added to list as need is identified. A sample submission form is available at: http://www.dshs.state.tx.us/lab/G2A_FORM_sample.pdf. Instructions for filling out the form are available at: http://www.dshs.state.tx.us/lab/g-2a_instruct.htm.

F. Data collection and reporting are the responsibility of DSHS, LHDs and providers in Texas (hospitals, clinics, etc.).  Reporting will follow current communicable disease reporting methods (the electronic Web based secure reporting system is under deployed). The plan is to move to an electronic Web based secure reporting system for all reporting.

G. The DSHS laboratory will test clinical specimens for influenza and identify the novel subtype.  Specimen selection will be determined by IDEAS.

3.3 PREVENTION AND CONTAINMENT

B. Non-pharmaceutical Interventions

1. Implement as appropriate

B. Vaccine and Antivirals
1. Vaccine and antiviral ordering

a. Vaccine and antiviral ordering will be coordinated by the DSHS IC staff through the IB (vaccines) and PB (antivirals). IB has influenza vaccine shortage and distribution expertise including forms and knowledge of risk populations.

b. Vaccine and antiviral ordering will depend on vaccine and antiviral availability and allocation as determined by the CDC, DSHS Austin, HSRs and LHDs. It is assumed at the early stage, the state will coordinate ordering (Appendix Q). The allocation plan reflects the process developed for the 2004-2005 vaccine shortage.

i. DSHS IB will estimate numbers in priority groups based on available data.

ii. DSHS IB will be notified by CDC of the total number of doses available for each priority group in Texas. 

iii. County allotment will be determined by county priority group percent of total Texas priority group population.
iv. HSRs will be allowed to make adjustments in county allocations
v. DSHS IB will be responsible for authorizing the distribution of only the number of doses needed to vaccinate or prophylax the priority groups described above according to available supplies.

2. Vaccine and antiviral delivery and distribution. It is assumed at the early stage, the state will coordinate distribution.

a. DSHS IB, Austin, is responsible for distributing the specified number of doses to agencies based on population distribution and on distribution of essential service personnel. 

b. Vaccine and antivirals will be distributed either through a centralized distribution system or VMI system (depending on CDC directives) to HSR and/or LDH. Security will be provided at deployment site as well as regional and/or local receiving site.

c. The PIL or designee will:

i. Notify all internal and external partners of the ordering and delivery/distribution plans

ii. Distribute Vaccine Information Sheets (VIS) to regional and/or local health agencies through mailings or website.

· The general address for VIS forms is: http://www.cdc.gov/nip/publications/VIS/. This page will provide access to most current documents.

· The information on the VIS for some future influenza virus causing a pandemic may differ from seasonal influenza, due to viral characteristics or vaccine idiosyncrasies, so be sure to locate appropriate forms.

iii. Conduct JIT training sessions for staff to acquaint HSR and LHD with issues related to the delivery of vaccines (e.g., teleconference)  

iv. Notify the DMDG of affected regions and request supply and contact information to be forwarded to affected regions. Be prepared to contact the SNS for Push Pack and VMI backup resources, if authorized by the State Epidemiologist 

d. HSR and LDH will:

i. Arrange vaccine and antiviral distribution within their jurisdictions. Private health care providers may be enlisted for help, as appropriate.

ii. Coordinate assistance in the transportation of vaccine and antiviral supplies as arranged through MOU.

iii. Safely store vaccine and antivirals and maintain security until delivered to private agencies or mass clinics as appropriate. LHD are responsible for vaccine storage and security at mass clinic sites. VMI assumes this role if distribution is through the private system

iv. Assure printing the VIS into quantities that are sufficient to meet the needs of public clinics if able, or request forms from DSHS Austin IB that can be delivered in 24 hours

v. Distribute VIS to private sites to workers identified as priority recipients and to public clinic sites

vi. Secure clinic sites that are accessible to the community.  Potential mass clinic sites have already been identified through development of local emergency response plans

vii. Set up clinics

viii. Call up volunteers 

ix. Tracking distribution and use of distributed vaccine and antivirals through the TIMS (Appendix R). The Pharmacy Inventory Control System (PICS), and Texas-Wide Inventory Client Encounter System (TWICES) may be back-up systems).

3. Administering Pharmaceuticals

HSRs and LHDs will:

a. Plan and oversee the administration of vaccines and antivirals to people in their respective communities per established local emergency protocols, in collaboration with local and private stakeholders.

b. Develop Specific standing orders for vaccine administration and treating adverse reactions signed by RDs or local health authorities (Appendix K). 

c. Administer vaccine or antivirals to priority groups as defined by CDC and DSHS.

d. Use local emergency response plans developed by HSRs and LHDs for administration of vaccine and prophylactic medications.

4. Monitoring and tracking

Vaccine and antiviral distribution and administration will be monitored by DSHS through TIMS. The LDH will hold the primary responsibility for data entry. Assistance of the HSR may be requested if there is a shortage of staff. If an electronic system is not available for tracking, a paper system will be used for documentation. HSRs have the responsibility to ensure non-electronic data will be transferred to the DSHS central office IB or PB.

1. Report adverse vaccine event following influenza vaccination to VAERS by HSRs and LHDs. An adverse event is defined as any clinically significant adverse event that occurs after the administration of any vaccine licensed in the United States, whether or not it is clear event was vaccine related (CDC http://vaers.hhs.gov/).

a. Vaccine adverse events involving vaccines purchased with public funds, such as those purchased through the Texas Vaccines for Children Program (TVFC) or those administered in a public health clinic must be reported to DSHS IB in Austin on the VAERS form (DSHS Form C-76). This form may be either mailed or faxed (512-458-7544). IB will review these forms and submit copies of these to the national VAERS office via mail or fax. IB will enter the VAERS forms from the LHD or health care providers into a database for tracking adverse events

b. Vaccine adverse events involving vaccines purchased with private funds may be reported directly to the national VAERS office. The preferred method of reporting to VAERS is through the web-based reporting system at http://vaers.hhs.gov. This secure web-based form is identical to the VAERS-1 (or DSHS Form C-76). The VAERS-1 form may also be completed and faxed (1-877-721-0366) or mailed to the national VAERS office. The VAERS-1 form can be obtained be calling toll-free to 1-800-822-7967 or by visiting the VAERS website at http://vaers.hhs.gov/ and downloading the form

2. Implement MedWatch (http://www.fda.gov/medwatch/) for reporting reactions to antivirals as discussed in Interpandemic Period.

3.4 HEALTH SYSTEMS RESPONSE

A. International/National/ Texas Circulation  

1. IC/PIPG will: 

a. Coordinate the notification of the SOC, all appropriate agencies, statewide professional organizations (e.g. THA, TMA, and others) and public health laboratory directors that a Novel virus has been identified in a single human case.  The HAN will be used for this notification.  Phones, pagers, or faxes will be used as alternative forms of notification. 

b. Notify bordering jurisdictions (OBH).

c. Recommend healthcare system providers activate PI plans.

d. Implement response activities of the Draft Behavioral Health Annex.  DSHS disaster mental health personnel and disaster behavioral health partners are activated to provide stress management and crisis counseling services.

2. HSRs and LHDs will:

a. Coordinate notification of appropriate agencies, infection control practitioners, local laboratories, and emergency rooms within their own jurisdictions.

3. Behavioral Health:

a. Response activities of the draft Behavioral Health Annex to the State Emergency Management Plan are implemented. Disaster Mental Health Services, DSHS, is activated to staff the SOC, the Federal Emergency Management Agency (FEMA) Joint Field Office and to continue coordinating DSHS and external behavioral health resources in the provision of stress management and crisis counseling services for responders and disaster survivors. 
b. State Hospitals will be an integral part of the DSHS emergency response. In addition these facilities may need to determine whether the pandemic impact may result in shelter-in-place, evacuation or use by the community as a supplemental medical facility.
c. Upon federal declaration DMHS will pursue the FEMA Crisis Counseling Program (CCP) grant, which is due the GDEM within 14 calendar days of declaration. 
3.5 COMMUNICATIONS

A. HAN

1. Alert Notification: HAN staff will continue to monitor the delivery of health alerts and maintain backup and redundant communications systems as needed.  The staff will continue to update the HAN emergency contact database if required.  The HAN staff will continue to coordinate with IDCU staff on use of the DSHS broadcast messaging equipment for delivery of health alerts by e-mail, automated phone and fax technologies.

2. Distance Learning Delivery: The HAN DLC with the assistance of the HAN DLT will continue to assure that appropriate communications assets are employed to receive satellite programming, record it and deliver it to responders across the state.  Assets to be used include HAN video conferencing; HAN video streaming; multicast streaming; and audio conferencing equipment.  In the future, if satellite technologies are implemented for the HAN, the HAN DLC will coordinate the delivery of satellite broadcasts. If JIT distance learning is required for the event, the HAN DLC will coordinate with CDC, DSHS programs, TALHO and other partners for the delivery and/or rebroadcast of the JIT Training.

B. Communications with Health Care Professionals

1. Communication efforts will continue as described above in Pandemic Alert Period, Phase 5: 

a. Human-to-human transmission confirmed - Designated DSHS IDCU staff will be responsible to communicate pandemic response updates and recommendations of the ERTs to targeted health care professionals or agencies that serve healthcare professionals.

C. Public Information Dissemination

1. As per the DSHS CERC Guidelines:

a. Update the public through regular news releases and news updates as warranted. 

b. Update messages about pandemic influenza in coordination with CDC information.

c. Update fact sheets, flyers and frequently asked questions sheets in coordination with CDC information. Provide translations in Spanish and other languages as needed.

d. Coordinate messages and information with bordering jurisdictions.

e. Update Web site at least daily (more often if necessary).

f. Press Officer (or designee) continues to serve as part of the ICS team for public information.

g. Restrict release of information on pandemic influenza to designated spokesperson(s).

4.1 PLANNING AND COORDINATION

A. The Response Team will review procedure from first wave and make adjustments as necessary.

B. Continue vaccination efforts. Narrow areas of focus – regions, cities, etc.

C. The ICS logistics section will determine the need for obtaining and maintaining essential personnel, facilities, equipment and supplies. 

D. Expenses will continue to be documented through the ICS financial section.

4.2 SITUATION MONITORING AND ASSESSMENT

A. Evaluate situation monitoring response in first wave. Make adjustments as necessary for subsequent waves.

B. Maintain heightened surveillance activities

C. Maintain laboratory capabilities

4.3 PREVENTION AND CONTAINMENT

A. Non-pharmaceutical Interventions

1. Encourage personal use of non-pharmaceutical interventions including hand washing, respiratory hygiene, and cough etiquette to prevent pandemic influenza. 

B. Vaccines and Antivirals

1. Evaluate prevention and containment response to first wave. 

2. Make adjustments in response for subsequent waves as necessary. Follow same guidelines as appropriate from the Pandemic period.

3. Continue vaccinations and distribution and use of antivirals if indicated by CDC.

4. Continue to monitor and document any adverse reactions using the VAERS system..  HSRs and LHDs will be responsible for coordination of this procedure in their jurisdiction.

4.4 HEALTH SYSTEMS RESPONSE

A. Collaborate with HSRs, LHDs, and other external stakeholders to evaluate response to previous wave and make adjustments as necessary.

B. Respond to subsequent waves as in Phase 6 with identified adjustments.

4.5 COMMUNICATIONS

A. HAN
1. Alert Notification: HAN staff will continue to monitor the delivery of health alerts and maintain backup and redundant communications systems as needed.  The staff will continue to update the HAN emergency contact database if required.  The HAN staff will continue to coordinate with IDCU staff on use of the DSHS broadcast messaging equipment for delivery of health alerts by e-mail, automated phone and fax technologies.

