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1.
Introduction
This document outlines the contingency arrangements within the local health and social care economy for dealing with an influenza pandemic. The existence of a pandemic constitutes a major incident and therefore this plan should be read in conjunction with Brent PCTs’ Major Incident Plan. The plan deals primarily with issues that have to be decided and acted upon at local, Brent level. Areas that will be subject to central guidance are dealt with in less detail, but references to the relevant documents are given where necessary, and local arrangements for implementing this guidance are discussed. The plan builds on the joint plan produced between Brent and Harrow PCTs and Local Authorities, North West London Hospitals Trust, and Central & North West London Mental Health Trust.  

This is the updated 3rd version of the influenza pandemic contingency plan based on version 1 (July 2005) and version 2 (March 2006).  This version takes into account the new national guidelines published in 2007.
Specific sections of the plan have been updated including:

· Revised modelling 

· Increased clinical attack rate

· Increased staff absenteeism

· Terms of reference

· Revision of flu distribution centres 
· Distribution of vaccines

· Development of self-care plan

· Revision of management pathway

· Update of supplies and logistics
· Development of communication plan
· Update of recovery plan
The plan should be read in conjunction with the Department of Health (DH) guidance, in particular Pandemic Flu: A national Framework for Responding to an Influenza Pandemic, November 2007, available on the DH website.)  The DH guidance is being constantly developed and updated. 

(http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_080734)
2.
Background

Influenza is a viral illness. Worldwide epidemics or “pandemics” of influenza resulting in high morbidity and mortality, occur when influenza A viruses undergo major antigenic shifts. This occurs at unpredictable intervals. Three pandemics occurred in the last century – in 1918/19, 1957/58 and 1968/69. The experience of the previous pandemics suggests the following: 

· The scale and severity of illness (and hence consequences) caused by pandemic



Influenza generally exceeds those of even the most severe winter epidemics.

· Mortality in the UK is likely to exceed 50,000 deaths, possibly appreciably higher.

· Besides the elderly, excess mortality is also likely in younger adults and children.

· Modeling studies suggest that after a case occurs in Hong Kong, because of

international travel, it will take less than one month for the virus to reach the UK.

· Once cases begin to occur in the UK it will take only 2 – 3 weeks before activity is

widespread and roughly a further 3 weeks (6 weeks after initial cases in UK) until activity peaks.

· It is possible that there will be more than one epidemic wave (with an interval of several months) and, if a second wave occurs, it may be more severe than the first.

· Increases in demand for health care services are likely to be very substantial in both primary care and hospital settings.
2.1 Infectivity

Influenza viruses are respiratory viruses primarily spread by aerosol. It is also possible to acquire influenza by direct contact with, for example, contaminated hands. The incubation period is between 24 hours and 5 days, and individuals can transmit infection from the time of acquiring influenza up to 5 to 7 days after the onset of illness. Children can continue to shed the virus for even longer. In addition, many people acquire the infection, but may not have signs of clinical illness.  The virus can persist outside the body for up to 24/48 hours on hard surfaces, 8-12 hours on cloth, paper and tissue, and 5 minutes on hands. With these characteristics, it is not surprising that flu is very readily communicable within communities.

2.2 Timescale

A future influenza pandemic could occur at any time (intervals between recent pandemics have varied from 11 to 42 years). Modeling studies suggest that after a case occurs in Hong Kong, because of international travel, it will take less than one month for the virus to reach the UK. Once cases begin to occur in the UK it will take only 2 – 3 weeks before activity is widespread and roughly a further 3 weeks (6 weeks after initial cases in UK) until activity peaks. There may be several waves of outbreaks during a pandemic, each lasting for 3 to 5 months. In previous pandemics, waves have occurred at intervals of between 3 to 9 months. The second wave may be worse than the first as in the 1969/70 pandemic.

2.3 Complications (secondary infections)

Influenza can affect any age group, but usually causes the most serious complications in vulnerable groups such as the elderly or the chronically ill. However, pandemic viruses can have serious complications in any age group – for example, in the 1918 pandemic, young adults were the most severely affected. 

The complications of flu are primarily respiratory, but it can affect other organs. Bacterial pneumonia is the most common pulmonary complication. However, in the 1918 pandemic, many of the victims died rapidly of a viral pneumonitis.

Table 1: Possible complications of influenza
	Pulmonary
	Bacterial pneumonia (most common)

Combined viral/bacterial pneumonia

Pure viral pneumonitis

	Cardiac
	Atrial fibrillation

Heart failure

Myocarditis

Pericarditis

	Musculoskeletal
	Myositis

Rhabdomyolysis

	Central nervous system
	Encephalitis

Transverse myelitis

Guillain-Barré Syndrome

	
	Reye’s Syndrome


3
The phases and possible impact of an influenza pandemic

3.1
World Health Organisation (WHO) pandemic phases

For international planning purposes, the World Health Organization (WHO) has defined phases in the progression of an influenza pandemic from the first emergence of a new type of influenza virus to wide international spread. The UK framework is built into the current WHO phases.

Table 2: WHO pandemic phases (April 2005)

	
	Phase
	Features

	Interpandemic period
	1
	No new virus types reported to WHO

	
	2
	Circulating animal virus subtype judged a human risk

	Pandemic alert period
	3
	New influenza strain in human case (where we are now)

	
	4
	Limited human to human infection

	
	5
	Human transmission still localised

	Pandemic period
	6.1
	Confirmation of onset of pandemic

	
	6.2
	Regional and multi-regional epidemics

	
	6.3
	End of first wave of pandemic in UK

	
	6.4
	Second or later waves of the pandemic 

	Post pandemic period
	1
	Return to interpandemic period


3.2 Planning Assumptions: the likely impact of an influenza pandemic

It is difficult to predict the impact of a flu pandemic with any certainty. The three flu pandemics in the last century differed in overall attack rate, in the age groups of the population most affected, and in mortality rate. Both attack and mortality rates have been of much greater magnitude than seen in even the most severe winters. The Department of Health guidance advises a clinical attack rate of 50% for planning purposes.
The table below uses the fatality and attack rates considered by the DoH in their plan.  They have assumed one attack rate across all ages. It is likely that rates will vary across ages which impacts on services in different ways. For example should the very young or elderly be more affected there is likely to be more impact on health services whereas should those of working age be most affected there will be a serious impact on the provision of services.  Different pandemics have had different age specific attack rates. The DH has advises that plans assume a case fatality rate of 2.5% and a clinical attack rate of up to 50% in a single wave pandemic. The attack rate of 25% corresponds to the approximate clinical attack rate seen in all three previous pandemics. 

Table 3: Range of possible excess deaths and cases based on various permutations of case fatality and clinical attack rate. (Based on 2008 population projections)
	Overall case fatality rate
	Clinical attack rate

	
	25%
	35%
	50%

	0.4%
	278
	389
	556

	1.00%
	695
	973
	1,390

	1.5%
	1,043
	1,460
	2,085

	2.5%
	1,738
	2,433
	3,475


Rates used are those listed in “UK Influenza Pandemic contingency plan, November 2007”

Average deaths from all causes in Brent are normally around 1,600 a year. In the worst case scenario the above deaths would be almost double this in a far shorter time frame. Mortality rates are likely to vary by age group, with two thirds in those aged 65 and over. 

The impact of a flu pandemic in health and social services is likely to be intense, sustained and nation wide. Services may quickly become overwhelmed. Table 6 outlines the nature of the problems that may arise in the first wave of a flu pandemic.

Table 4 uses estimates from the DoH plan to show the potential burden of illness based on clinical attack rates of 25-50% and 2.5% overall case fatality rate. Figures are rounded and represent work additional to normal health service activity; again Brent’s estimated 2008 population is used. Table 5 shows the estimated number of cases per pharmacy and per GP practice throughout the course of the pandemic. The UK contingency plan assumes that only particularly vulnerable patients will need to be seen by a GP estimated to be 28.5% of cases. The remainder will either be advised to stay at home and or receive a home visit or be advised to attend a flu centre.  However up to 4% of influenza cases will require hospitalisation.  Table 5 also shows that approximately 22% of influenza cases will be expected in the peak week of an influenza pandemic (around week 6).
Table 4: The effect of different attack rates in Brent 

	
	Attack rates

	
	25%
	35%
	50%

	People ill
	69,500
	97,300
	139,000

	GP consultations
	19,808
	27,731
	39,615

	Minimum total excess hospitalisations required
	2,780
	3,892
	5,560

	Excess deaths
	1,738
	2,433
	3,475


Table 5: New clinical cases of flu per primary care unit
	Period
	Cases in Brent
	Cases per pharmacy
	Cases per GP practice

	
	
	Small
	Medium
	Large
	Small
	Medium
	Large

	Week 1
	156
	2
	4
	6
	2
	4
	8

	Week 2
	306
	4
	6
	8
	4
	6
	10

	Week 3
	1230
	14
	22
	36
	16
	26
	38

	Week 4
	4680
	56
	82
	134
	58
	98
	144

	Week 5
	15828
	188
	274
	452
	198
	332
	484

	Week 6
	32328
	384
	560
	924
	46
	678
	988

	Week 7
	31740
	378
	550
	908
	398
	666
	970

	Week 8
	21408
	254
	370
	612
	268
	448
	654

	Week 9
	14568
	174
	252
	56
	182
	306
	446

	Week 10
	11316
	134
	196
	324
	142
	238
	346

	Week 11
	7848
	94
	136
	224
	98
	164
	240

	Week 12
	3906
	46
	68
	112
	50
	82
	120

	Week 13
	2352
	28
	40
	68
	30
	50
	72

	Week 14
	1296
	16
	22
	36
	16
	28
	40

	Week 15
	984
	12
	18
	28
	12
	20
	30

	All weeks
	150000
	1784
	2600
	3928
	1520
	3146
	4590


Note:

In the above table, ‘small’, ‘medium’ and ‘large’ refer to the population served by a community pharmacy or GP practice as follows:

Population

Pharmacy
 

GP practice 

small 


3,600 



3,800 

medium  


5,200 



6,300 

large    


8,600 



9,200 
Table 6 outlines the potential problems that may occur in Brent during the first wave of a flu pandemic

Table 6: Potential problems during the first wave of a flu pandemic
	In all sectors:
	Staff sickness and other workforce issues

Potential disruption to supplies and utilities

Existing patients/clients falling ill with flu

The need to continue at least the urgent business as usual

Communicating with staff, patients and clients



	Workforce issues: 


	Staff falling ill with flu, some perhaps dying

As many as 50% may require time off during the course of the pandemic and during the peak weeks 20% (up to 35% in smaller units) of individuals may be absent for up to 10 days.