2. Distance Learning Delivery: The HAN DLC with the assistance of the HAN DLT will continue to assure that appropriate communications assets are employed to receive satellite programming, record it and deliver it to responders across the state.  Assets to be used include HAN video conferencing; HAN video streaming; multicast streaming; and audio conferencing equipment.  In the future, if satellite technologies are implemented for the HAN, the HAN DLC will coordinate the delivery of satellite broadcasts. If JIT distance learning is required for the event, the HAN DLC will coordinate with CDC, DSHS programs, TALHO and other partners for the delivery and/or rebroadcast of the JIT Training.

B. Communications with Health Care Professionals 

1. Communication efforts will continue as described above in the Pandemic Alert Period, Phase 5:

2. Human-to-human transmission confirmed - Designated DSHS IDCU staff would be responsible to communicate pandemic response updates and recommendations of the ERTs to targeted health care professionals or agencies that serve healthcare professionals.

C. Public Information Dissemination

1. As per the DSHS CERC Guidelines:

a. Update the public through regular news releases and news updates as warranted. 

b. Update messages about pandemic influenza in coordination with CDC information.

c. Update fact sheets, flyers and frequently asked questions sheets in coordination with CDC information. Provide translations in Spanish and other languages as needed.

d. Coordinate messages and information with bordering jurisdictions.

e. Update Web site at least daily (more often if necessary).

f. Press Officer (or designee) continues to serve as part of the ICS team for public information.

g. Restrict release of information on pandemic influenza to designated spokesperson(s).


5.1 PLANNING AND COORDINATION

A. The Response Team will convene to debrief from response activities.

B. The IC/PIPG will communicate the status of the response throughout DSHS, HSRs, LHDs and external stakeholders.

C. Technical assistance regarding assessment and analysis will be provided as needed (DSHS to and from HSR offices, LHDs and external stakeholders).
D. The Pandemic Influenza Plan will be reviewed and updated by the PIPG to account for any gaps in the public health infrastructure noticed during the pandemic.

E. Expenses will continue to be documented and costs analyzed through the ICS financial structure.

F. After Action Reports (AAR) will be generated and disseminated appropriately. The ICS is deactivated.

5.2 SITUATION MONITORING AND ASSESSMENT

The post-pandemic goals are to provide a detailed retrospective characterization of the pandemic and to evaluate the efficacy of protective action recommendation and emergency management strategies. 

A. In collaboration with CPS, the PIL will initiate a multidisciplinary team of invited local medical experts representing organizations/agencies such as the TMA, THA, TNA, DSHS (central and regional), TALHO, Schools of Public Health, to carry out analyses. Analysis may include: Document influenza outbreaks in different populations in Texas.

1. Determine age-specific attack rate, morbidity and mortality.

2. Describe unusual clinical syndromes (as well as risk factors for those syndromes and appropriate treatment).

3. Describe unusual pathologic features associated with “serious” or fatal cases.

4. Conduct efficacy studies of vaccination, infection control interventions, or chemoprophylaxis.

5. Monitor the ability of Texas hospitals and outpatient clinics to cope with increased patient loads.

6. Assess the medical, social and economic impact of the pandemic.

7. Provide rates of illness visits and hospitalizations using data from defined populations.

B. The PIL will re-convene Flu Watch.

C. Reviewing death certificates statewide for influenza-related pneumonia and influenza deaths, as well as reviewing hospital admissions for serious influenza-associated illness may accomplish some of the aforementioned goals.  DSHS central and regional offices/local health departments may be tasked with gathering this information in their jurisdictions. 
D. State data would be analyzed and distributed by IDCU under supervision of PIL. Draft protocols for these and other studies will have been developed at the national level and will be shared with states that show an interest in collaborating.
5.3 PREVENTION AND CONTAINMENT
A. Non-pharmaceutical Interventions

1. Continue to encourage personal use of non-pharmaceutical interventions including hand washing, respiratory hygiene, and cough etiquette as a regular practice to prevent infectious diseases. 
B. Vaccines and antivirals

1. Discontinue antiviral distribution. Return unused vaccine and antivirals to appropriate vendor source or DSHS pharmacy in Austin as appropriate.

2. Assure completion of all medication distribution, tracking, and compliance record keeping.

3. Reconvene the Response Team to debrief. HSRs and LHDs will be included in the debriefing: 

4. Complete AARs

a. Modify pandemic influenza plans as necessary to correct problem areas.

b. Evaluate interventions related to coverage, processes, efficiency, effectiveness, and health outcomes.

5.4 HEALTH SYSTEMS RESPONSE
A. IC/PIPG will: 

1. Notify involved agencies re: change of status to Postpandemic Period. 

2. Initiate recovery operations including stress management and crisis counseling needs.

3. Assess the impact, response, and control of the pandemic.  

4. Summarize and analyze the pandemic response and record lessons learned for future pandemic situations.

5. Review and revise the Pandemic Influenza Plan based on outcome measurements and performance results of current plan(s).

6. Support rebuilding of essential services.

B. HSRs and LHDs will:

1. Notify involved agencies of change of status to the Postpandemic Period.

C. Behavioral Health:

1. DMHS will coordinate the assessment of the impact on State Hospitals, Community MHMR Centers and Substance Abuse providers. Disaster mental health needs in the community will be formally re-assessed to refine service provision and adjusting CCP grant objectives and funding as needed.
2. It is expected that the psychosocial and financial effects of a pandemic will be felt for months if not years, hampering personal and community recovery. It is the expectation that crisis counseling program services will be available for a period of at least one-year post declaration date.
5.5 COMMUNICATIONS

A. HAN

1. HAN Technology Implementation:  After action analysis of communications systems and database systems will be conducted in order to improve the network design and delivery of services.  As funding is available, the HAN staff will coordinate with TALHO and other partners to implement new systems that might be required. 

2. HAN Distance Learning Coordination:  After-action analysis of the effectiveness of distance learning programming and delivery will be conducted in order to improve delivery of services. The HAN DLC and DLT will recommend any improvements to technology systems that are required. 

3. Alert Notification:  HAN staff will coordinate the update of the emergency contact database and conduct after-action interviews with local response staff to gather information to improve the alert function. 

B. Communications with Health Care Professionals

1. Communication efforts will continue to inform the regional offices and local health departments about end of pandemic.

2. The PIPG will reconvene, along with representatives from the regions to discuss the communications strategy and conduct a process review.  Modifications will be made as necessary.

C. Public Information Dissemination

1. As per the DSHS CERC Guidelines:

a. Evaluate (through after-action report) risk communications and public information dissemination. Assess effectiveness of messages. 

b. Assess media coverage and amount of information given out.

c. Update the public through regular news releases and news updates as needed about the current situation. 

d. Update messages about the current pandemic influenza aftermath in coordination with CDC information.

e. Update fact sheets, flyers and frequently asked questions sheets in coordination with CDC information. Provide translations in Spanish and other languages as needed.

f. Update Web site as needed. 
g. Evaluate when to reinstate the Open Door media policy.
Appendix A: 

Pandemic Influenza Planning Group (PIPG)

The composition of the PIPG shall be determined by the Community Preparedness Section Leader, and will be based on the organizational structure of the Texas Department of State Health Services (DSHS), with consultation provided through an interagency contract with the Texas Forrest Service ICS Support Team, in compliance with National Incident Management System guidelines.

In addition to appropriate expertise within the DSHS the PIPG also may include representatives from the Texas Animal Health Commission, Texas Parks and Wildlife Commission, United States Department of Agriculture – Animal and Plant Health Inspections Service, Texas Veterinary Medical Diagnostic Laboratory and Texas Racing Commission.

The following list reflects participants involved in developing the 2004 draft and/or the 2005 draft.

	Bastis, David
	Williamson County and Cities Health District

	Betz, Tom MD MPH
	CPS / State Epidemiologist, Acting

	Bradford, Calandra
	Public Heath Tech, Immunization Branch

	Brown, Irene 
	IDCU, Sentinel Physician Network

	Clark, Tom RPh
	Pharmacist

	Curry, Nick MD, MPH
	Prevention, Preparedness, and Regulatory Services, Deputy Commissioner

	Davis, Lisa
	CDC Public Health Advisor, IB, Adult Immunization Coord.

	Davlin, Stacy
	Infectious Disease Control Unit, Influenza Surveillance Coordinator

	Drumgoole, Rahsaan
	Laboratory

	Fonken, Eric
	IDCU, Zoonosis Control Group

	Greenberg, Mike
	Office of General Counsel

	Jones, Russ 
	Region 7 Temple

	Maldonado, Ed
	Disaster Mental Health Services, CPS, Planning, Response, Recovery Branch 

	Mansolo, Leslie MSN
	Strategic Sciences Group Lead, Community Preparedness Section, Pandemic Influenza Planning Lead

	McGaha, Paul DO, MPH
	Health Service Region 4/5N, Director

	Morgan, Cynthia PhD
	Disease Prevention & Intervention, Nurse Consultant, Pandemic Influenza Planning Co-Lead

	Nash, Robert RPh
	Pharmacy Branch Manager

	Palmer, Emily
	DSHS Assistant Press Officer, Communications Unit, Center for Consumer and External Affairs

	Pascoe, Neil MSN or MPh
	Infectious Disease Control Unit, Nurse Epidemiologist

	Patterson, Mary Ann
	Laboratory Operations Unit, Microbiology Science Branch

	Penfield, Susan MD
	Infectious Disease Control Unit Manager

	Ritter, Mark
	CDC Public Health Advisor, IB

	Stabeno, Debra
	Division for Prevention and Preparedness Services, 

Assistant Commissioner, Acting

	Walker, John MD
	Infectious Disease Control Unit, Acting Preparedness Medical Director, Pandemic Influenza Lead
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Key Roles And Responsibilities
Pandemic Influenza Response

	
	Community Preparedness Section (CPS)
	Chair and Pandemic Influenza Planning Group (PIPG)
	Regional/Local Offices (HSR/LHD)
	Pandemic Influenza Lead (PIL)

	Inter-pandemic Period

Phases 1 and 2
	· Lead in state’s public health, mental health and health-care related response to pandemic influenza.                    

· Maintain information resource list. Works with PIL in state’s response.                
	· Develop, review and update the plan annually.
	· Representatives will be involved in the planning/updating process.
	· Mandatory member of the PIPG; may be PIPG Chair.                                                  

· Develop and coordinate a pandemic Flu Watch (e.g., review state-wide influenza data, syndromic surveillance, lab information)                                                                                                     

· Look for funding sources to sustain Influenza plan.                                                                   

	Pandemic Alert Period

Phases 3, 4, and 5
	· Operationalize plan in conjunction with key partners – Regional Directors, IDCU, GDEM, IB, and others.

· Along with PIL, coordinates a review of essential elements of vaccine distribution plan with major stakeholders.
	· Convene to review plan and modify as necessary.
	· Confirm availability of resources to support a pandemic response.

· Serve as lead for community distribution of developed state and national communication.

· Maintain a resource checklist. 
	· Move Flu Watch to Flu Warning and implement plan.

	Pandemic Period

Phases 6
	· Coordinates pandemic influenza response with DSHS ESC

· Provides standard communication with agency and other state and national agency counterparts.
	· Work with CPS and PIL to ascertain the continued availability of resources.
	· Implement and coordinate the response from the regional and local level using existing BT plans as a framework.                                                          

· Assess available resources and communicate needs to PIL. 

· Collect relevant information/data (e.g., # of deaths, # of hospitalizations) to include in final analysis.
	· Track influenza activity to isolate affected geographic areas.                                               

· Disseminates resource needs to agency heads.                                                                    

· Directs work of re-assigned agency staff.                                                    

· Monitors procedures for Texas on vaccinations and adverse event reporting.                                       

	Post-Pandemic Period
	· Communicate status of response throughout agency including HSR/LHD.  

· Supervise a detailed retrospective characterization /analysis of the pandemic conducted by a multidisciplinary team in collaboration with the PIL.
	· Review process/documents developed for conduct of retrospective analysis.                                    

· Provide recommendations to the Chair for changes in the existing plan, once analysis is finalized.
	· Collaborate with CPS and PIL on retrospective analysis of the pandemic.                              

· Receive community-specific analysis and distribute to stakeholders.                        

· Provide PIL with recommendations regarding state plan to meet geographic needs.
	· Supervise a detailed retrospective characterization /analysis of the pandemic conducted by a multidisciplinary team in collaboration with the CPS. 

· Monitor any cases for long-term residual sequelae (work with HSR/LHD).                                           

· Re-develop and coordinate FluWatch.


Appendix C:

Incident Command System

The Department of State Health Services Incident Command System (ICS) complies with the National Incident Management System (NIMS) guidelines. This  ICS structure is internal to DSHS and is utilized to bring about a coordinated  multi-disciplinary agency response. It will be activated at the direction of the DSHS Commissioner, or designee, in response to a public health emergency or at the direction of the Governor’s Division of Emergency Management (GDEM). Once activated, the DSHS ICS will be housed at the DSHS emergency support center (ESC) at the DSHS central campus. DSHS incident or disaster management activities or actions will be carried out through the ESC. Key ESC individuals at DSHS, the incident commander and command staff, are responsible for executing direction and control of response and recovery operations and are authorized to issue mission assignments that commit state personnel and/or material resources and that expend of agency funds to resolve emergency and/or disaster requirements.

Unless the incident is a DSHS specific event, requiring no external assistance, it is assumed that GDEM will be the coordinating agency for Unified Incident Command for the state. When multiple state and/or federal agencies are responding, the Unified Command structure will be activated, allowing all agencies who have jurisdictional or functional responsibilities to jointly develop a common set of incident objectives and strategies. This will be accomplished without losing or giving up agency authority, responsibility, or accountability. Under Unified Command, the following always applies:

· Incident functions under a single, coordinated Incident Action Plan (IAP)

· One Operations Chief will have responsibility for the IAP implementation

· One Incident Command Post will be established

The GDEM, Texas Department of Public Safety (DPS), will provide guidance and direction to all state agencies, boards, commissions, and departments assigned emergency responsibilities, and to others as designated by the Governor or Director, GDEM as well as local governments in Texas.     

DSHS, as a member of the GDEM State Emergency Management Council is assigned primary and support emergency management actions and responsibilities in the State of Texas Emergency Management Plan. As such, council members are required, upon determination of a possible catastrophic threat, to begin emergency operations including pre-event response operations if indicated.  The level of activation will range from bridged conference calls to 24/7 on-site coverage at the State Operations Center (SOC). DSHS maintains a roster of individuals who will function as agency SOC representative and liaison between the SOC and the DSHS ESC. Individuals participating in conference calls or staffing the SOC are responsible for ensuring an accurate and timely flow of information, requests for state and/or federal assistance and addressing SOC requests for assistance.

Below is the Incident Command Structure as it will be implemented at DSHS and followed at Regional offices. It is assumed LHDs will use a similar structure.
DSHS Incident Command Structure:     
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Each of the command staff may have a deputy, or more than one if necessary. The role of the deputy is flexible. The deputy can work with the primary position, work in a relief capacity, or be assigned specific tasks. Deputies should always be as qualified as the person for whom they work.

DSHS Incident Commander 

The DSHS Incident Commander is in charge of the incident for the agency. The Incident Commander and Command Staff will be headquartered in the DSHS ESC.

The DSHS ICS Commander is responsible for setting overall incident-related priorities; allocating critical resources according to priorities; ensuring that incidents are properly managed; ensuring that incident management objectives are met and do not conflict with each other or with agency policy; identifying and reporting critical resource needs and requirements; and ensuring that short-term emergency response and recovery operations are coordinated to assist in the transition to full recovery operations. 

Regions will also have Incident Commands to deal with local response and recovery that will report to the state Incident Command. 

Public Information Officer

The Public Information Officer (PIO), known at DSHS as the Press Officer, serves as the official spokesperson for DSHS and is responsible for interfacing with the public and media and/or with other state and federal agencies with incident-related information requirements. The PIO (press officer) develops and disseminates accurate and complete information and education on the incident’s cause, size, and current situation; resources committed; and other matters of general interest for both internal and external consumption. The PIO (press officer) also may perform a key public information-monitoring role. The PIO (press officer) is backed up by the DSHS Assistant Press Officer. The IC must approve the release of all incident-related information.

Liaison Officer

On larger incidents or events, representatives from other agencies (usually called agency representatives) may be assigned to the incident to coordinate their agency’s involvement. The Liaison Officer (LNO) is the point of contact for these agencies and organizations, and/or private entities. Agency and/or organizational representatives assigned to an incident must have the authority to speak for their parent agencies and/or organizations on all matters, following appropriate consultations with their agency leadership.

Safety Officer

The Safety Officer (SO) monitors safety conditions within incident operations, develops measures for assuring the safety of all assigned personnel, and advises the IC on all matters relating to operational safety, including the health and safety of DSHS response personnel. The ultimate responsibility for the safe conduct of incident management operations rests with the IC and supervisors at all levels of incident management. The SO is, in turn, responsible to the IC for the set of systems and procedures necessary to ensure ongoing assessment of hazardous environments may be a member of multiagency safety efforts, and implementation of measures to promote the general safety of incident operations. The SO has emergency authority to stop and/or prevent unsafe acts during incident operations. The SO, Operations Section Chief, and Planning Section Chief coordinate closely regarding operational safety and emergency responder health and safety issues. The SO must also ensure the coordination of safety management functions and issues across jurisdictions, across functional agencies, and with private sector and nongovernmental organizations. It is important to note that the agencies, organizations, or jurisdictions that contribute to joint safety management efforts do not lose their individual identities or responsibility for their own programs, policies, and personnel. Rather, each entity contributes to the overall effort to protect all responder personnel involved in incident operations.

Medical Advisor

The Medical Advisor (MA) is assigned directly to the Command Staff to provide advice, recommendations and medical reports to the IC in the context of incidents involving medical, mental health and substance abuse services, mass casualty, acute care, vector control, epidemiology, and/or mass prophylaxis considerations, particularly in the response to a bioterrorism event. The MA is also responsible for ensuring the provision of first aid and light medical treatment for personnel assigned to the incident. The MA may also be responsible for developing the emergency medical transportation plan (ground and/or air). 

Legal Advisor

Legal Counsel (LC) is assigned directly to the Command Staff to advise the IC on legal matters, such as emergency proclamations, suspension of regulatory statues or departmental rules, control measures, legality of evacuation orders, legal rights and restrictions for DSHS incident responders and volunteers, and legal rights and restrictions pertaining to media access. 
Operations Section Chief

There is only one Operations Section Chief (OSC) for each operational period and should have direct involvement in the preparation of the IAP for the corresponding period of responsibility. The OSC is responsible to the IC for the development and management of all incident-related operational activities. The OSC will establish tactical objectives for each operational period, with other section chiefs and unit leaders establishing their own supporting objectives. An OSC should be designated for each operational period.

Planning Section Chief

The Planning Section Chief (PSC) is responsible for gathering, evaluating and disseminating information about the incident, developing IAPs for each operational period (generally a 24 hour and/or weekly period), conducting long-range planning and developing plans for demobilization. The IAP includes the overall incident objectives and strategies established by the IC group. The IAP must adequately address the mission and policy needs of DSHS, as well as interaction between jurisdictions, functional agencies, and private organizations. The IAP also addresses tactical objectives and support activities required for the operational period, The IAP also contains provisions for continuous incorporation of “lessons learned” as incident management activities progress and maintaining incident documentation.

Logistics Section Chief

The Logistics Section Chief (LSC) is responsible for all service and support requirements of an incident, including obtaining and maintaining essential personnel, facilities, equipment and supplies. The LSC coordinates the allocation of DSHS resources such as personnel, facilities, transportation, supplies, equipment maintenance and fuel, food services, communications and information technology support. 

Functional units can be established within the logistics section and may include communications units, a medical unit, supply unit, facilities unit and others as indicated to facilitate span of control. The LSC is responsible for coordinating service and support for incident personnel.

Finance/Administration Section Chief

The Finance/Administration Section Chief (FASC) is responsible for finance, procurement, contracting, cost estimates, cost and time monitoring and analysis, staff and volunteer compensation and claims, and other administrative support services. In addition to monitoring sources of funding, the FASC will track and report to the IC the financial “burn rate” as the incident progresses. This allows the IC to forecast the need for additional funds before operations are affected negatively. This is particularly important when operational assets are under contract from the private sector. Units in this section may include Time, Procurement, Compensation/Claims and a Cost unit.

This page can be changed as names change.

	Title
	Name
	Work Phone
	Home Phone
	Othera

	Incident Commander
	
	
	
	

	Chief Operating Officer
	Randy Fritz
	
	
	

	
	
	
	
	

	
	
	
	
	

	Public Information Officer
	
	
	
	

	DSHS Press Officer
	Doug McBride
	
	
	

	DSHS Assistant Press Officer
	Emily Palmer
	
	
	

	Communications Unit Manager
	Luis Morales
	
	
	

	Liaison Officer
	
	
	
	

	Director Center for Consumer & External Affairs
	Jayne Nussbaum
	
	
	

	Government Affairs Unit Manager
	Kirk Cole
	
	
	

	Consumer Affairs Unit Manager
	Rosa Maria Murillo
	
	
	

	Safety Officer
	
	
	
	

	
	Billy Whitfield
	
	
	

	
	
	
	
	

	
	
	
	
	

	Medical Advisor
	
	
	
	

	Acting State Epidemiologist
	Tom Betz
	
	
	

	Infectious Disease Control Branch Manager
	Susan Penfield
	
	
	

	Acting Medical Dirwctor CPS
	John Walker
	
	
	

	Legal Advisor
	
	
	
	

	
	Linda Weigman
	
	
	

	
	Monte Waters
	
	
	

	
	Mike Greenberg
	
	
	

	
	Mark Connelly
	
	
	

	Operations Section Chief
	
	
	
	

	
	Rolando’s replacement
	
	
	

	
	Martha McGlothlin
	
	
	

	Disease Prevention & Intervention Section
	Casey Blass
	
	
	

	Immunization Branch Mgr
	Jack Sims
	
	
	

	Planning Section Chief
	
	
	
	

	
	Francesca Kupper
	
	
	

	Community Preparedness Section Nurse Advisor
	Leslie Mansolo
	
	
	

	Disease Prevention & Intervention Nurse Consultant
	Cynthia Morgan
	
	
	

	Logistics Section Chief
	
	
	
	

	Health Alert Network
	Glen Bason
	
	
	

	
	Skip Oertli
	
	
	

	
	Jeff Taylor
	
	
	

	
	Pat Feagin
	
	
	

	Finance / Admin Section Chief
	
	
	
	

	
	Patty Melchior
	
	
	

	
	Kathleen Barnett
	
	
	

	
	Lisa Subia
	
	
	

	
	Wilson Day
	
	
	


d. P = pager; C = cell phone

Appendix D:

External Stakeholders Providing Input into Plan

List of external stakeholders active in Plan reviews . . . to be added.