Staff being at higher personal risk than if not at work

More complex procedures to avoid cross-infection

Patients/clients more demanding, especially if rationing 

Having to cut corners 

Working with volunteers

Domestic pressures on staff, especially if schools close

Family illness

Logistics of getting to work and domestic commitments 

Agency colleagues may be being paid at a high premium



	Acute care:
	Increased attendances at A & E

Excess pressure on ITU and for ventilation

Use of time and resource consuming anti-infection procedures

Quarantine into clean and "infected" areas/wards

Difficulties in discharging to the community

All the usual emergencies continuing



	Intermediate care:
	Pressure to receive more patients

Difficulty in getting patients admitted to hospital

Residential settings may see increased transmission



	Primary and community care:
	Many falling ill at home and dying there

More difficult to arrange hospital admission

Receiving patients discharged prematurely from hospital

Front line of solving problems for patients denied their usual or expected services

Staff sickness especially problematic in single-handed practices

Community staff and practice premises may serve to increase transmission

	Social care:
	Clients and their usual carers ill

Residential homes may see enhanced transmission

Some clients may not be able to understand what's happening

More children whose parents can no longer care for them

People who become ill and are unable to return home




Once a pandemic has been declared information will need to be collated on the impact of the pandemic on health services. The Department of Health will produce and test a proforma to collect information on hospital admissions, absenteeism etc. 

4.
Aims and objectives of this contingency plan

4.1 Aims

To provide a framework for coordinating the Brent and Harrow response to a flu pandemic, including the necessary background information, details of the relevant personnel and decision-making frameworks. To respond to international and national advice.

4.2 Objectives

· To identify pandemic strains of influenza appearing locally

· To reduce the spread of influenza locally

· To limit morbidity and mortality due to influenza among local residents

· To provide treatment and care for large numbers of ill people 

· To cope with the eventuality of large numbers of people dying

· To ensure that essential services are maintained for local residents

· To provide timely, authoritative and up-to-date information for professionals, public and media

· To provide reports to Central Government on the health situation

5.
Responsibilities 

The WHO will announce the various phases as soon as they are confirmed. National Authorities should activate their national contingency plans following announcement from WHO. A UK National Pandemic Committee will convene to advise all four UK Health Departments.  The North West London sector incident control team will interpret and apply national policy.

Each NHS organisation has responsibility for its own plans for emergencies such as a flu pandemic. Within the North-West London sector, Ealing PCT is the lead PCT for health emergency planning. The operational response by the NHS to a flu pandemic will be led by PCTs, operating in accordance with their Major Incident procedures as modified by their Flu Pandemic Plans.  Trust command and control procedures should be followed as detailed in the Brent Major Incident Plan Activity sheets (section 7 of the Major Incident Plan). Communications links and actions would also follow the processes set out in the Major Incident Plans including communication with acute and mental health trusts, GPs, the Local authority and residential homes within the Borough.

Both the contingency planning and the operational response will need to involve close liaison between all organizations in the Brent and Harrow area (suggested list given in appendix B). This will build on existing partnership arrangements. Details of existing partnership arrangements are as follows: The Local Resilience Forums (LRF) are borough meetings of the council, ambulance, fire, police and PCT services. Representatives from the borough LRFs meet in the London Resilience Forum. The PCTs in NW London also meet in the ‘Sector Group’. Finally, a NW London sector group has recently been set up specifically in relation to pandemic flu. The basic doctrine is speed and flexibility at an operational level, active mutual aid across organisational boundaries, supported by a strong central capability.

5.1 Influenza planning committee

In the current pre-pandemic period (UK alert level 0, WHO phase 3) a planning committee has been set up. The purpose of this committee is to facilitate the flow of information on preparedness, provide support and, where appropriate, make joint decisions, providing a coherent approach with each organisation involved. This is a multi-agency committee with involvement of organisations at different stages.
Once a flu pandemic has been declared, a local influenza response committee must be convened. 
Please refer to appendix B for Terms of Reference and membership of the committees.
6.
Actions
The actions that will be taken to respond to the pandemic are outlined below. The Brent response to a flu pandemic during each of the WHO phases is summarised in the table included at Appendix A and Document “Brent Flu Pandemic Action Plan - 2008” – this table identifies who will be responsible for each action that  needs to be undertaken. The key elements include:

· the detection and prevention of pandemic influenza

· the distribution of antivirals and vaccines

· responding to the large numbers of people who are sick and dying, and

· maintaining essential business during the course of the pandemic 

6.1
Identifying potential pandemic influenza 

In phase 3 all staff, in particular GPs, A&E and laboratory staff and those at the Lister Unit (NPH) should be alert to any unusual strains of flu. The DoH recommends that staff are alert to, for example, respiratory illness in a patient, with a link to areas where a new virus has been identified or with links to poultry farming. 

Guidance on the management of travellers returning from countries affected by Avian influenza presenting with febrile respiratory illnesses is available on the Health  Protection Agency website: www.hpa.org.uk/infections/topics_az/influenza/avian/algorithm.htm
Case finding and isolation will be of most importance during the early phases of the pandemic, when it might help slow the rate of spread, but will not be feasible during the epidemic phase. 

6.2
 Prevention and Containment

Infection control measures have been developed by the HPA and are available on the Department of Health website; the document is called Guidance for Pandemic Influenza: infection control in hospitals and primary care settings (http://www.dh.gov.uk/assetRoot/04/12/17/54/04121754.pdf). An annex in the WHO plan provides useful guidance on non-pharmaceutical public health interventions, which is all that might be available to reduce the incidence of infection during the initial stages.

Information will need to be provided for the public and for professionals on risks and risk avoidance.  In particular, health and social care staff will need to be reminded of the value of simple infection control measures, such as hand washing.  Face masks may be useful for cooperative symptomatic patients thought to be at risk of spreading infection and for staff when dealing face to face with symptomatic cases and suspect cases.  Staff should use universal infection control precautions, including gloves, if indicated because of the co-existence of other infections, exposure to body fluids or in the presence of skin lesions, but are not generally needed for flu per se.  Where aerosols may be generated, such as during an invasive procedure on a sick person’s respiratory tract, extra protection and high-grade face masks may be needed. This is not likely to be relevant outside hospital.

Possible measures to reduce spread of influenza include hand washing & respiratory hygiene, isolation of cases, effective handling of contacts, restriction of public gatherings and limiting non-essential travel. 

Under Government directive or guidance Local Authorities may be involved in restricting large public events where a licence is required. The implications of restricting transport should be taken into account in planning the contingency arrangements for maintaining essential services. 

There will be a national campaign to inform the public about the symptoms of flu, how to limit spread, what to do if symptoms of flu are suspected and how to self care. Local re-inforcement of these messages will be discussed primarily with the PCTs’ communications departments but also with:

· local media

· West London NHS Direct

· Local Authority and NHS staff

· private sector local employers

· local voluntary sector organisations

· faith and religious groups

Voluntary confinement of cases at home, where possible, should help limit spread.  As part of the campaign to raise awareness, national messages will ask everyone to identify friends, relatives or informal carers (‘flu friends’) whom they could ask to collect antiviral medicines should they become ill. The national message will ask patients with flu symptoms to contact the national ‘Flu Line’ telephone number initially (see section 6.3.3).  This will help limit impact on secondary care facilities and general practice.
For residential facilities, including the PCT’s own nursing homes, any staff that fall ill will be expected to stay away from work whilst symptomatic. Residents who fall ill with flu-like symptoms should be managed in the same way as those who fall ill at home. They should be advised of measures to stop the spread of infection to others, be restricted in their quarters as much as possible, offered antivirals, and be given antipyretics and analgesics and bed rest. It may prove necessary to designate areas of these facilities as ‘infected’ and cohort all residents together who have symptoms. Admission to an acute hospital setting should only be considered for those with deteriorating symptoms that require such an admission on the usual clinical grounds. Difficulties in providing basic nursing in the facility - for example, as a result of absenteeism in staff - would not justify admission to an acute hospital but might mean additional nursing or related support has to be provided from outside. The PCT needs to be prepared to broker this. 

Measures to increase social distance may be advocated, on the advice of national experts. As well as quarantine, possible measures could include restriction of public gatherings, restriction of transport and closure of schools. The implications of restricting transport need to be taken into account in planning the contingency arrangements for maintaining essential services.

6.3
Limiting morbidity and mortality from influenza and its complications

At least by the interpandemic alert period, every effort should be made to optimize uptake of pneumococcal vaccine in those groups for whom it is indicated. When a flu pandemic first starts, pneumococcal vaccine may be available for these groups even though flu vaccine to the new strain is not. 

6.3.1
Self Care

For uncomplicated influenza, the success of the local arrangements will be dependent on the majority of those who are ill managing their own illness at home. Basic information on self management is available and will be widely promulgated at the time (www.dh.gov.uk/pandemicflu). 
A National Flu Line service will help to respond to routine information requests by providing access o messages on pandemic related issues, self care advice, and a literature (i.e. leaflet) request function. 

NHS Brent will ensure that communication and messages are issued in conjunction with strategies of national, regional and local stakeholders, including the DH, RCCC and LRF/SCG. This will be detailed as part of our communication plan. Information to the public will include informing and educating on how to protect themselves and others, and what to do if they become symptomatic. Simple measures include: 
	How to protect:
	If Symptomatic:

	keep at home away from others
	assess their own condition

	covering t he nose and mouth
	recognise and monitor their symptoms

	disposing of dirty tissues promptly and carefully
	know what is ‘normal’ for their condition

	minimising contact between hands and mouth/nose
	know where and how to get further help  and advice (including National Flu Line)

	making sure children follow this advice
	identify ‘Flu Friends’

	regularly cleaning touched hard surfaces
	Understand why it is important to take medicines

	avoiding crowded gatherings as much as possible
	Undertake strategies to aid their recovery (drink plenty of fluids, take pain relievers like paracetamol or ibuprofen; rest until feeling better)


Support networks have a crucial role to play in supporting people to self care at home. They are effective in disseminating information and identifying those at risk, or who are vulnerable. It is therefore crucial that support networks are involved in preparing for and responding to an influenza pandemic. The types of support network that will be engaged include:
· Informal networks e.g. friends, family and informal carers

· Voluntary organisation networks

· Community networks e.g. faith and religious groups, community groups and local schemes.
Healthcare professionals also have an important role to play in encouraging and supporting self care, especially community pharmacists, but also nurses, healthcare assistants and other AHPs. These groups will also need access to details about community contacts and support networks that people can access.
As well as the national general public health messages, there will be additional specific messages for people with long-term conditions. There are four key areas where people with long-term conditions might benefit from additional support. 

· Information – how influenza or antivirals may affect or exacerbate a specific condition, and what to do and who to contact if this happens.

· Skills/confidence building – what support is available for enabling people to take decisions about their own care if they are symptomatic with influenza.

· Equipment – additional considerations about using, or changes in, and self-monitoring devices and assistive technology.

· Support networks – what organisations and groups (local and national) might be available to provide support in terms of a person’s health and other wider needs.

It is of importance that patients with long-term conditions have continued service provision which will be taken into consideration during the planning process. This also applies to vulnerable and seldom heard groups such as those who do not speak English or are not registered to a GP. Identification of these groups will be undertaken in advance.  Further detailed planning is being undertaken by the PCT in conjunction with the Local Authority.
Support will also include aiding people at the end of their lives, as well as their families and carers. As there may be in excess of 3000 extra deaths during a pandemic, appropriate management of deaths at home will be key to maintaining public confidence and preventing panic. Due to a high demand for palliative care services, relatives and friends will be playing an enhanced role in caring for patients at the end of their lives. They will be obtain rapid access to printed and telephone information and advice which will be supported by the National Flu Line service. In addition, it is of paramount importance to engage with our palliative care providers and other associated services, to decide utilisation of existing services.
6.3.2
Antivirals

Oseltamivir (Tamiflu) has a limited role in reducing the duration of flu symptoms and the severity of disease. To be effective, it needs to be used early in the course of the illness. In a pandemic situation, this will depend on a presumptive clinical diagnosis, based on the presence of acute flu-like symptoms and a raised temperature (>38oC). Those with such symptoms of less than 2 days duration are suitable for treatment (unless they have specific contraindications).

A UK stockpile of antiviral drugs is being built up. Currently the stockpile allows for the treatment of all symptomatic patients at a clinical attack rate of 25%. 
6.3.3 Distribution of antivirals – collection points

Most people currently access treatment via their GP or by going to their community pharmacist for treatment and advice.  In a pandemic situation the volume of appointments that will be required will make these routes unfeasible. In order to encourage self care at home and therefore limit the spread of disease, patients will require greater access to care from their home.  A model for accessing antiviral medicines that is based upon primary care augmented with a telephone service has the benefits of enabling prompt assessment and rapid access to antiviral medications from home.

This model of care is centred on a National Flu Line service which will be expanded from WHO phase 6 UK alert level 2 to be the first port of call for triage of influenza patients. It is intended to triage routine cases to the antiviral collection points with minimum or no impact on practices, whilst allowing those with high level needs to be referred on to a GP or other health or social care professional. The patient pathway involves the identification of a ‘flu friend’ who can collect antiviral medication in case of illness on their behalf. Once symptomatic, the patient will be advised to stay at home and phone the National Flu Line for assessment and advice. If they are suitable for antiviral medication, they will be assigned a Unique Reference Number (URN) and the details of a flu centre collection point. The flu friend must present the URN at the collection point in order to receive the antiviral medication. In exceptional circumstances where there is no one available to collect the medication, a local organised courier service will be provided. This is in the planning process.
A flow chart setting out the proposed management pathway for patients with pandemic flu is set out in Appendix F. 
The strategically placed flu centres (see Appendix D) will be established to distribute antivirals across Brent. These will be located within existing PCT and Local Authority facilities where the whole of the clinic can be used for a flu centre or a part of a clinic with a separate entrance and exit can be used. 

The feasibility of operating flu centres is also being assessed locally. Modelling on staff requirements has been undertaken in order to plan for the management of the flu centres (see appendix D).
Some levels of home visiting will be required for patients who are housebound particularly where patients have complications or their condition deteriorates. The teams could be drawn from GPs, community nurses, community pharmacists, podiatrists and other AHPs who can legally use Patient Group Directives (PGDs). Comparisons with the GP out of hours service suggest that a health worker doing home visits would be able to see between 2-3 patients per hour or 100 patients per week. 

6.3.4
Immunisation

Pre-pandemic vaccine 

The UK has a limited stockpile of an A/H5N1 vaccine purchased specifically for the protection of healthcare workers in a pre-pandemic phase.  However, anticipating a suitable strain has the inherent risk of it being ineffective against the ultimate pandemic strain.
Vaccination of frontline healthcare workers is primarily an employer responsibility. Therefore, NHS occupational health departments should provide the professional lead and planning. The occupational health lead needs to ensure that:

· Staff are clearly identified by their occupation and all necessary details are recorded.

· If national policy requires it, staff are immunised in priority order.

· Preparatory planning considers all the practical issues involved including the need for enhanced vaccination capacity.
Pandemic specific vaccine

In the event of the first wave of a pandemic there may be no vaccines available which is effective against the new pandemic strain. It is likely to take at least 4-6 months to develop and produce a suitable vaccine. Even once available they are unlikely to give 100% protection. The Department of Health are currently facilitating the development, manufacture and supply of an effective vaccine and developing strategies for its use. Sleeping contracts for specific pandemic vaccine have been finalised with vaccine manufacturers. This allows for the provision of up to 132 million doses for the UK population. This allows for two doses per head of population, with an allowance for vaccine wastage.

A tiered approach to immunization is planned. The Joint Committee on Vaccination and Immunisation (JCVI) has recommended the following provisional aims in order of priority:

· Protect health care workers occupationally most at risk

· Prevent illness and absence among workers required to keep essential services going (The Council’s business continuity plans should identify its essential workers. Other agencies will need to identify their essential workers).

· Prevent serious illness in the most vulnerable groups

· Reduce the spread of influenza in settings where it might spread particularly rapidly e.g. residential care homes

· Reduce spread by immunizing those most likely to transmit the virus e.g. children

· Prevent illness in the general populations

Once the priority groups have been identified, the influenza planning committee must:

· Estimate vaccine needs in the population based on the nationally identified priority groups 

· Ensure that a system for distributing the vaccine has been worked out depending on the agreed groups, with occupational health and special clinics for key workers, and community and practice clinics for the high-risk groups. This will be a modification of the plan put in place each autumn for flu vaccination.

· Ensure that planning is coordinated with relevant local stakeholders, particularly primary care colleagues.

· Ensure that there is a system in place for the reliable identification of individuals who are key workers and who may be in the priority groups for vaccination (photopasses etc)

· Ensure that there is a proactive dissemination of information that comprehensively covers the likely questions the public will ask about local vaccination arrangements. 
Even if vaccine is not available in the first wave of a pandemic, planning will need to take place in anticipation of a further pandemic wave. Estimates of essential workers requiring vaccine will need to take note of those who are recovered from flu caught in the first wave and so have natural immunity (see Appendix H regarding data collection). 

6.4

Prevention of complications of influenza

Antibiotics will be the most effective means of dealing with the complications of influenza, both in the hospital and in the community. The steps involved are:

· Determine most likely organisms - Advice will be sought from the HPA and local medical microbiologists on the organisms most likely to cause complications. Information on resistance will also be requested. In the past, staphylococcal pneumonia has been common in flu pandemics.

· Determine available stocks 
· Distribution - Since it is not practical to expect GPs to prescribe all antibiotics, nor wise to require ill patients to attend GP surgeries, alternative methods of prescribing antibiotics would be needed. It is suggested that Patient Group Directions can be prepared in advance and agreed with local professional bodies to allow nurses/pharmacists to administer/dispense antibiotics according to a protocol, once a flu pandemic had been declared. Training will need to be provided.
6.5 Provision of treatment and care for large numbers of people

During each wave of a flu pandemic, there will be large numbers of people ill and dying from flu and its complications, in addition to those that normally need urgent and routine NHS care. It has been estimated that hospital admissions for acute respiratory and related conditions are likely to increase by at least 25% (DoH operational guidance, May 2005). Hospital & GP services are likely to be rapidly overwhelmed. It will be necessary to reconfigure the current designation of hospital beds, operate admission guidelines for hospitals and consider alternative deployment of staff 

Management decisions should be based primarily on:

• 
An assessment of illness severity

• 
Identification of whether the individual is in an ‘at risk’ group

•
Current advice from DOH/local public health officials based on the epidemiology of the pandemic

Useful steps that can be done in advance of the pandemic include mapping the current capacity in acute hospital care locally. This should include all the number of and designation of beds, and flexibilities in the system. (The DH plan recommends treating patients in single rooms with full infection control measures). This information, once collated must be regularly updated and kept in an easily accessible place, and has been addressed in the NWLHT plan.