Appendix E: 

Laboratory Response Network
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Appendix F:

Recommendations for Non-pharmaceutical Public Health Interventionsa
	Measures
	Lead

Agencyb
	Pandemic Alert

Periodc
	Pandemic

Periodc
	Comments



	
	
	Phase

3
	Phases

4 & 5
	Phase

6
	

	Public Health Information, communication

	Information developed for public on risks and risk avoidance (tailored to target populations)
	S
	Y
	Y
	Y
	Risks may vary according to phase and require different messages

Messages consistent through state to avoid mixed messages & public confusion

	Information developed for professionals
	S
	Y
	Y
	Y
	Risks may vary according to phase and require different messages

Messages consistent through state to avoid mixed messages & public confusion

	Information developed on universal hygiene methods (handwashing, etc.)
	S
	Y
	Y
	Y
	Messages consistent through state to avoid mixed messages & public confusion

	Preparatory information for next phase developed
	S
	Y
	Y
	Y
	Messages consistent through state to avoid mixed messages & public confusion

	Dissemination of information developed by state
	L
	Y


	Y
	Y
	

	Measures to reduce risk of infection transmission

	Confinement:

· Confine cases as appropriate to local situation; provide medical care & social services
	L
	Y
	Y
	Y
	Need to plan for large numbers of severe cases.

	Face masksd
· Symptomatic people

· Exposed people: conduct risk assessment considering evidence of human-to-human transmission; closeness of contact frequency of exposure

· Well people seeking care in health care setting
	L

L

L
	Y

C

N
	Y

C

C
	Y

C

Y
	Logistics need to be considered

Consider recommending masks based on risk assessment

Need more data

	Measures to reduce risk that contacts transmit infection

	Tracing and follow-up of contacts
	L
	Y
	Y
	N
	Not feasible once pandemic starts


	Measures
	Lead

Agencyb
	Pandemic Alert

Periodc
	Pandemic

Periodc
	Comments

	
	
	Phase

3
	Phases

4 & 5
	Phase

6
	

	Voluntary quarantine (such as home confinement) of healthy contacts with health monitoring, medical, & social services
	L
	N
	Y
	Y
	Voluntary quarantine should also apply to contacts of known cases undergoing antiviral prophylaxis as efficacy not known

	Self-health monitoring but no restrictions on movement
	L
	Y
	Y
	N
	Not relevant for contacts in quarantine

	Advise contacts to reduce social interaction
	L
	N
	NR
	N
	Not relevant for contacts in quarantine; see also Measures to Increase Social Distance

	Advise contacts to defer travel to unaffected areas
	L
	N
	NR
	Y
	Not relevant for contacts in quarantine. Precautionary principle when unclear whether human-to-human transmission is occurring

	Measures to increase social distance

	Voluntary home confinement of symptomatic people
	L
	Y
	Y
	Y
	Measures needed to reduce risk of transmission to other household members. 

	Closure of schools (including preschool, higher education) in conjunction with other measures to reduce mixing of children
	SL
	N
	C
	C
	Depends on epidemiological context – extent to which these settings contribute to transmission

Governor may declare a public health disaster giving Commissioner additional authority

	Population-wide measures to reduce mixing of adults (furlough non-essential workers; close workplaces; discourage mass gatherings)
	SL
	N
	C
	C
	Depends on epidemiological context – extent to which unlinked community transmission and workplace transmission occur

Governor may declare a public health disaster giving Commissioner additional authority

	Masks in public places


	L
	N
	N
	N
	Not known to be effective. Not encouraged

	Involuntary confinement
	SL
	N
	C
	C
	Difficult to enforce

Governor may declare a public health disaster giving Commissioner additional authority

Depends on situation, e.g. non-cooperation with voluntary quarantine


	Measures
	Lead

Agencyb
	Pandemic Alert

Periodc
	Pandemic

Periodc
	Comments

	
	
	Phase

3
	Phases

4 & 5
	Phase

6
	

	Measures to decrease interval between symptom onset and patient isolation

	Public campaign to encourage self-diagnosis
	L
	Y
	Y
	Y
	

	Urge entire population in affected area to check for fever at least once daily
	L
	N
	N
	N
	

	Set up fever telephone hotlines with ambulance response
	L
	N
	C
	N
	

	Set up fever clinics with appropriate infection control
	L
	N
	C
	N
	

	Disinfection measures

	Handwashing
	L
	Y
	Y
	Y
	

	Household disinfection of potentially contaminated surfaces
	L
	Y
	Y
	Y
	

	Measures for people entering or exiting an infected area

	Advise to avoid contact with high risk environments
	L
	Y
	Y
	Y
	

	Recommend deferral of non-essential  travel to affected areas
	SL
	N
	Y
	Y
	Only if significant areas of the state remain unaffected

	Restrict travel to and from affected areas
	SL
	N
	Ne
	N
	Enforcement of travel restrictions considered impractical but likely to occur voluntarily when risk is considered significant by the public

	Cordon sanitaire (buffer zone)
	SL
	N
	N
	N
	Enforcement considered impractical

	Disinfection of clothing, shoes, or other objects of people exiting affected area
	L
	N
	N
	N
	Not recommended for public health purposes, but may be required by veterinary authorities to prevent spread of infection in animals


a.Adapted from WHO Global Influenza Plan. Geneva: World Health Organization, 2005.

e. S = State (state responsible for this); L = Local (local responsible for this); SL = State and Local (both share responsibility)

f. Y = yes (should be done at this phase); N = no (not necessary at this phase); C = should be considered; NR = not relevant

g. Quantity and type of mask depend on risk group: Cases = surgical masks; Health Care Workers = N95 or equivalent; Others = depends on risk.

h. Could be considered as an emergency measure to avert or delay a pandemic.
Appendix G:

DSHS Vaccine and Antiviral Priority Lists

(under revision – to be replaced by CDC lists when released)

Preliminary Guidelines for the Use of Vaccines and Antiviral Drugs During an Influenza Pandemic

The Texas Department of State Health Services is working closely with local, regional, state, and national stakeholders to be able to speak with one voice in providing the best possible recommendations consistent with sound epidemiological principles and the practical realities of existing national supplies of vaccine and antivirals.

The principles for the use of vaccines and antivirals will be consistent with the overall goals of managing an influenza pandemic: Minimize serious illness and deaths while maintaining a quality healthcare system and protecting those at highest risk; and minimize societal disruption by maintaining the essential services upon which everyone depends.

The prioritization lists below will change as CDC develops guidelines for the nation and Texas stakeholders have an opportunity to evaluate their recommendations. Until then, these draft guidelines will serve as a preliminary plan and a beginning for discussion. They are based primarily upon the Canadian Pandemic Influenza Plan model, at http://www.phac-aspc.gc.ca/cpip-pclcpi/index.html . 

Strategies and priority groups for the use of vaccine and antivirals during an influenza pandemic will need to be reassessed and possibly altered, as soon as epidemiologic data on the specific pandemic virus become available. Supply availability will also affect use. Sudden changes in the pattern of hospitalizations and deaths, or the development and spread of antiviral resistance as the pandemic progresses, may require changes in strategy.

Vaccine: Seasonal Influenza and Pandemic Influenza

Although vaccination is the primary means of preventing seasonal influenza, at the beginning of a pandemic, vaccine supplies will be limited or non-existent. The emergence of a pandemic is unpredictable, vaccine cannot be stockpiled, and vaccine production can only start once the specific pandemic virus has been recognized. 

With current technology, the first doses of vaccine are unlikely to become available within the early months of the pandemic, and current worldwide production capacity for influenza vaccine is able to cover less than 5% of the world’s population. 

Guidelines for use of Vaccine, once available:

Prioritization for Vaccine use:

1. Health care workers with direct patient contact, EMS, and public health workers involved in disease investigation/epidemiology of the pandemic 

2. Other essential service providers, such as police and fire-fighters

3. Persons who are more susceptible to severe illness or death from influenza, such as those with lung or heart disease or other chronic illness.

4. Contacts to those who are more susceptible to severe outcomes

5. School aged children, who are frequent contacts to each other and to many other groups

6. Persons responsible for maintenance of critical functions, such as clean water and food distribution (this group will become a higher priority [3] if the pandemic appears to be severe enough that basic critical functions are at risk)

7. Other healthy adults

8. Other healthy children 

This prioritization list will change as CDC develops guidelines for the nation and Texas stakeholders have an opportunity to evaluate their recommendations.

Antiviral drugs: 

At this time, antiviral drugs are the only specific medical intervention targeting influenza that will potentially be available during the initial pandemic response.  During a pandemic, antiviral drugs are likely to play an important, but limited role. The existing supply and surge capacity for production of antiviral drugs is inadequate.  Antiviral drug use should not be considered as a strategy for altering the overall course of a pandemic, but may help with protection for essential personnel and treatment for some individuals. Antiviral use should not begin until the pandemic influenza virus has been detected in the community. 

Antiviral drug use is unlikely to substantially modify the course of a pandemic caused by an influenza strain that is well adapted for person-to-person transmission (as in the pandemics of 1918, 1957, or 1968). Prophylaxis with antivirals when an exposure has occurred or is likely to occur may help to prevent disease and keep essential workers in play. 

Once influenza infection has occurred, antiviral therapy is only effective if started in the first two days of symptoms and often causes only a modest increase in the rate of symptom improvement.  Antiviral therapy has not been proven effective in reducing mortality from influenza. 

The efficacy and safety of antivirals for the treatment and prophylaxis of children and select high-risk groups such as infants, pregnant women, immunocompromised persons, and elderly with underlying disease, has not been well established.

Antiviral medications such as those approved for the treatment of influenza have no activity against bacterial infections.  Patients with influenza-like illness, especially patients with chronic medical conditions, may have significant bacterial infections with or without influenza.

Guidelines for use of Antiviral Drugs 
Because of the need to implement therapy early in the course of illness, strategies that make drugs available at the point-of-care are most likely to be successful.  Most hospitals will choose to keep stockpiles of antivirals for health care workers and may expand that for other populations. Supplies of antiviral drugs are currently limited, as is surge capacity for further production.

Prioritization for Antivirals as prophylaxis when exposure is likely or is known to have occurred:

1. Health care workers with direct patient contact; the need for prophylaxis may diminish as the pandemic is recognized and more stringent respiratory protection measures are put into place. 

2. Control of institutional outbreaks

3. First responders, Public Health workers involved in disease investigation/epidemiology of the pandemic, and other essential service providers;

4. Persons at high risk for complications hospitalized for illnesses other than influenza.

5. Persons with high risk of complications who are in the community. 

6. Persons responsible for maintenance of critical functions, such as clean water and food distribution (this group will become a higher priority if the pandemic appears to be severe enough that basic critical functions are at risk)

This prioritization list will change as CDC develops guidelines for the nation and Texas stakeholders have an opportunity to evaluate their recommendations. 

Prioritization for Antiviral drugs as treatment (within the first 48 hours of symptoms):

1. Persons hospitalized with influenza

2. Health care and emergency service workers who are ill with influenza. 

3. Public Health workers involved in disease investigation/epidemiology of the pandemic

4. High-risk persons who are ill in the community. 

5. Persons responsible for maintenance of critical functions, such as clean water and food distribution (this group will become a higher priority if the pandemic appears to be severe enough that basic critical functions are at risk)

The prioritization lists will change as CDC develops guidelines for the nation and Texas stakeholders have an opportunity to evaluate their recommendations. Until then, these draft guidelines will serve as a preliminary plan and a beginning for discussion. The guidelines and comments are based largely upon the Canadian Pandemic Influenza Plan model, at http://www.phac-aspc.gc.ca/cpip-pclcpi/index.html. 

Appendix H:

Pandemic Influenza Program Scheme

(To be altered and replaced as additional guidance becomes available)

A. Estimate amount of vaccine and antivirals needed for priority groups. Without having CDC priority groups identified, it is difficult to determine vaccine and antiviral needs. However, some preparatory work can be done:

1. Work with Texas Medical Association, Texas Nurses Association, Texas Hospital Association, Texas Department of Aging and Disability Services, DSHS Infectious Disease Control Unit, Texas Pharmacy Association, DSHS Center for Health Data, and others for establishing contacts and procedures for collecting data on possible priority targeted groups. 

a. Present plans and data needs to various organizations to elicit willingness to help

2. Update annually data necessary for formula computations used during the 2004-5 vaccine shortage to determine vaccine allotments to HSRs

3. Keep current on high risk and priority population data sets

4. Compare annually state data with CDC data to assure consistency – argue differences before the outbreak.

5. Identify the “Winter Texan” population (those temporarily moving to Texas from colder states) that uses Texas vaccine but who are not Texas residents. CDC gives states of origin vaccine and antiviral allocation. Texas needs to negotiate the direction of these allotments.

B. Provide antivirals and influenza vaccine to high-priority target groups and the general population. Until CDC issues the national priority list of specific target groups, DSHS has identified some general approaches: 

1. In the presence of severe vaccine shortages

a. Ordering vaccine will be done by submitting the DSHS IB spreadsheets (accepted during the 2004-5 vaccine shortage by CDC) rather than through the Secure Data Network (SDN) required of smaller states. Confirm with CDC. Templates can be obtained via email by calling the IB at 512-458-7284 or 1-800-252-9152.

b. Distribution will be determined by the DSHS IB based on HSR and LHD identification of numbers of individuals in priority groups in their areas in combination with state data obtained in “A” above.

c. Distribution of vaccines will occur either through the DSHS Austin pharmacy and/or regional pharmacies or through VMI with DSHS identifying recipients.

2. In the presence of moderate shortages

a. Ordering vaccine will be done by submitting the DSHS spreadsheets (accepted during the 2004-5 vaccine shortage by CDC) rather than through the SDN required of smaller states. Confirm with CDC. Templates can be obtained via email by calling the IB at 512-458-7284 or 1-800-252-9152.

b. Distribution determined by the DSHS IB based on HSR and LHD identification of numbers of individuals in priority groups in their areas in combination with state data obtained in “A” above.

c. Distribution of vaccines will occur through VMI with DSHS identifying recipients.

3. In the presence of no shortages

a. Routine distribution as during regular season

b. Individual orders through distributors

C. Determine how antivirals and vaccines will be purchased and distributed. Options to be considered include:

1. Purchase strategies include:

a. Complete federal purchase and/or distribution

i. It is probable that this will occur with severely limited supply

ii. It is assumed that this will be distributed through Strategic National Stockpile (SNS), if that is the federal antiviral and vaccine location, through regular SNS procedures

· Tracking will be through new Texas Inventory Management System (TIMS) program or its alternative (Appendix R) 

iii. If distribution of federally purchased antivirals and vaccine is through the state, as with 2004-5 vaccine shortage, the same state procedures will be used as in the 2004-5 season. Templates can be obtained via email by calling the IB at 512-458-7284 or 1-800-252-9152.

· Spreadsheets for ordering will include high risk groups

b. Partial federal purchase and distribution

i. Wait for federal guidance. Plans will be developed after guidance is received.

ii. Expect to be able to follow same procedures as used for the 2004-5 shortage for vaccine and antivirals if the state is in control. Templates can be obtained via email by calling the IB at 512-458-7284 or 1-800-252-9152.

c. Minimal federal purchase and distribution

i. If the state is to purchase, ordering and distribution will follow 2004-5 influenza season activities. 

ii. If the purchase is private, it is assumed usual private sector ordering and distribution will occur.

2. Distribution strategies reflected in “B” above.

D. Plans will demonstrate steps to ensure equal distribution and access to specific population groups by identifying barriers to vaccination (e.g. culture, location, etc.). 

1. Equal distribution of vaccine and antivirals beyond targeted priority groups is critical to reaching the general population groups.

2. LHDs will develop strategies to overcome these barriers (e.g. use of churches, involvement of community gatekeepers, and leaders) as reflective of local community needs, in collaboration with local disparities groups. 

a. The DSHS Office for the Elimination of Health Disparities [OEHD] may provide guidance. 

3. Distribution of vaccine and/or antivirals to clients will follow the Community Emergency Medical Clinic SOG template guidelines available at: (yet to be determined).

E. Establish plan for outcomes monitoring.

1. Specific objectives are based on current available information related to priority groups, vaccine amount, vaccine ownership, and distribution. Objectives will change as information becomes available.

2.  Process objectives. 

a. Build data collection system to collect descriptive data.

b. Keep current data related to priority groups developed for the 2004-5 vaccine shortage

3. Outcome objectives

a. Determine numbers obtaining first vaccination

i. According to geographic areas

ii. According to priority groups

b. Determine numbers obtaining second vaccination

i. According to geographic areas

ii. According to priority groups

c. Determine numbers obtaining antiviral prophylaxis

i. According to geographic areas

ii. According to priority groups

d. Determine numbers obtaining treatment with antivirals

i. According to geographic areas

ii. According to priority groups

e. Clients will exit POD within 15 minutes of arrival

i. Compare geographic areas

f. 80% of designated allotments of vaccine will be given to priority group clients with 48 hours of receipt at the POD.

g. 80% of designated allotments of antivirals for prophylaxis will be given to priority group clients with 48 hours of receipt at the POD (if prophylaxis is the CDC recommendation).

h. 70% of priority group members with ILI will be treated with antivirals within 48 hours of first symptoms (if adequate antivirals are available and treatment is the approach).

4. Impact objectives

a. 70% of targeted priority group members will receive first dose of vaccine once it becomes generally available.

b. 70% of those receiving first dose will receive a second dose of vaccine (if CDC recommendations support a second dose).

c. 70% of targeted priority group members will receive antiviral prophylaxis once it becomes generally available (if this is the CDC recommendation).

d. Determine morbidity and mortality and compare with national data

i. According to geographic areas

ii. According to priority groups

iii. According to population demographics

5. Performance estimates will be made based on information related to priority groups, vaccine control, etc., once known.

Appendix I: 

Antiviral availability and use inventory
Flu-Specific Checklist for Statewide Inventory Available  Anti-Viral Drugs:

including:

1. amantadine-generic/ Symmetrel-Brand

2. rimantadine-generic/ Flumadine-Brand

3. zanamivir-generic/ Relenza-Brand

4. oseltamivir-generic/ Tamiflu®-Brand

Each of the major drug wholesalers in the state shall be contacted, including:

___McKesson Drug

___Cardinal Drug

___Amerisource-Bergen

In addition all other identified medium and small drug wholesalers shall be contacted, including but not limited to:

___Morris-Dickson-Shreveport, Louisiana

___Texas Drug

___Walsh Drug Distribution

___Any additional distribution sources identified

Pharmacy Associations and Professional Group shall be contacted and requested to assist with inquiries at the pharmacy level, including but not limited to the following:

___Texas Pharmacy Association

___Texas Society of Health Care Pharmacists (includes Hospitals, HMO's, Mail order, and PBM       

      Pharmacy operations

___Texas Retailers Association/ Texas Federation of Drug Stores (Chain Drug Stores)

___Texas State Board of Pharmacy

Medical and Osteopathic Associations shall be contacted and requested to assist with inquiries to their membership, including but not limited to the following:

___Texas Medical Association

___Texas Osteopathic Medicine Association

Other possible resources for antivirals including but not limited to the following:

___Other state Pharmacy Associations

___Pharmacies in bordering states near state lines.

Appendix J:

Pneumococcal Vaccine
A. Assumptions

1. The United States will have up to six months from the time human-to-human transmission of a novel virus is identified to the arrival of pandemic influenza.

2. Pneumococcal vaccine will assist in the prevention of secondary bacterial infections.

B. Inter-Pandemic Period:  DSHS participates in a number of coalitions to improve vaccine coverage throughout Texas.

C. Pandemic Alert Period; Phase 4: Human-to-human transmission confirmed

1. DSHS will notify all health care providers of the need to vaccinate people over 65 of age and people recommended by Advisory Committee on Immunization practices (ACIP) (MMWR 1997; v46: No.RR-8) with pneumococcal vaccine as a method of decreasing morbidity and mortality associated with pandemic influenza.

2. DSHS Communications will notify the media to inform the general public of the need for people over 65 and other high-risk people to receive pneumococcal vaccine as defined by ACIP.

3. Pneumococcal vaccine will be distributed and administered by private health care providers.  Reimbursement rates for Medicare and Medicaid vary annually. Private insurers frequently follow Medicare reimbursement guidelines. Be sure to check current publications.

D. Pandemic Period; Phase 6: Confirmation of onset of pandemic, regional and multi-regional epidemics, end of first wave: DSHS will continue efforts to notify providers and people recommended by ACIP to receive pneumococcal vaccine as described above.

E. Subsided: Second or later waves:  Same as D.

F. Postpandemic Period:
1. DSHS will continue efforts to notify providers and people recommended by ACIP to receive pneumococcal vaccine as described above.

2. DSHS, along with providers and HSR and LHD will review the plan and pandemic and update as necessary.

Appendix K:

Sample Standing Delegation Orders 
[INSERT NAME OF PUBLIC HEALTH ORGANIZATION]

Pandemic Influenza 

Standing Delegation Order (SDO) for Administering Influenza Vaccine in Clinics 

Purpose: To reduce morbidity and mortality from influenza by vaccinating patients who meet priority criteria established by the CDC’s Advisory Committee on Immunization Practices (ACIP). If these priority criteria are unavailable, criteria developed by DSHS will be followed.

Policy: After determining that a client is eligible to receive vaccination (i.e., that there are no absolute contraindications), clinic registered nurses, licensed vocational nurses, and/or other staff licensed or certified to give medications can administer the following vaccines during pandemic influenza vaccination clinics, adhering to the ACIP recommendations, the Standards for Immunization Practices, and established CDC (or DSHS in the absence of CDC) target group priorities:

· Live Attenuated Influenza Virus Vaccine (nasal spray)

· Inactivated Influenza Vaccine (injectable)

	VACCINE
	Age group
	contraindications

	Live Attenuated Influenza Vaccine  (FluMist)
	5 years – 49 years of age
	History of anaphylaxis after eating eggs or following previous influenza vaccination, pregnancy, immunosuppressed people, or people with close contact with immunosuppressed people (e.g., health care workers or household contacts)

	Inactivated Influenza Vaccine (injectable)
	> 6 months of age
	History of anaphylaxis after eating eggs or following previous influenza vaccination; history of gentamycin sulfate allergy


All approved personnel administering vaccines should:

1. Read and have available a copy of the protocols for Managing Vaccine Reactions including anaphylactic reactions (Appendix K – next document).

2. Sign the vaccinator list at the end of this form.

Authority for instituting and for oversight responsibility of the SDO is assumed by the Medical Director or other appropriate authority whose signature is at the end of this document.