Also, clinical and hospital guidelines for admission, admission to ICU and treatment regimes would be useful. It would be sensible to prepare protocols with escalation procedures for varying degrees of pandemic severity. The critical care network has produced a protocol which covers some of these admissions.

Detailed guidelines for the diagnosis and management of influenza and its complications are set out in Appendix G. National clinical treatment protocols are also being developed such as those produced by the British Thoracic Society, British Infection Society and the Health Protection Agency (http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4121753?IdcService=GET_FILE&dID=16097&Rendition=Web
6.6
Social and community services

Restriction of access to hospital, and early discharge of patients, together with the burden of influenza in the community will increase pressure on social and community services.

· Social care needs will need to be prioritised. In the first instance, priority should be given to those who are on their own, and dependents of essential workers. The care delivered should cover basic care needs only, and where dependent clients receive both health and social care, these roles should be merged. As usual carers become ill, the burden on social services will continue to increase. A dedicated subgroup of the influenza planning committee, with responsibility for overseeing health and social care in the community, would be the appropriate decision-making body. However there is no collated information on those whose needs are usually met from within the family or by the private sector, nor those with unmet needs.

· Volunteers could be used to help where carers have fallen ill. Screening of volunteers, especially those who will work with children and vulnerable adults, and contract and indemnity arrangements, need to be considered. Some volunteers, for instance at the British Red Cross, may already have had a police check. For the voluntary sector to participate effectively in the response to a flu pandemic, consideration could be given now to the roles they may be asked to play, and training carried out as necessary. 

· Residential homes. Strict infection control measures would reduce spread within the home, but many clients might have difficulty in understanding what is required and keeping to it. The decision needs to be made whether ill residents would be moved elsewhere, or whether homes would be designated “infected” if a single resident becomes ill. 

6.7
Mortuaries

Local capacity in mortuary facilities are 32 at Northwick Park hospital, 20 at Central Middlesex hospital and 60 in the public mortuary (based at NPH). Local funeral directors will also have some limited capacity but this is likely to vary from 3 to 10 spaces. Capacity at local crematoria can be increased substantially if required. Kensal Green Catacombs can potentially store 1000 bodies temporarily, and this possibility is currently being discussed. The cemetery and mortuary services at Brent Local Authority also have a stock of 700 body bags, and will be engaging with the coroner’s office on their flu pandemic plan.
National guidance on infectivity of corpses/the most appropriate method of disposal is awaited from the HPA. Similarly national level discussions should take place with religious leaders over modifications to the usual requirements for funerals, to be activated in times of crisis. National guidance on procedures following unsupervised deaths at home should also be drawn up, for example, covering the necessity of post-mortem. (See section 3)

6.8
Supplies and logistics

A plan is needed for the anticipated stockpiling of food/fuel/medications - although it is hoped that national guidance will assist in how to maintain supplies of essential items. There might need to be some sort of local rationing, or priority given to essential workers.

On essential medical supplies, some purchasing, such as that of vaccines and antiviral drugs will be undertaken nationally. Some equipment stored in pods ready for deliberate release might prove useful in pandemic flu, as would any protective equipment stockpiled in anticipation of a SARS epidemic. Stockpiling of essential infection control products has been planned and is in the process of being purchased. The usage of certain medical supplies will significantly increase during a pandemic. Stockpiling and fitting of these products, shown below, is currently underway:

· Gloves

· Aprons

· Surgical masks


· FFP3 masks

· Gowns

· Eye protection


· Alcohol hand gel

· Liquid soap

· Paper towels

· Detergent surface wipes (for use by health care workers)

6.9
Personnel

Managing the workforce is a key element in the response to a flu pandemic. All organisations will need to consider the implications of staff absence. Planning should take into account that over the course of a pandemic up to 50% of the workforce may require time off, with individuals absent for 7-10 days and that up to 20% of the staff may be absent at the peak week of a pandemic (smaller units this may be up to 35%). This is in addition to the number of staff who would ordinarily be absent from work. Issues to be considered include:

· Compiling a register of recently-retired healthcare staff. Considering the practicalities of compiling a list of nursing and other health care staff that may be called upon if needed (current staff lists in Brent are being updated by Human resources).

· Protection of staff: 
How to distribute vaccine/antivirals, if available
Maintain an immunisation record for all healthcare staff (occupational health)

How to protect staff if vaccines/anti-virals are not available 

Systems in place for identifying infected staff

· Enabling staff to work:
provision of childcare and care for dependents





Provision of transport
Training of staff and refresher training in areas of need to ensure appropriate competency coverage during a pandemic

· Redeployment of staff:
Some staff can be identified as working in clinical areas that could be temporarily suspended, freeing them for potential deployment elsewhere. (see Appendix E and Major Incident Plan, section 9)

· Support of staff:
Ensure that indemnity arrangements are in place to cover staff who are delivering a service that necessarily falls below usual standards of acceptable care


Ensure that staff are supported in making difficult decisions


The psychological effects on staff of family dying etc will also need to be addressed
MIP includes information on the availability of counselling in sections 8 and 11.3

· Use of volunteers
List of ex-staff and “bank” staff


Contract and indemnity arrangements pre-prepared


Agreement with Trade Unions on the mentoring and other arrangements

Because of the range and complexity of these issues, separate discussions are needed to flesh out realistic staffing contingency plans. 

6.10
Continuation of essential services 

Plans to ensure maintenance of essential services should link into the current emergency planning arrangements. All departments within the PCT are currently updating their business continuity plans to ensure that they will be robust in a flu pandemic. In the absence of central guidance, each local employer in the public sector will be expected, as part of its business continuity planning to identify their essential workers and ensure they have some sort of identification card. An initial definition of essential and non essential services within the PCT is set out in Appendix E. In the first instance, elective procedures will be cancelled at NWLHT and some outpatients postponed, as currently happens during the difficult winter period. However, this is unlikely to clear sufficient space over a pandemic wave lasting around 12 weeks, so some additional prioritisation of services will be necessary. See Appendix E. Prioritisation of services at NWLHT is set out in the NWLHT pandemic plan.
GP practices have started to develop business continuity plans for their practices. Cluster boards have also been asked to develop plans for maintaining business continuity within their area. These plans should include cross cover arrangements for maintaining services when essential staff are ill. This would be particularly problematic for single handed and other small practices.

Employers should consider how they will provide identification for any agency or temporary staff recruited to cover the emergency. Advice will be needed from the Cabinet Office/Department of Health/regional resilience team on identification of other essential workers, e.g. for the utilities. It will be particularly important to maintain the I.T. function, waste disposal, funeral arrangements, transport, food supplies and the utilities. 

6.11 Communications: to provide updated timely information for the public, professionals and the media 
A timely, reliable, accurate communication system is an essential part of the response to a flu pandemic. Firstly there is the provision of information to the public. Secondly there is the communication infrastructure that will enable all organizations and professionals involved in delivering the response to communicate with each other. These arrangements can be worked through in advance. 

Public information, to supplement that provided by national and international media, not all of which may be helpful. In times of crisis, local communities may increasingly fall back on their own resources, particularly if transport and public gatherings are restricted. A communications rota will be established to ensure that communications are maintained in spite of staff absenteeism. Effective distribution of information will involve: 
· Close working with the local media 

· Distribution of information leaflets and special editions of Brent magazine

· Use of NHS Direct and the National Flu Line 

· Communicating via the internet/email with the Borough’s and PCT’s web-sites seen as the authoritative source of local information, supplementing the HPA and DH as the authoritative national resources 

· Liaising with existing local organizations and groups such as religious groups 

· Encouraging local networks - building on existing networks such as neighbourhood watch, and area committees. 

Information for professionals at a local level can be transmitted through the usual routes for keeping staff informed, e.g. the intranet, e-mail cascades, in-house circulations, fax cascades, with minimization of group/mass meetings. The PCT will need to continue with systems for collecting and transmitting monitoring and relaying information that will be required by the SHA and centrally (by the Department of Health, Cabinet Office, HPA etc), including activity information, sitrep reports etc. Information that will need to be collected by the PCT during the pandemic is set out in Appendix H. This information will be set out in the NHS Brent pandemic flu communication plan.
Finally, there will need to be a systematic approach for recording decisions taken and reasons for them, including an estimate of costs, to feed into the debrief, reconciliation of budgets and a potential public inquiry

6.12 Recovery
Recovery is a complex and long running process that may well involve more participants than the response phase. The recovery period may not be substantial if subsequent waves occur, however it is sensible to consider that the recovery period is likely to last at least as long as the pandemic itself. Although the objective is to return to inter-pandemic levels of functioning as soon as possible, the pace of recovery will depend on the impact of the pandemic, ongoing demands, backlogs, staff and organisational fatigue, and continuing supply difficulties. Therefore, a gradual return to normality should be anticipated and expectations shaped accordingly. Plans at all levels should recognise the potential need to prioritise the restoration of services and to phase the return to normality in a managed and sustainable way. 

Health and social services are likely to experience persistent secondary effects for some time, with increased demand for continuing care from:

· patients whose existing illnesses have been exacerbated by influenza (both physical and mental health),

· those who may develop medium- or long-term health complications due to the pandemic, and, 

· A backlog of work resulting from the postponement of treatment for less urgent conditions.

The reintroduction of performance targets and normal care standards also needs to recognise the loss of skilled staff and their experience. Most others will have been working under acute pressure for prolonged periods and are likely to require rest and continuing support. Facilities and essential supplies may also be depleted, re-supply difficulties might persist and critical physical assets are likely to be in need of backlog maintenance, refurbishment, replacement or decontamination. Impact assessments will therefore be required.

There will be a need for post incident recovery debriefing and reporting following a flu pandemic. This should follow guidance in the Brent Major Incident Plan (Brent tPCT MIP). (See appendix J for the recovery plan). 
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Appendix A

Summary of Action Points
	
	Phase 
	Actions
	Progress To Date
	Lead 

	Interpandemic period
	3
	Deliver action plan (see document “Brent PCT action plan – 2008”)
	
	FPPG

	
	4&5
	Update contact lists and ensure this plan is up to date
	
	DPH/CCDC/EPO

	Pandemic period
	6.1
&
6.2 
	Convene pandemic control committee

Activate contingency arrangements

Activate local communications network, and issue first communications with staff and public

Provide information on infection control procedures

Take national advice about ordering essential supplies

Activate outline arrangements for additional mortuary capacity
	
	DPH

Councils & PCTs

Press officers

Press officers

Supplies NWLHT and Pharmacists

Tony Falcon

	
	
	Frequent meetings of the control committee, communicating their decisions to staff and public

Monitoring the impact of the pandemic across the Borough 

Modify actions in the light of experience, national guidance and other developments

Identify staff who have acquired immunity and recovered from flu
	
	All

	
	6.3
	Take stock and agree what needs to be handled differently in any subsequent waves
	
	Influenza planning committee

	
	6.4
	Repeat of pandemic phase 1, with agreed improvements

Selective vaccination should now be possible even if not available in the first wave
	
	


Appendix B
Planning and Response Committee Terms of Reference

Planning Committee

The purpose of this committee is to facilitate the flow of information on preparedness, provide support and, where appropriate, make joint decisions, providing a coherent approach with each organisation involved. This is a multi-agency committee with involvement of organisations at different stages.

· Accountability

It is the responsibility of the member organisations to report to the committee at regular intervals on their progress, updates and problems in planning. Any concerns should be raised with the flu co-ordinator for Brent, or the head of emergency preparedness at NHS London.

· Terms of Reference

The primary aim of the planning committee is to develop and maintain relationships with key partners and to facilitate local multi agency planning through completion of the action plan, set by the committee. The planning committee should:

· discuss published or consultative national guidance which effects multi-agency planning, 
· assess internal responses by means of a pandemic flu working group,

· ensure completed action plan based on national guidance,

· consolidating business continuity plans

· plans to cover supply chains, mutual aids, staff register etc
· Coordinate local multi-agency exercises and where possible, training.
· Membership

	PCT

· Chief Executive *

· Director of Public Health
· Flu Pandemic Lead
· Communications Lead

· Director of Operations and/or provider services

· Emergency Planning Officer

· GP representative

· Infection control nurse

· Pharmacy representative

· Human resources representative

· Secretarial support

* as and when required

** if PCT comms lead is not available
	Wider Representation

· Director from North West London Hospitals Acute Trust(s) 

· Director from CNWL Mental Health Trust(s) 

· HPA Consultant in Communicable Disease Control (CCDC) – from North West London HPU

· Lead Director – Adult Social Services

· Lead Director – Children’s Services

· Local Authority Emergency Planning Officer

· LA Director Mortuary and Cemeteries
· Local Authority Communications Lead **

· Local Authority Volunteers Fund Manager / CVS representative

· Coroner’s Office representative

· London Ambulance Service – local Ambulance Operations Manager (AOM)

· Metropolitan Police

· Fire Brigade Representative *
· Representative from local transport operator


· Meeting Frequency

Face to face meetings should be held as required; however this should be at a minimum of every three months. PCT members will communicate regularly between meetings.

· Suggested Agenda

The meetings are a forum for discussion of:

· Progress against the action plan

· Current and emerging national guidance

· Revisions to the action plan as required

· Problem solving, sharing information and best practice

Response Team

The purpose of the response team is to coordinate and support the local strategic response to an influenza pandemic, whilst providing a forum to assess and act upon the impact on the community.  Individual organisations will carry out their own response operations and escalate information to the response team. The response will be based on the plans set by the planning team.

· Situation Reports (SitRep)

Each individual organisation is responsible to produce daily situation reports during a pandemic, and report this to the response group.  This information is then fed up to regional organisation including NHS London. Relevant aspects of these reports will be shared with the response team to inform the local picture. The annotated version of the SitRep from appendix Y of the London regional resilience flu pandemic response plan will be used as a guide to provide the required information.
· Terms of Reference

The main aim of the response team is to coordinate and support a local strategic response to an influenza pandemic through:

· Assessing the impacts and consequences of the pandemic in the community to guide and inform the response, based on strategic advice and local experience
· Share information on the impact of the pandemic in the community,

· Monitor capacity against projected impact and assess the need for mutual support
· Adjust plans according to epidemiological data

· To interpret and act upon national guidance on the flu pandemic

· To maintain essential public services wherever possible

· In this, to work collaboratively with the local community and provide support where required to encourage community cohesiveness, resilience and self-help

· Ensure full normal services are resumed as soon as possible by invoking recovery plans
· Membership

Membership should include representatives from all of the key partner agencies and although IPC-R membership may be different to the IPC-P, where possible primary members should be the same. As there will be a significant impact on staffing levels during a pandemic, it is required that each member has two delegated representatives that can act in their absence. 

Please see table below for contact details of members.

	PCT

· Director of Public Health

· Communications Lead

· Emergency Planning Officer

· Secretarial support

* as and when required
	Wider Representation

· Director from local Acute Trust (s)

· Director from local Mental Health Trust (s)

· HPA representative*

· Local Authority Emergency Planning Officer

· Local Authority Chief Executive or nominated representative / Director with EP Portfolio

· Director of Adult Social Services or Director of Children’s Services

· London Ambulance Service – local Ambulance Operations Manager (AOM)

· Metropolitan Police 

· Fire Brigade Representative * 

· Local Elected Member * (LA internal arrangements permitting)
· Representative from local transport operator


· Meeting Frequency

To meet once a week at a minimum. This is to be increased as alert phases escalate and may require daily audio conferencing to share information and make decisions. With local travel disruptions and care for dependents, meetings can be held remotely by audio conferencing. 

· Actions

The response team should:

· discuss the national, regional, and local situation, 

· consider updated information on epidemiology and guidance, 

· share updates from health and local partners, 

· consider specific issues likely to affect all, such as excess deaths, care for the vulnerable, (including Deaf and disabled people), centrally required data etc, and

· Consider and agree the collective response to media interest and implement a local communications strategy where necessary.

· Suggested agenda for IPC-R meetings 

Meetings should be a forum to discuss: 

1. Situation update: national, regional,

2. Update on the disease (epidemiology)

3. DH/HPA updated guidance and instructions

4. Health updates from:

a. Primary Care

b. Acute Care

c. Mental Health Care

d. London Ambulance Service

(To include staff issues, mortality, resources)

5. Partner reports 

a. Local Authority – including Social Care, Emergency Planning

b. MPS

(To include staff issues, resources)

6. Communications – including media interest and response

7. Support to the vulnerable 

8. Joint working – issues to consider

9. Battle Rhythm

10. Forward Look – including recovery planning

Appendix C: Action cards for key staff during a flu pandemic (further action cards being developed)
 TEACHING PCT ON-CALL DIRECTOR



Action required 
Based on the Flu Pandemic alert received from DH, NW London Strategic Health Authority and the Health Protection Unit

Take the following actions:

1.
Start and maintain an incident log

2.
Call a meeting of the Flu Planning Team to consider overall strategy and actions.

3.
Brief staff on arrival and initiate the Flu Pandemic alert cascade to the tPCT, borough agencies, GPs, Pharmacies and the independent health sector and residential homes.

4.
Call in the tPCT Communications Lead and activate the Flu Pandemic Communications Plan.

5.
Based on information received from National Flu Pandemic Control Committees, the HPU and the Flu Pandemic Planning team decide the overall strategy for the tPCTs response, looking forward to how the tPCT will recover and return to normal services
6.
Assign the role of business continuity to the on-call Manager and prepare staff to activate the tPCT Business Continuity Plans.

7.
 Agree an action plan with the Flu Pandemic Planning Team; agree communications channels and protocols.
8.
Advise the tPCT Chief Executive and Chair of alert and actions taken
9.
Direct the setting up of the on-call management team, determine the division of work using the action cards (where applicable) and ensure the availability of adequate resources and co-operation from other organisations

10.
Monitor the actions of the various agencies in the borough and call for status and situation reports (Sitreps) from the management teams.

11.
Ensure that full records are kept of the entire incident.  Ensure that all calls, decisions and actions are logged

12.
Call regular “Flu Pandemic Management meetings” chaired by the Director of Public Health and ensure notes are taken

13.
Ensure that all actions required are understood by those scheduled to undertake them

14.
The On-Call Director will throughout the flu pandemic liaise with:

-
tPCT CEO

-
tPCT Chair

-
CEO or Deputy of local Trusts

-
On-Call Director/Manager of the NW London Strategic Health Authority

-
CEO or Deputy of London Borough of Brent 

15.
Ensure that essential services are maintained, or if not possible make alternative arrangements. 

16.
Ensure that the appropriate resources are available to support staff in their response (N.B. This will be over several months) and establish rotas for incident management teams.

17.
Ensure all agreed tPCT policies are followed

At a suitable time:

· Inform all concerned that the Flu pandemic is over

· Convene de-briefing meetings. 

· If necessary, attend or send a representative to any multi-agency de-briefing meeting

· Compile a report on the Flu pandemic.