SDO Procedures:

1. Practice and clinic personnel trained and qualified to be responsible for one or more of the SOP procedural steps.
2. Each client is provided with a copy of the most current Vaccine Information Sheet (VIS). Provide non-English speakers with a VIS in their native language if available (at  http://www.immunize.org/vis/ ). The publication date of the VIS should be documented.
3. Designated person(s) answers client questions and assists if form completion if necessary.
4. Each client will be screened for eligibility for vaccination using the most current CDC / ACIP recommendations available at that time for prioritizing the use of available influenza vaccine(s). As and when epidemiological evidence indicates the need to revise priorities or vaccine availability changes, prioritizing recommendations may be revised and instituted.
5. Each eligible client is screened for contraindications and precautions to influenza vaccine(s):
a. Contraindications: serious reaction (e.g., anaphylaxis) after ingesting eggs or after receiving a previous dose of influenza vaccine or an influenza vaccine component.  Do not give live attenuated influenza vaccine (LAIV) to pregnant women, immunosuppressed people, or people with close contact with immunosuppressed people (e.g., health care workers or household contacts).

b. Precautions: moderate or severe acute illness with or without fever

6. The appropriate influenza vaccine is administered correctly:

a) Administer 0.5 mL inactivated influenza vaccine IM (22-25g, 1–1½" needle) in the deltoid muscle or other age appropriate dose and injection site

b) Alternatively, healthy people 5–49 years of age without contraindications may be given 0.5 mL of LAIV; 0.25 mL is sprayed into each nostril while the patient is in an upright position

7. Emergency medical protocol, kit, and trained person on site (see Emergency Medical Protocol SDO – Appendix K – next document).

8. Document vaccine, vaccination date and site in client held record and in practice or clinic records.

9. Complete and submit vaccine-tracking forms to appropriate DSHS office.


VACCINATOR SIGNATURE LIST

	Printed Name
	Signature
	Initials
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Pandemic Influenza Emergency Medical Management of Vaccine Reactions Standing Delegation Order

[INSERT NAME OF PUBLIC HEALTH ORGANIZATION]
Purpose:  All vaccines have the potential to cause an adverse reaction. Even with careful screening, reactions may occur. These reactions can vary from trivial and inconvenient (e.g., soreness, itching) to severe and life threatening (e.g., anaphylaxis). If reactions occur, staff should be prepared with procedures for their management. 
Policy:  In order to minimize adverse reactions, patients should be carefully screened for precautions and contraindications before vaccine is administered. All clinic staff licensed for patient care will read and understand symptoms and management of reactions and the location of supplies for event management. The table below describes procedures to follow for various reactions that may occur.
SDO Procedures:

	Reaction
	Symptoms
	Management

	Localized
	Soreness, itching, swelling, or redness at injection site
	· Apply cold compress to injection site.

· Recommend analgesic or antipuretic.

· Watch for 30” before allowing client to leave to be sure generalized symptoms do not occur.

	
	Slight bleeding
	· Apply adhesive compress over injection site

	
	Continuous bleeding
	· Place a thick layer of gauze pads over the area and maintain direct & firm pressure. 

· Raise arm above the level of the client’s heart.

	Psychological fright and syncope (fainting)


	Fright before injection is given
	· Have client sit or lie down for injection.

	
	Extreme paleness, sweating, coldness of hands and feet, nausea, light-headedness, dizziness, weakness, or visual disturbances
	· Have client lie flat or sit with head between knees for several minutes.

· Loosen any tight clothing especially around airway. 

· Apply cool damp cloths to face and neck.

	
	Fall, without loss of consciousness
	· Examine for injury before attempting to move client. 

· Place client flat on back with feet elevated.

	
	Loss of consciousness
	· Examine for injury before attempting to move client. 

· Place client flat on back with feet elevated.

· Do not give anything by mouth.

· Monitor vital signs.

· After return of consciousness observe client for 30” before allowing client to leave.

· Call on-site emergency provider (EMT or MD) or 911 if client does not respond.

	Seizure
	Loss of consciousness and rigidity and uncontrolled flexion/extension movements
	· If possible, protect the client from falling.  Move furniture away from the client to prevent injury during the seizure.

· Do Not restrain the client

· Do Not place anything in the client’s mouth. 

· Do Not give the client anything by mouth until they have completely regained consciousness and are fully alert.  

· Complete a Vaccine Adverse Event Report (VAERS) form.

· Monitor- Observe the client in the clinic for 30 minutes after seizure. 

· Call on-site emergency provider (EMT or MD) or 911 if client does not respond.

· Client should be sent to the ER for evaluation.  

	Anaphylaxis
	Sudden or gradual onset of generalized itching, erythema (redness), or urticaria (hives); angioedema (swelling of the lips, face, or throat); severe bronchospasm (wheezing); shortness of breath; shock; abdominal cramping; or cardiovascular collapse.
	See “Emergency Medical Protocol for

Management of Anaphylactic Reactions in Adults” below for detailed steps to follow in treating anaphylaxis.


Emergency Medical Protocol for Management of Anaphylactic Reaction

Supplies Needed

· Aqueous epinephrine USP, 1:1000 in an Epi-Pen. At least three adult Epi-Pens (delivering a single dose of 0.3 mg/0.3 mL) should be available whenever adult immunizations are given.

· Benadryl (Benadryl) injectable (50 mg/mL solution) & oral in 25 or 50 mg tablets

· Syringes: 1–3 cc, 22–25g, 1"-1½"-2" needles for injectable Benadryl

· Adult airways (small, medium, and large)

· Sphygmomanometer (adult and extra-large cuffs) and stethoscope

· Adult size pocket mask with one-way valve

· Alcohol swabs

· Tourniquet

· Tongue depressors

· Flashlight with extra batteries (for evaluating the mouth and throat)
Emergency Treatment

1. If symptoms are generalized, activate the emergency response system (4911 DSHS First Responders and 911 EMS) and call the covering physician for orders.  Another person should do this while the nurse/1st responders treats and observes the patient.

2. Administer epinephrine via Epi Pen subcutaneously or intramuscularly.  Site of administration can be the anterior thigh or deltoid muscle.

3. Administer Benadryl by intramuscular injection according to the dose in the Table 1.  Do not administer oral Benadryl or anything else by mouth if the patient is not fully alert or if the patient has respiratory distress.  

4. Monitor the patient until EMS arrives. Perform CPR & maintain airway if necessary.  

5. Monitor vital signs frequently.

6. Keep the patient in supine position unless there are breathing difficulties. If breathing is difficult, patient’s head may be elevated, provided blood pressure is adequate to prevent loss of consciousness.

7. If EMS has not arrived and symptoms are still present, repeat the dose of epinephrine every 15 minutes. 

8. Patient must be referred for medical evaluation, even if symptoms resolve completely.  Symptoms may recur after epinephrine and benadryl wear off, as much as 24 hours later.  

Table 1.  Dosage for Benedryl (50 mg/ml)

	Weight
	dose

	Kgs
	Lbs
	Mg
	Ml

	35-40
	76-99
	40
	0.8

	46+
	100+
	50
	1


Authority for instituting and for oversight responsibility of the SDO is assumed by the Medical Director or other appropriate authority whose signature is at the end of this document.


Sources: 


American Academy of Pediatrics. Passive Immunization. In: Pickering LK, ed. Red Book: 2003 Report of the Committee on Infectious  Diseases.26th ed. Elk Grove Village, IL:American Academy of Pediatrics; 2003:63-66.

American Pharmacists Association, Grabenstein, JD, Pharmacy-Based Immunization Delivery, 2002.

Got Your Shots? A Providers Guide to Immunizations in Minnesota, Second Edition, Minnesota Department of Health, 2001:80-82.
Vaccination of people with chicken egg or gentamicin sulfate allergy

Purpose:  All vaccines have the potential to cause an adverse reaction. Even with careful screening, reactions may occur. These reactions can vary from trivial and inconvenient (e.g., soreness, itching) to severe and life threatening (e.g., anaphylaxis). Clients with known allergies to chicken eggs or GS require careful screening before vaccination. Both the injectable inactivated influenza vaccine and the live attenuated influenza vaccine (FluMist) are currently grown in eggs.
Policy:  In order to minimize adverse reactions, clients should be carefully screened for precautions and contraindications before vaccine is administered. 
Procedure:

1. All clinic staff licensed for patient care will read and understand contraindications to influenza vaccination.  

2. Question all clients about allergies. If a person reports an allergy to chicken eggs ask about symptoms:
a. If a person reports an allergy, but has received influenza vaccine in the past without difficulty, give vaccine.
b. If a person reports an “allergy,” because of distaste for eggs, give vaccine.
c. A person who reports a localized reaction (such as a swollen arm) may be given vaccine.
d. A person who reacts with systemic symptoms (a drop in blood pressure, significant wheezing, difficulty breathing, or generalized hives) should not receive influenza vaccine. 
e. Allergy to duck meat or duck feathers is not a reason to hold back on influenza vaccine. 
3. If vaccine is given to anyone with questionable past reactions, keep client on-site and observe for 30 minutes. If a reaction occurs, see Emergency Medical Protocol for Medical Management of Vaccine Reactions.  
4. If staff determines that the client should not receive vaccine:

a. Give instructions on how to reduce influenza exposure.

b. Give or prescribe antivirals if client falls into a CDC priority group or if antivirals are plentiful and unrestricted.

Appendix L: 

Health Care Setting Prevention and Control Procedures

Infection control practices both in the community and in healthcare settings will present special challenges in the event of a pandemic. Influenza is easily transmitted from person to person. Coughing and sneezing by infected people is the primary means of spreading of the virus.  Sometimes the virus is spread by direct contact, either with infected people or a contaminated surface.  Influenza can quickly spread and cause illness in other hospitalized patients and health care personnel, especially in those who are unvaccinated. Once infected, healthcare personnel, patients or visitors introduce it into a facility.  During an outbreak in a hospital ward or nursing home, as many as 70% of staff and patients may become infected. The most important means to prevent influenza illness from spreading in a health care facility is influenza vaccination of both patients and healthcare personnel. The Advisory Committee on Immunization Practices (ACIP) recommends annual vaccination of all healthcare personnel. However, in part due to low vaccination rates, less than 100% efficacy and because influenza-infected patients will be admitted from the community, outbreaks of influenza can occur. When influenza is introduced into a health care facility, prompt recognition of influenza infection and initiation of infection control measures can limit the spread of disease.

Prevention and Control of Influenza in Health Care Facilities

Adapted from: Centers for Disease Control and Infection (CDC)

Note: for the latest update of these guidelines, go to http://www.cdc.gov/flu/professionals/infectioncontrol/healthcarefacilities.htm 

A. Patients with influenza should be placed on Droplet Precautions: Droplet Precautions are designed to reduce the risk of droplet transmission of infectious agents. Droplet transmission involves contact of the conjunctivae or the mucous membranes of the nose or mouth of a susceptible person with large-particle droplets (larger than 5 µm in size) containing microorganisms generated from a person who has a clinical disease or who is a carrier of the microorganism. Droplets are generated from the source person primarily during coughing, sneezing or talking and during the performance of certain procedures such as suctioning and bronchoscopy. Transmission via large-particle droplets requires close contact between source and recipient people, because droplets do not remain suspended in the air and generally travel only short distances, usually 3 ft or less, through the air. Because droplets do not remain suspended in the air, special air handling and ventilation are not required to prevent droplet transmission. Droplet precautions apply to any patient known or suspected to be infected with epidemiologically important pathogens that can be transmitted by infectious droplets. 

B. Standard Precautions apply to blood, all body fluids, secretions and excretions except sweat, whether or not they contain visible blood, non-intact skin and mucous membranes. Standard precautions are designed to reduce the risk of transmission of microorganisms from both recognized and unrecognized sources of infection in hospitals.  Standard precautions address the importance of hand washing before and after caring for a patient; use of gloves, masks, eye protection, face shields and gowns when splashes or sprays of blood, body fluids, secretions or excretions are possible; cleaning of patient-care equipment, the patient’s physical environment and soiled linen; precautions to reduce the possibility of health care worker exposure to blood-borne pathogens; and, patient placement.