· Ensure thanks are recorded through “in-house” communications, in the press and local media

TEACHING PCT FLU PANDEMIC COORDINATOR



Action Required

Based on information received from tPCT on call Director, and working with the on-call Management Team:

Take the following actions:

1.
Start and maintain an incident log

2.
Arrange for the alert to be cascaded to the Flu Pandemic Planning Team and call for the immediate attendance of the team at a Flu Pandemic Coordination Meeting.

3.
In the event of a WHO Phase 6 alert and in consultation with the on-call Director, set up a Flu Pandemic Incident Control Room.

4.
Establish communications with the NW London Strategic Health Authority Flu Pandemic Control Team and the Health Protection Unit.

5.
Agree an action plan with the Flu Pandemic Planning Team based on the Flu Pandemic Plan.  Agree communications channels and protocols and arrange a regular meeting schedule to drive actions forward.

6.
Assign an administrative staff rota to support the Flu Pandemic Planning Team.

7.
Based on information received from National Flu Pandemic Control Committees and the Health Protection Unit, provide advice and guidance to the tPCT on call Director, and local agencies.

8.
Coordinate the delivery and distribution of antivirals and vaccines to include the establishment of potential Flu Centres
9.
Coordinate the work of the Locality and Practice Flu leads

10.
Coordinate the training of nurses and sign-off of respective PGDs.

11.
Provide advice on the setting up and management of Mass Distribution Centres.

12.
Provide advice to residential and nursing homes.

13.
Monitor the actions of the various agencies in the borough and provide Status and Situation reports (Sitreps) to the on call Director and the NW London Strategic Health Authority Flu Pandemic Control Team

14.
Provide support as required.

Teaching PCT COMMUNICATIONS LEAD


Action required


Based on information received from National media leads, the tPCT Flu Pandemic Coordinator and the on-call Management Team:

Take the following actions:

1.
Start and maintain an incident log

2.
Attend the Flu Pandemic coordination meeting.

3.
Agree a communications action plan with the Flu Pandemic Planning Team; agree communications channels and protocols.
4.
Set up the tPCT media briefing room.

5.
Coordinate the distribution of media briefs and reports to local media companies and channels


6.
Provide regular information updates to tPCT staff.

7.
Post regular updates on the tPCT Website and Intranet

8.
Arrange any printing and signage production requirements.

9.
Produce briefings for the tPCT Executives for media interviews.

10.
Undertake any other duties assigned.

GP PRACTICE FLU LEAD




Action required



Appendix D
Collection Point Information
This document outlines the requirements of the collection points in Brent, their locations as well as specific details for each site. The DH has provided guidance on the requirements of each collection point.  This is listed in the table below:

Table 1:  Collection point requirements

	Requirement Category
	Requirement

	Technical
	Personal Computers (PCs)

	
	Telephones

	
	Fax

	
	Printer

	
	Access to local IT support, e.g. for password resets

	Physical (including storage and security)
	Lockable building

	
	Lockable storage area to prevent unauthorized people accessing antivirals (up to 7m3 at each collection point based on DH guidance)

	
	Space to accommodate demand  for ~ 1,600 transactions per 100,000 population, per day pro rata

	
	Ability to store cases of antivirals

	
	Space for queues in times of high demand

	
	Ability to receive a delivery from a 17.5 tonne lorry

	Location
	Location not on a red route

	
	Accessibility by public transport where possible

	Resourcing
	Availability of appropriately trained staff – training material will be provided by DH

	Communications
	Appropriate signage to ensure ease of access to collection points (PCTs will be provided with templates)


For an overview of how the process will work and the Brent patient pathways please refer to Appendix F, which outlines this.

Aims and functions of collection points:

The main aim of the collection points is to:

· Enable symptomatic patients to remain at home but still gain access to antivirals (therefore reducing the risk of spread)

· To help prevent people burdening hospitals and GPs unnecessarily during a pandemic (standard cases will be directed to the flu line and then to collection points).  Hospitals, A&Es, and GPs will only have a limited stock of antivirals for inpatients and those in special groups such as children.  Prescriptions will not be issued for antivirals.

· To enable GPs and other healthcare staff to access antivirals for people with no access to the flu Line where appropriate.

The 5 key functions of the collection points which are outlined by the DH health are:

· Verifying URNs and checking them against the collection point issuing system

· Issuing antivirals to flu friends and confirming their identity

· Issuing information leaflets to flu friends

· Receiving and securely storing supplies of antivirals

· Signing off deliveries of supplies

Types of collection points:

There will be two types of collection points to cater for differing needs of the population and health professionals.  Public collection points are planned for enabling flu friends to collect anitvirals.  Limited access collection points are intended to enable healthcare professionals to access antivirals for home visits or to serve a closed community such as a prison.  The general public will not have access to these collection points.  These collections points are smaller and their numbers are fewer than the general public collection points.  Please see below for a full list of these collection points and their details.

How many Collection points?

A model to demonstrate the number of collection points and the staff required to manage them has been developed. On the basis of a ratio of one collection point per 20,000 population, the result of initial modeling suggests that a total of 14 collection points will be required in Brent (population approximately 280,000). However, taking into account further assumptions listed below, a total of 10 public collection points would be adequate (see also table below):

Assumptions:

· Attack rate 50% with 22% attending in peak week

· ~4600 people per DAY attending in Brent during peak week (i.e. 32000people in peak week)

· Opening for 24hrs (3shifts) or 16hrs (2shifts).

· Assuming 8Hr shifts with 1hr break for 12 staff with shifts above

· Time required to see a ‘flu friend’ 
Model of number of collection points required per appointment timing.

	If ‘flu friend’ seen every 5mins:
	If ‘flu friend’ seen every 10mins
	If ‘flu friend’ seen every 15mins

	1 staff in 8hr shift (assume 1hr is break) = 84 flu friends per day
	1 staff sees 42 flu friends per day
	1 staff sees 28 flu friends per day

	12 staff in 8hrs shift = 1008 flu friends per day per centre (7056 flu friends per week per centre)
	12 staff see 504 flu friends per day per centre (3528 flu friends per week per centre)
	12 staff see 336 flu friends per day per centre (2352 flue friends per wk per centre)

	Therefore in the peak week (32000), 5 centres will be needed running for 24/16hours
	Therefore in the peak week (32000), 10 centres will be needed running for 24/16hours
	Therefore in the peak week (32000), 14 centres will be needed running for 24/16hours


Staffing

From the above, we estimate that 12 staff are able to see flu friends over ten minutes in ten centres over the peak weeks, working on a 24 or 16 hour rota. To allow for absenteeism of 50% over the pandemic period, 24 staff should be allocated to every collection point. This is a total of 240 staff over ten centres, which are likely to be trained PCT employees. Extra staff will be required for security and for management of queues and crowds. The extra staff required for these roles are likely to be externally employed with the appropriate skills. The cost of hire and planning for this staff will need to be considered in conjunction with the head of estates.

Operations

From a patient’s perspective, once they have obtained their URN from the National Flu Line they give this to their allocated flu friend with possibly some other form of identification.  The National Flu Line would have given them the details of the collection point to attend, which they also give to their flu friend.  Once the flu friend arrives at a collection point one of two operational arrangements can be in use depending on the location and available space.  See below:

· Flu friend is greeted by receptionist and given a number.  When this number is called they attend the desk, where their URN number and identification is reviewed.  Once the details have been logged on to the system the antivirals are given with leaflets and information on self care and protection.

· Alternatively, the flu friend is greeted by staff, who take the URN and identification and log this on to the system as soon as the patient enters.  They are then given a number, and are directed to another point to collect their antiviral and information.  This alternative approach lends itself to having more staff behind computers inputting data which takes more time, with less people giving out antivirals, which take less time.  Therefore making the process more streamlined.
In both instances

· The aim is that Flu friends will not be waiting more than 15mins

· There will be posters with hygiene and self care messages and also directions to the exits

· There will be alcohol gel at entrances and exists to be used as people enter and leave

· Staff will have already been trained in hygiene measures

· There will need to be regular cleaning of hard surfaces.
Collection point locations

· Limited Access Collection Points

1. Chalkhill Health Centre

Chalkhill Road, Wembley Park, Middlesex, HA9 9ER

Fulfils all requirements, except no separate entrance and exit as located on first floor of building. However designated for limited access collection point with no public access.

2. Central Middlesex Hospital NHS Trust

Acton Lane, Park Royal, London, NW10 7NS

Further detailed assessment required.

3. Northwick Park Hospital

Watford Road, Harrow, Middlesex, HA1 3UJ

Further detailed assessment required.

4. Park Royal Centre for Mental Health

Central Way, Park Royal, London, NW10 7NS

Further detailed assessment required.

5. Kingswood Centre for Learning Disabilities 

134 Honeypot Lane, Kingsbury, London, NW9 9OY

Further detailed assessment required.

· Public Access Collection Points

6. Wembley Centre for Health and Care

116 Chaplin Road, Wembley, Middlesex, HA0 4UZ

Fulfils all requirements.

7. Willesden Centre for Health and care

Robson Avenue, Willesden London, NW10 3RY

Fulfils all requirements. Has a separate Women’s Services Department which has separate entrance and exit that will be used.

8. Sudbury Primary Care Centre

Vale Farm, Watford Road, Wembley, Middlesex, HA0 3HG

Fulfils all requirements.

9. Stag Lane Health Clinic

245 Stag Lane, Kingsbury, London, NW9 0EF

Fulfils all requirements except has a garden that would be used in the event of large queues forming to maintain a maximum 10 minute wait.

10. Monks Park Primary Care Centre

Monks Park, Wembley, Middlesex, HA0

Fulfils all requirements; however road entrance has gated entrance for large vehicles (i.e. delivery lorry) which requires key from local authority. The council will be approached in advance of a pandemic to obtain this key.

11.  John Billam Youth Sports Centre
Woodcock Hill, Harrow, London, HA3 0PO

This is a Local Authority site.  This needs further assessment by LA.  Some other sites also being reviewed by LA.  LA May need to look at private sites as many LA sites do not meet specifications.

Appendix E
Definition of essential and non essential services

1) Essential Services – Priority for Business Continuity 

2) Important Services – But not Essential. Consider Suspension 

3) Services to Suspend – Resources Reallocated to P1 

	Priority 
	Service 

	1. 
	Central Control Team 

	1. 
	Willesden Centre for Health and Care (Inpatient Unit)

	1. 
	General Practitioners 

	1. 
	Pharmacies 

	1. 
	District Nurse Service 

	1 or 2
	Health Visitor Service 

	1. 
	Continuing Care Service 

	1. 
	Rehabilitation Service 

	1. 
	Communications Service 

	1. 
	PALS 

	1. 
	Hotel Services 

	1. 
	Occupational Health 

	2. 
	Finance 

	2. 
	Information Technology 

	2. 
	Dietetic Service 

	2. 
	Dental Service 

	2. 
	Children’s Service 

	2. 
	Human Resources 

	2 or 3 
	School Nursing 

	3. 
	Podiatry Service 

	3
	Public Health

	3. 
	Speech & Language Service 

	3. 
	Stop Smoking Service 

	3. 
	Health Promotion Team 

	3. 
	Commissioning

	3. 
	Nursery



Appendix G 
Guidelines for primary care clinicians dealing with a patient diagnosed as having influenza in a pandemic

1.  Background

The PCT is working with other agencies to plan how to respond to an influenza pandemic.  Other guidance will be issued as to how primary care should respond administratively, but this brief guideline concentrates on advice as to how to manage an individual patient who has an ‘influenza like illness’ during a pandemic.  This advice is drawn mostly from a joint consultation document from the British Thoracic Society, British Infection Society and the Health Protection Agency and will be updated as required.

2.  Diagnosis of influenza

In an influenza pandemic a diagnosis has high predicative validity with a story of high fever and cough of acute onset and the official case definition is:-

The presence of fever and new (or, in those with chronic lung disease, worsening) cough of acute onset in the context of influenza circulating in the community

Incubation is commonly 2-4 days (range 1-7) and in adults the fever – up to 41 degrees – last 3 days (range 1-5). Other symptoms in adults are:-

Cough 

85% (usually dry, but 40% productive)

Malaise 

80%

Chills 


70%

Headache

65%

Anorexia 

60%

Coryzal symptoms
60%

Mayalgia

54%

Sore throat

50%

GI symptoms 

10% (abdominal pain is rare)

Physical signs are toxic appearance with hot and moist skin, a flushed face, injected eyes and hyperaemic mucous membranes. Cervical lymphadenopathy is relatively uncommon (<10%), chest signs (10% - more in those with pre-existing lung disease).

Uncomplicated ’flu resolves in 7 days, although cough, malaise and lassitude can persist for weeks.

Common complications in adults are Acute bronchitis, secondary bacterial pneumonia and ECG changes (non-specific T wave and rhythm changes, ST segment deviation)

Rarer complications include primary viral pneumonia, myocarditis, pericarditis, myositis, renal failure, encephalopathy, transverse myelitis and Guillan-Barre, syndrome, otitis media, toxic shock and parotitis.

3.  Management of influenza in a pandemic.

Patients with clinically defined uncomplicated influenza infection would be expected to make a full recovery.  They require:-

GOOD SYMPTOMATIC MANAGEMENT

· Treatment of fever., myalgias and headaches with Paracetamol or Ibuprofen

· Rest

· Drink plenty of fluids

· Avoid smoking

· Consider steam inhalations, short courses of topical decongestants throat lozenges.

ACCESS TO ANTIVIRAL TREATMENT

Should be treated with Oseltamavir 75 mg every 12 hours for 5 day (less if severe renal failure) if they have an influenza like illness in a pandemic, with a fever >38 degrees and has been symptomatic less than 2 days. (Exception could be made for the very elderly and the immunocompromised who cannot make a febrile response to infection).

INFORMATION ABOUT THE NATURAL HISTORY

See suggested handout

ADVICE AS TO WHEN TO RECONSULT

ditto

In addition attention to the patient’s agenda, such as their ideas, concerns and expectations should reassure the patient and prevent unnecessary follow-up consultations.

Patients with pre-existing morbid conditions should be managed according to best available practice for that condition with reference to published disease-specific guidelines (such as NICE)

3a  Managing complications:- referral to hospital

The primary complication is pneumonia and patients with bilateral signs of pneumonia should be referred to hospital for further assessment.  

For others a useful guide is the CRB-65 score.  Score 1 point for each of-

· Confusion

· Respiratory rate >30

· Low Blood Pressure (SBP ≤90, DBP ≤60)

· Age ≥65

A score of 1 and especially 2 should consider the patient for hospital referral and 3 or 4 for urgent referral.

For those with access to a pulse oximeter, a PO2 of ≤ 92% in a previously well individual would also be an indication for an emergency admission to hospital.

3b.  Use of antibiotics for those suffering from influenza in the community

Previously well adults with uncomplicated influenza or acute bronchitis in the absence of pneumonia do not require antibiotics.

Antibiotics should be considered in those previously well adults who develop significant worsening of symptoms (particularly recrudescent fever of increasing breathlessness

A prescription of prophylactic antibiotics should be considered for patients at high risk of complications (e.g. those over 65 years, chronic respiratory, heart renal or liver disease, diabetes and those immunosuppressed), to be used if the illness is not starting to improve after 24hours or there is worsening of symptoms.

Most patients can be adequately treated with a week’s course of oral antibiotics

The preferred choice of antibiotic needs to cover the usual pathogens but also staph aureus.  Thus for adults:-

Co-amoxiclav 625mgs tds or Doxycycline 200mgs stat and 100mgs od, or if intolerant or allergic to these, erythromycin 500mgs qds or clarithromycin 500mgs bd).

4.  Children 

The commonest features of influenza during an epidemic are fever, cough and rhinorrhoea and in older children pharyngitis and headache, although in a pandemic with a new virus the features cannot be predicted.  In neonates and those under 2 years, the only feature may be fever although irritability, toxicity, diarrhoea and vomiting are common.

Young babies, and children with underlying respiratory or cardiac disease, those with compromised immunity or non-ambulant are more likely to be severely affected and require hospital admission.

The severe complications are likely to be bacterial pneumonia, ARDS and encephalopathy presenting as seizures or altered mental state, but less common complications include Reye’s syndrome especially for those on aspirin therapy, myocarditis and pericarditis

Other complications which are usually less severe are:-

· Croup

· Otitis media

· Bronchiolitis

· Febrile convulsions

· Myositis

4a. Management of children with influenza like illness in a pandemic

A useful algorithm, taken from the 2007 edition of Thorax is presented on the next page.  Please refer to up to date guidance.
5.  Looking after ourselves

The use of well fitting facial masks (for clinicians and patients), hand washing between patients and using alcohol gels, should help protect individuals.  The PCT will be offering training in infection control.

6.  Further information

The above is only a brief guide.  There is information on the internet increasing exponentially but a useful site is:- http://www.le.ac.uk/li/khn5/birdflu.html

Appendix H:
Information sharing and data collection during the flu pandemic

1. Information to be sent by all practices to the PCT and to Hubs by cluster practices 

1.1 By 9am each day: 

Number of staff at which level available for work.

1.2 By 12 noon each day:

Number of new cases seen by age. (Note: Practices must keep more detailed records of patients seen available for analysis after the pandemic is over).

1.3. The control group needs to know the following details on each home visit agreed. This is to maintain equal access to services across the borough. 

Information can be sent on a visit-by-visit basis or once a day at the end of the day.

To be sent by email – 

· Date and time of call from patient. 

· Reason for home visit. 

· Doctor or nurse visiting. 

· Patient age.

2. Information to be sent to PCT by all Tamiflu dispensers – including pharmacists, flu centres, home visiting services, Hubs, A&E  

Daily at the end of the day. Or end of night for night time dispensing:

Number of patients dispensed to.

Records must also be kept of: name, DOB, address, GP practice.

Follow any changes to instructions for security of dispensing.

3. PCT daily assessment

The Pandemic Control Group will assess:

1. Staff 

Staff in practices

Number of PCT staff off sick

Staff available by group (health visitors, other clinicians, eg dentists) to support practices

Voluntary assistance

Availability of: 

Visiting service staff 

Extra telephone support staff

Flu centre staff

2. Hospital and ambulance service capacity

A&E wait

ITU beds

Children’s beds

Adult beds

3. Borough developments

· Council issues: schools, social services, environmental health…

· Police issues – any community control measures required/issues

4. Produce a daily report on: 

· Communications undertaken to public by route

· Communications from DH and HPA forwarded to staff and other bodies (state which).

· Assessment of numbers of new cases in last 24 hours at noon (by age and GP practice or address)

· Report on stocks – antibiotics..

· Report from pharmacists

· Send report from PCT to SHA etc as required. NPH. Brent PCT. Harrow council.

Appendix I 
Acronyms

CNWL 
Central and North West London Mental Health

Trust
EPO

Emergency Planning Officer

FPPG

Flu Pandemic Planning Group

GP

General Practitioner


HR

Human Resources

MIP

Major Incident Plan

NWLHT
North West London Hospital Trust

PCT

Primary Care Trust

TPCT

Teaching Primary Care Trust

Appendix J
Recovery Plan for the Influenza Pandemic
Background
Influenza pandemics have happened periodically through history and it is expected another pandemic will occur although the timing is unpredictable.  Planning for such an occurrence is therefore vital.  It is predicted that a pandemic when it occurs could tale 2-4 weeks to arrive in the UK.  It is expected that a pandemic will last for 15 weeks nationally but this may be shorter on a local level.  National planning as advised by the DH considers a 50% attack rate and 2.5% case fatality.