C. Respiratory Hygiene/Cough Etiquette in Healthcare Settings (CDC document December 17, 2003)To prevent the transmission of all respiratory infections in healthcare settings, including influenza, the following infection control measures should be implemented at the first point of contact with a potentially infected person. These should be incorporated into infection control practices as one component of Standard precautions. NOTE: These recommendations are based on the Draft Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings. Recommendations of the Healthcare Infection Control Practices Advisory Committee, CDC. 

1. Visual Alerts. Post visual alerts (in appropriate languages) at the entrance to outpatient facilities (e.g., emergency departments, physician offices, outpatient clinics) instructing patients and people who accompany them (e.g., family, friends) to, first, inform health care personnel of symptoms of a respiratory infection when they first register and, second, to practice respiratory hygiene and cough etiquette.

2. Respiratory Hygiene/Cough Etiquette

3. The following measures to contain respiratory secretions are recommended for all individuals with signs and symptoms of a respiratory infection. 

a. Cover the nose and mouth when coughing or sneezing; 

b. Use tissues to contain respiratory secretions and dispose of them in the nearest waste receptacle after use; 

c. Perform hand hygiene (e.g., hand washing with non-antimicrobial soap and water, alcohol-based hand rub, or antiseptic hand wash) after having contact with respiratory secretions and contaminated objects or materials. 

4. Health care facilities should ensure the availability of materials for adhering to Respiratory Hygiene/Cough Etiquette in waiting areas for patients and visitors. 

a. Provide conveniently located dispensers of alcohol-based hand rub; where sinks are available, ensure that supplies for hand washing (i.e., soap, disposable towels) are consistently available.  

b. Provide tissues and no-touch receptacles for used tissue disposal.
D. Masking and Separation of People with Respiratory Symptoms. During periods of increased respiratory infection activity in the community (e.g., when there is increased absenteeism in schools and work settings and increased medical office visits by people complaining of respiratory illness), offer masks to people who are coughing. Either procedure, masks (i.e., with ear loops) or surgical masks (i.e., with ties), may be used to contain respiratory secretions. Respirators such as N-95 or above are not necessary for this purpose. When space and chair availability permit, encourage coughing people to sit at least three feet away from others in common waiting areas. Some facilities may find it logistically easier to institute this recommendation year-round. 

E. Droplet Precautions. Advise healthcare personnel to observe droplet precautions (i.e., wearing a surgical or procedure mask for close contact), in addition to standard precautions, when examining a patient with symptoms of a respiratory infection, particularly if fever is present. These precautions should be maintained until it is determined that the cause of symptoms is not an infectious agent that requires droplet precautions www.cdc.gov/ncidod/hip/ISOLAT/Isolat.htm. 

Recommended Guidelines for Pandemic Influenza Infection Control 

During an influenza pandemic it can be assumed that risk of transmission will be high, that immunity within the population will be low, that an increased number of people will be seeking medical care, and that resources traditionally used for infection control may be in short supply.  The following recommendations reflect this assumption and should be used in addition to procedures discussed above.

A. Hospital Infection Control. 

Patients with confirmed, epi-linked, or influenza-like illness should be isolated in a private room if possible.  Negative air pressure room is not indicated.  Multiple patients may be cohorted (housed together) if necessary.  Droplet isolation precautions, in addition to standard precautions, should be implemented and adhered to for the pandemic influenza patient.  Respiratory tract secretions should be considered infectious and strict hand hygiene practices should be used.  Masks (surgical or a higher filtration) should be used when patient care is delivered within 3 feet of the patient.  Normal disinfection of the patient environment should be done daily. 

Under most circumstances, infection control measures may be the only measures available to prevent transmission.  Special circumstances may necessitate the addition of other precautions.

B. Transportation of the Patient 

Transportation of the patient within the facility does not need to be restricted.  The patient must wear and should tolerate the wearing of a surgical mask during the trip.  Disinfection of the transportation equipment as well as other potentially exposed surfaces and equipment must be done.

Transportation outside of the facility may also be considered as indicated.  Additional precautions and disinfection will be necessary if the person is undergoing mechanical ventilation.

C. Other Considerations

1. Uncertainty, anxiety and ongoing stress will affect all segments of the population, which will place additional burdens on the health care system as well as individual and community recovery. Service demand will be heavy as treatment facilities seek to triage and treat the affected, those who believe they are infected and "normal" patient loads. 

2. ICU for adults and pediatric cases will be heavy.  

3. Morgue storage will potentially be over capacity.  

4. Supplies of certain items may be low. Hospitals and other facilities should plan to stock perishable items for extended periods or prepare for the unavailability of these items due to production and/or delivery problems. 

5. Cancellation of elective surgeries may be required and other procedures may need to be postponed to allow for the reallocation of staff to other areas.  
6. High demand for clinical staff and expected decreases due to becoming ill will create shortages.  
Visitors who have any respiratory illness symptoms should be discouraged from visiting patients. 

Health-care workers who are ill should be restricted from working until they are healthy. 

If a suspected influenza outbreak occurs among nursing home or hospitalized patients, steps to identify influenza as the cause and to control its spread should be instituted.  (Prevention and Control of Influenza: Recommendations of the Advisory Committee on Immunization Practices (ACIP) MMWR 25 Apr 2003; 52 [RR08]: 1-36) http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5208a1.htm 
The primary measure to prevent patients from getting influenza in a health-care setting is vaccination of both patients and health-care workers. 
Appendix M: 

Community Prevention and Control
General Guidelines

The single, best way to prevent influenza is to get vaccinated each fall. However, in the absence of vaccine, there are other ways to protect against influenza. Four antiviral drugs, amantadine, rimantadine, oseltamivir and zanamivir, are commercially available for use in treating influenza. Amantadine, rimantadine and oseltamivir are approved for prevention (chemoprophylaxis) against influenza. All of these drugs are prescription drugs and a doctor should be consulted before their use.

In addition, the following simple steps may help prevent the spread of respiratory illnesses like influenza:

· Avoid close contact with people who are sick and keep your distance from others when you are sick 

· Wash your hands often to keep from picking up germs 

· Cover your mouth and nose with a tissue when coughing or sneezing. It may prevent those around you from getting sick 

· Stay home when you are sick 

General Steps to Take If You Get Sick:

If you develop influenza-like symptoms, but you do not have an underlying medical condition: 

· Get plenty of rest

· Drink a lot of liquids 

· Avoid using alcohol and tobacco 

· Consider taking over-the-counter medications to relieve the symptoms of influenza (but never give aspirin to children or teenagers who have influenza-like symptoms) 

· Stay home and avoid contact with other people to protect them from catching your illness 

· Cover your nose and mouth with a tissue when you cough or sneeze to protect others from your germs

· Most healthy people recover from the influenza without complications

Look Out for Emergency Warning Signs:

There are some “emergency warning signs” that require urgent medical attention. 

√ In children, some warning signs that need urgent medical attention include: 

· High or prolonged fever 

· Fast breathing or trouble breathing 

· Bluish skin color 

· Not drinking enough fluids 

· Changes in mental status, such as not waking up or not interacting; being so irritable that the child does not want to be held; or seizures 

· Influenza-like symptoms improve but then return with fever and worsened cough 

· Worsening of underlying chronic medical conditions (for example, heart or lung disease, diabetes)

√ In adults, some warning signs that need urgent medical attention include: 

· High or prolonged fever 

· Difficulty breathing or shortness of breath 

· Pain or pressure in the chest 

· Near-fainting or fainting 

· Confusion 

· Severe or persistent vomiting
Seek medical care immediately, either by calling your doctor or going to an emergency room, if you or someone you know is experiencing any of the signs described above or other unusually severe symptoms. When you arrive, tell the receptionist or nurse about your symptoms. You may be asked to wear a mask and/or sit in a separate area to protect others from getting sick.

Special Concerns for People at High Risk for Complications from Influenza

Some people are at increased risk to develop complications of influenza. This group includes: 

· People 65 years of age and older 

· Children 6-23 months of age* 

· People of any age with chronic medical conditions (for example, heart or lung disease, diabetes) 

· Pregnant women

If you are in a group that is considered to be at high risk for complications from influenza and you get influenza-like symptoms, you should consult your health-care provider when your symptoms begin.

Some of the complications caused influenza include bacterial pneumonia, dehydration, and worsening of chronic medical conditions, such as congestive heart failure, asthma, or diabetes. Children also may get sinus and ear infections.

*Children 6-23 months of age are at increased risk for influenza-related hospitalization.

Appendix N:

School Prevention and Control: Interim Guidance for School Administrators, Teachers and Staff
Symptoms

Symptoms of influenza include fever (usually high), headache, extreme tiredness, dry cough, sore throat, runny or stuffy nose, and muscle aches. Gastro-intestinal symptoms, such as nausea, vomiting, and diarrhea, are much more common among children than adults. 

Spread of Influenza

The main way that influenza viruses are spread is from person to person in respiratory droplets of coughs and sneezes. (This is called "droplet spread.") This can happen when droplets from a cough or sneeze of an infected person are propelled (generally up to 3 feet) through the air and deposited on the mouth or nose of people nearby. Though much less frequent, the viruses also can be spread when a person touches respiratory droplets on another person or an object and then touches their own mouth or nose (or someone else’s mouth or nose) before washing their hands.

Preventing Spread of Influenza in Schools

While vaccination against influenza each fall remains the primary way to prevent this disease, other measures that may help prevent influenza in schools include: 

Remind students and staff to clean their hands, and make sure they have the supplies to do so. 

· Frequent hand washing with soap and water will help protect students and staff from viruses. Wash hands for 15- 20 seconds (long enough to sing the "Happy Birthday" song twice.) Alcohol-based hand rubs may be used as an alternative. Students and staff should be advised to rub their hands thoroughly until dry. Work with your school’s janitorial staff to ensure that restrooms are stocked with soap and paper towels or working hand dryers. Work with teachers to have a supply of alcohol-based hand-rub in each classroom. 

Remind students and staff to cover noses and mouths when coughing or sneezing, and have tissues readily available.

· Advise students and staff to cover their noses and mouths with a tissue when coughing or sneezing, and to dispose of used tissues in appropriate waste receptacles. Make sure that tissues are available in all classrooms and common areas, such as libraries or lunchrooms. If hands become contaminated with respiratory secretions while coughing or sneezing, perform hand hygiene as soon as possible. 


Encourage sick students and staff to stay at home. 

· Sick students and staff should stay home from school until they have been without fever for 24 hours to help prevent spreading illness to others. 

Work closely with your local health department if making plans regarding school closure. 

· Any decisions about closing a school due to increased influenza activity should be made in consultation with local and state health departments. It is unknown whether school closings are beneficial in controlling the spread of influenza. 

Resources

Following are resources for information about preventing the spread of influenza in schools: 

· CDC has prepared a poster for schools that illustrates the message: “Be a Germ Stopper.” This is available at www.cdc.gov/germstopper. 

· It’s a Snap offers free educational program materials about making hand cleaning an integral part of the school day. 

· Local and state health departments 

· Centers for Disease Control and Prevention “About the Flu: Questions & Answers” 

· The Center for Health and Health Care in Schools “School Health Issues: Flu Season and Schools” 

Preventing the Transmission of Animal Influenza Viruses to Humans

People responding to outbreaks of influenza in animals, such as outbreaks of avian influenza in poultry production facilities, should closely follow the Center for Disease Control and Prevention’s “Interim Guidance for Protection of Persons Involved in U.S. Avian Influenza Outbreak Disease Control and Eradication Activities” (http://www.cdc.gov/flu/avian/professional/protect-guid.htm) to prevent human infection with animal strains of influenza, and vise versa, and also to minimize the opportunity for co-infection with animal and human influenza strains that might lead to re-assortment and the emergence of a pandemic strain.

Appendix O: 

List of Infectious Disease Specialists and Influenza Experts
Disaster Preparedness Communication Protocol

All emergency after-hours contact information, including emergency after-hours contact information for infectious disease specialists/influenza experts, will be kept in two secure places:

(1) The Web-based Health Alert Network (HAN) online searchable database, which can be accessed via the Internet by HAN username and password;

(2) Back-up contact database spreadsheet files that will be kept on HAN password-protected Disaster Preparedness laptop computers that will be regularly updated by synchronizing the laptop files with an online master HAN file. These files can be utilized if the Internet has slowed or is unavailable for whatever reason.

Central Office on-call physicians will carry a DSHS laptop each week, loaded with the most current content and contact information and a satellite phone as back-up to be utilized in case of failure of cell phones and pagers. 

*The existing statewide Health Alert Network database of contact information for 96 infectious disease specialists/influenza experts is continually updated by local Health Alert Network Administrators.  In addition, the leadership of the Texas Infectious Disease Society (TIDS) has agreed to request approval from the TIDS membership for adding contact information for their members to the existing HAN database.

Appendix P:

Active Surveillance and Required Reporting
Texas Department of State Health Services, Weekly Influenza Report

WEEKLY FLU REPORT

HSR: ______

WEEK ENDING: ____________ 

Is influenza activity occurring in the region? (X yes or no)
__ YES
__ NO


(If yes, please complete the report. If no, the report is complete).

Since the last report, has influenza activity in the region:  

__ Increased  __ Decreased    __ Stayed about the same   __ Not sure

Influenza activity is defined as:

· Influenza-like illness activity (ILI): ILI is defined as fever over 1000F and cough and/or sore throat. (Can be assessed using a variety of sources including sentinel providers, school/workplace absenteeism, and other syndromic surveillance systems that monitor ILI); and/or,

· Lab confirmed case: Influenza case confirmed by rapid test, culture, antigen detection, or PCR; and/or,

· Institutional outbreak: A lab confirmed outbreak in a nursing home, hospital, prison, school, etc.

Please complete the table listing the counties where influenza activity is occurring. 

Enter a (+) in the table where applicable. 

	COUNTY
	Flu A
	Flu B
	ND*
	ILI
	INSTITUTIONAL OUTBREAK
	SCHOOL CLOSURE

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


*Not Differentiated Influenza

Please email report to neil.pascoe@dshs.state.tx.us on Mondays. If Monday is a holiday, send ASAP.  

The report may also be faxed to (512) 458-7616 to Neil’s attention.  Call Neil at (512) 458-7676 with questions or comments.

If sending additional information for a previously submitted report, please highlight the changes being made.      Thank you!

Appendix Q:  

Vaccine Allocation Form – Example only

	Vaccine Allocation Form – Region 1 Example

	Regional
	
	County
	
	
	
	
	
	
	
	
	
	
	
	

	Total:
	0
	Totals:
	0
	
	
	
	
	
	
	
	
	
	
	

	County
	All Long Term Care Facility Residents* 
	Individuals 65+ with chronic conditions*
	Health Care Providers - Direct Patient Care*
	Total Population - TX Priority Groups*
	Pregnant Women*
	Household Contacts of children < 6 mo*
	Out of Home Caregivers of children < 6 mo*
	Total Population - Extended Priority Groups (CDC)*
	Total Population - TX Priority and Extended Priority Groups (CDC)*
	County Population's % of Total Texas Priority Group Population*
	County Allotment 
	Allocation Adjustment (+/-)
	Final County Allocation
	Comments



	ARMSTRONG
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	BAILEY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	BRISCOE
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	CARSON
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	CASTRO
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	CHILDRESS
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	COCHRAN
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	COLLINGSWORTH
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	CROSBY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DALLAM
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DEAF SMITH
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DICKENS
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DONLEY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	FLOYD
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	GARZA
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	GRAY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HALE
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HALL
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HANSFORD
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HARTLEY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HEMPHILL
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HOCKLEY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HUTCHINSON
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	KING
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LAMB
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LIPSCOMB
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LUBBOCK
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LYNN
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MOORE
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MOTLEY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	OCHILTREE
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	OLDHAM
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	PARMER
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	POTTER
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	RANDALL
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	ROBERTS
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SHERMAN
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SWISHER
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TERRY
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	WHEELER
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	YOAKUM
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	*Priority Groups may differ for pandemic influenza. These used reflect 2004-2005 shortage.
	County Totals:
	0
	0
	0
	


DSHS Allocation Worksheet – Explanation of Columns – Example from 2004-2005 vaccine shortage

**NOTE: These instructions were specifically for the 2004-2005 season vaccine shortage. The priority groups as defined by CDC and or Texas may vary from these, therefore the column headings and the multiplyer may change. THIS IS AN EXAMPLE ONLY.

Top Row:  Regional Totals cell with vaccine allocation determined by DSHS Austin.

Columns contained in the DSHS Allocation Worksheet:

Note:  Columns denoted in blue refer to populations in the Texas Priority Groups.  Columns in red refer to populations in the Extended Priority Groups (CDC).

Column A:  Health Service Region

Column B: County name

Column C:  All Long Term Care Facility Residents:
This column includes the estimated number of residents (all ages) in the following:

Nursing Facilities, Intermediate Care Facilities (includes State Schools), Assisted Living Facilities.  County census data were available for Nursing Facilities and Intermediate Care Facilities.  The Assisted Living Facility population in each county was estimated by taking the total number of residents statewide in Assisted Living Facilities (28,000) and multiplying by each county’s proportion of the total Texas statewide population 65 and over (most individuals in Assisted Living are aged 65 and over).  

Source:  Texas Department of Aging and Disability Services

Column D:  Individuals 65+ with Chronic Conditions

This column includes the estimated number of individuals aged 65 and over with chronic health conditions who would be eligible for flu vaccine.  An estimated 42.5% of the Texas population aged 65 and over have one of the following chronic conditions:  heart disease, asthma, or diabetes (Source:  2003 BRFSS).  The number of newly diagnosed cancer cases by county in the 65 and over age group in year 2001 (Source:  Texas Cancer Registry) was added to the population estimate of residents with either heart disease, asthma, or diabetes to provide a county estimate of the 65 and over population with chronic medical conditions.  Note:  Special consideration should be given to homebound individuals with chronic medical conditions.   

Column E:  Health Care Providers – Direct Patient Care

Source: Texas Department of State Health Services, Health Professions Research Center, 2003.  State-licensed health care professionals providing direct patient care as determined by occupation: direct patient care physicians, physician assistants, RNs, LVNs, nurse aides, dentists, dental hygienists, EMS personnel, respiratory care practitioners, chiropractors, medical radiology technologists, permitted medication aides.  Note:  Only about 40% of Texas health care providers receive an annual flu vaccine.  The numbers provided in column E are not adjusted for typical vaccine uptake in this population.  

Column F:  Total Population – TX Priority Groups

Sum of columns C, D, and E

Column G:  Pregnant Women

Estimated number of pregnant women during the flu season based on all 2003 Texas resident births (provisional data).

Column H:  Household Contacts of Children < 6 months

The number of household contacts to children less than 6 months of age was estimated from 2003 Texas resident births (months January, February, March, October, November, December) and multiplied by 3.22 (estimated average household size of 3.22 persons 2 - 64 years of age among those households with children < 6 months, National Health Interview Survey, 2002).  Note:  Household contacts include children who may be eligible for flu vaccine under the Texas Vaccines For Children program.  

Column I:  Out of Home Caregivers of Children < 6 months

The estimated number of out of home caregivers of children < 6 months is based on the number of childcare facilities by county.  The number of childcare facilities serving infants 0 - 17 months of age was obtained from the Texas Department of Family and Protective Services, Child Care Licensing.  For home-based facilities, it was assumed that only half of the year they would provide care for an infant < 6 months of age, therefore, the number of home-based facilities was multiplied by 0.5.  For child care centers, it was assumed there would be 3 staff members caring for infants < 6 months of age per center at any given time, therefore, the number of child care centers was multiplied by 3 to estimate the number of staff members.

Column J:  Total Population – Extended Priority Groups (CDC) 

Sum of columns G, H, and I

Column K:  Total Population – TX Priority and Extended Priority Groups (CDC)

Sum of Columns F and J  

Column L:  County Population’s % of Total Texas Priority Group and Extended Priority Group Population 

Multiplier for suggested vaccine allocation.  County’s proportion of Texas statewide priority group and extended priority group population.     

Column M:  County Allotment

Suggested county adult vaccine allocation based on the Texas vaccine allotment and multiplier.

Column N:  Allocation Adjustment (+/-)

Amount of adjustment for county level vaccine allocation (+ or -) by the regions.

Column O:  Final County Allocation

Sum of Columns N and O.  This is the requested amount of vaccine for the county after adjustment by the region.  Includes the County Totals cell at the bottom of the column with a summary formula.  The County Totals cell should equal the Regional Totals cell at the top of the worksheet.  

Column P:  Comments

Field for comments, particularly those regarding column O.  


Appendix R: 

Plan for Vaccine and Antiviral Tracking
The Texas Inventory Management System (TIMS) is the first choice for vaccine and antiviral tracking. It has been developed to track Strategic National Stockpile (SNS) pharmaceuticals through the system. The PIPL will work with TIMS staff to develop an individual client tracking component. This system’s current status is:


Current Capabilities:

· Dial-up or other Internet access from anywhere

· Encrypted data

· Pharmaceuticals followed from SNS delivery through Points of Distribution (POD) in real time.

· Creation of material lists for shipping

· Running inventory of materials and their location

· Creation of order requests to be filled

· Tracking of material to be returned

· Tracking of order status


Next steps for use with PI plan:

· PI module written to track client vaccine or antiviral status

· Texas childhood vaccination registry, IMMTRAC, download capability to be developed

· Electronic signature tracking

· Legal access for consent

· 2nd dose reminder recall with personal physician access

Alternate options include two existing systems.

1. DSHS Pharmacy Inventory Control System (PICS) for tracking vaccine vial and antiviral distribution. It is currently used to track HIV/STD and TB medications to dispensing sites.

2. Texas Web-based Integrated Client Encounter System (TWICES) for tracking doses given.


Current Capabilities:

· Developed and used for patient level data for immunizations

· Downloadable to IMMTRAC


Next steps for use with PI plan:

· Electronic signature tracking

· Improved data sharing

· 2nd dose reminder recall with personal physician access

· Legal access for consent 

· Develop an independent module for Pandemic Influenza
· Determine costs to develop module 

?? 


Julie Rawlings


Bobby Jones





1.  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, the riska 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 riska of human disease.





PANDEMIC ALERT PERIOD – PHASE 3, 4, AND 5


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.b


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). b





3. 	PANDEMIC PERIOD – PHASE 6


Phase 6 – Pandemic phase: increase and sustained transmission in general population. 








These SDOs for the medical management of vaccine reactions in adult patients shall remain in effect for patients of the ________________________________________________ until rescinded or until _________________.


				name of clinic							            date








____________________________________________		_______________________


Medical Director’s signature 	  				Effective date








4. 	SUBSIDED PERIOD –


 Between waves








5. 	POSTPANDEMIC PERIOD


End of Pandemic and Return to Interpandemic Period



































These SDOs for the administration of pandemic influenza vaccine in clinics shall remain in effect for patients of the ________________________________________________ until rescinded or until _________________.


				name of clinic							            date





____________________________________________		_______________________


Medical Director’s signature 	  				Effective date











�From Ed: OR The DSHS Pandemic Response Team (Which includes the ICS structure, PIPG, etc…. This relates to whether or not we will be having a flu-specific ICS that differs from ICSs called for other types of hazard response.
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