Recovery is a complex and long running process that may well involve more participants than the response phase. The recovery period may not be substantial if subsequent waves occur, however it is sensible to consider that the recovery period is likely to last at least as long as the pandemic itself. Although the objective is to return to inter-pandemic levels of functioning as soon as possible, the pace of recovery will depend on the impact of the pandemic, ongoing demands, backlogs, staff and organisational fatigue, and continuing supply difficulties. Therefore, a gradual return to normality should be anticipated and expectations shaped accordingly. Plans at all levels should recognise the potential need to prioritise the restoration of services and to phase the return to normality in a managed and sustainable way. 

Recovery planning should take place alongside response planning, working in close cooperation with the same multi-agency partners with whom response planning is being undertaken.
Some actions will require a national or regional leadership; however there is much that will need to be considered at a local level.  The sections below will outline the recovery team and strategy and their terms of reference with a table of key activities to plan for during the recovery period.

Recovery strategy
At the start of the recovery process it is vital that a clear recovery strategy is developed and agreed.  The recovery strategy should include the following:

· An impact assessment is carried out as soon as possible

· The action plan previously developed is reviewed and quickly implemented in a multi-agency approach

· Essential services are maintained and other services are restarted in a graded approach.
· Infection control issues are co-ordinated

· Information and media management of the recovery process is co-ordinated

· Targets for the recovery are established and agreed upon.

Terms of Reference for Recovery Co-ordinating Group (RCG)

· Purpose and Role
· Provide visible and strong leadership within the organisation during the recovery phase
· Assessing the impacts and consequences of the pandemic in the community to guide and inform the recovery, based on strategic advice and local experience
· Collate and share information on the impact of the pandemic in the community for future waves.
· To interpret and act upon national guidance on the flu pandemic recovery
· To maintain essential public services and restart non-essential services in a graded approach
· In this, to work collaboratively with the local community and provide support and advice where required to encourage community cohesiveness, resilience and self-help.
· To review plans, update and commence the delivery of pandemic specific vaccine with the help of other agencies. 
· Membership

	PCT

· Chief Executive *

· Director of Public Health
· Flu Pandemic Lead
· Communications Lead

· Director of Operations and/or provider services

· Emergency Planning Officer

· GP representative

· Infection control nurse

· Pharmacy representative

· Human resources representative

· Secretarial support

* as and when required

** if PCT comms lead is not available
	Wider Representation

· Director from North West London Hospitals Acute Trust(s) 

· Director from CNWL Mental Health Trust(s) 

· HPA Consultant in Communicable Disease Control (CCDC) – from North West London HPU

· Lead Director – Adult Social Services

· Lead Director – Children’s Services

· Local Authority Emergency Planning Officer

· LA Director Mortuary and Cemeteries
· Local Authority Communications Lead **

· Local Authority Volunteers Fund Manager / CVS representative

· Coroner’s Office representative

· London Ambulance Service – local Ambulance Operations Manager (AOM)

· Metropolitan Police

· Fire Brigade Representative *
· Representative from local transport operator


· Activation for the Recovery co-ordination group
Activation of the Recovery Co-ordinating Group (RCG) will be carried out by the Response team following advice nationally and the events occurring locally.  As the members of both teams are similar activation of the recovery phase should be efficient.  As the influenza pandemic will affect staff considerably, the response team will need to review their membership.  It is a requirement that each member has a member of their team allocated to the response teams and recovery team in the event that they have been taken ill with flu.  It may also be necessary for members to take a period of rest whilst their back up team continues with recovery depending on the impact of the flu pandemic on members.

· Location and Meeting Frequency

The RCG will continue to occupy the control room set out in the Major incident plan.  If the emergency control centre is not available then alternative premises will need to be found such as meeting rooms.  
The frequency of RCG meeting will be determined by the Group on a case-by-case basis.  In the early stages, the Group will meet two or three times a day, but this is likely to reduce over time, maybe to once or twice a week.

The need for accurate record keeping is of paramount importance.  The responses to issues will be on public view, there will be a requirement to prepare reports and there is also the potential for subsequent inquiries or litigation.  There need to be a clear audit trail with comprehensive records for timing, notifications, decisions, actions, and expenditure.  It will therefore be beneficial to use the same information management system used in the response phase for the recovery.

· Actions
An anticipated Action Plan for the recovery process has been devised (attached below).   This action plan will need to be reviewed at the first meeting of the RCG.

Each action will be given a priority rating where 

· E = Essential

· I = Important

· D= Desirable

This is to assist in focusing the efforts of the team on the essential and important actions as time may be limited between waves of a pandemic.

As for the current action plan devised for the planning phase, there will be a traffic light system for the status/ progress column (colour coded: Red/Amber /green) to highlight the progress of each action.  This will enable the group to focus when time is limited.
	Action
	By whom
	By when
	Status/ Progress
	Priority Rating

	
	
	
	Green/amber/yellow
	E/I/D

	Staffing

	Acknowledge staff contribution
(trust employees as well as partners/contractors/volunteers)
	
	
	
	

	Review staffing arrangements to return to ‘new normal’
	
	
	
	

	Consider what new staff may need to be employed to replace staff who will not return to work
	
	
	
	

	Review leave (annual, carer, sickness)
	
	
	
	

	Review pay
	
	
	
	

	Review delayed CRB check
	
	
	
	

	Review qualifications and references if delayed due to pandemic
	
	
	
	

	Arrange staff training where necessary

(especially if staff ‘acting up’ and need formal recognition)
	
	
	
	

	Provide support to staff who have been personally affected
	
	
	
	

	Physical Resources

	Check levels of local resources for next wave (PPE, other consumables)
	
	
	
	

	Check equipment and arrange service checks where necessary
	
	
	
	

	Undertake necessary maintenance on buildings, estate etc.
	
	
	
	

	Undertake thorough deep clean/decontamination of areas designates  ‘flu centres’
	
	
	
	

	Services
	
	
	
	

	Re-establish Trust structure and normal working practice (especially GUM clinics, pregnancy services)
	
	
	
	

	Bring services back on line that were stopped during pandemic – consider in what order this should be done
	
	
	
	

	Review appointment waiting lists for services and re-prioritise service users where necessary
	
	
	
	

	Review previously new and vulnerable individuals, provide support where possible

	
	
	
	

	Clinical Counter Measures

	Review effectiveness of local antiviral distribution strategy
	
	
	
	

	Prepare to enact targeted or mass vaccination pans once pandemic specific vaccine is available 
	
	
	
	

	Review care of patients with pre-existing long term conditions whose treatment may have been interrupted by the pandemic
	
	
	
	

	Surveillance

	Monitor medium term impact on health in local community
	
	
	
	

	Communications

	Provide regular information to SHA and local partners on progress and preparedness on subsequent waves
	
	
	
	

	Ensure regular communication with patients and service users ministers on progress of returning to normal, as well as preparedness for possible subsequent waves
	
	
	
	

	Maintain Sitrep process of reporting on status for a mutually agreed useful period
	
	
	
	

	Emergency Preparedness

	Identify lessons to inform planning for future pandemic waves and other wide scale health emergencies
	
	
	
	

	Update local planning, share information with local partners and public as appropriate
	
	
	
	

	Financial planning

	Assess impact on commissioned services and financial agreements
	
	
	
	

	Review changed baselines and recalculate trajectories for targets in the ‘new normal’
	
	
	
	

	Consider the long term financial impacts and implications for the organisation
	
	
	
	

	Consider how income streams will be recalibrated after the pandemic
	
	
	
	

	Re-introduce targets parallel to restoring services
	
	
	
	


· Agenda for Recovery Co-ordinating Group
The following is a list of points for the initial agenda for the RCG meeting:
· Introductions

· Terms of reference of the group

· Membership

· Responsibilities and authority

· Other agencies that may be required
· Briefing/progress report, including the latest impact assessment and the LA/SHA strategy

· Agree recovery strategy (including detailed objectives and targets as necessary)

· Immediate actions/or urgent issues related to the influenza pandemic
· Recovery action plan review and delegation of tasks

· Priorities for action

· Any other issues

· Schedule of meeting
Notes or minutes of the meeting should be taken as well as the maintenance of a up to date action plan as above.
Stand – Down of the Recovery Co-ordinating Group
The chair in discussion with RCG members will decide when it is appropriate to stand down.  The needs of the community will be a key issue.  The length of time the group is required to meet will depend on the scale of the impact.  The group will be closed once there is no longer the need for multi-agency co-ordination and remaining issues can be dealt with by individual agencies as part of their normal business.
Evaluating and Capturing Issues identified during the Recovery Phase
It is important to ensure that a continuous evaluation of the recovery phase takes place and that any issues identified are captured and auctioned as necessary.  The formal debrief process will identify issues from all partners involved in the recovery process. Consideration will be given to obtaining the views from the community.
A final debrief report will be produced which will capture all these issues.

Trust Name





No





Hospital attendance required?





Your role


Direct the tPCTs response to the Flu Pandemic at the strategic level and for the tPCT’s eventual recovery and return to normal services.   





Homecare advice





Special worries or worsening symptoms?





Phone GP, NHS Direct, help lines, pharmacist etc





Hospital attendance required?





Asked to visit ‘flu’ surgery in practice or health centre





Reassurance and advice or self-help





Homecare advice





No





Home visit from HCW or volunteer





Hospital attendance required?





No





Allocate unique reference number (URN) for antiviral and refer to GP for children <15kg or <3years or high risk





NOT eligible for antiviral 





Referral to GP or A&E for further assessment for complications/ complex cases





Allocate unique reference number (URN) for antiviral and refer to GP for complications / complex cases





Allocate unique reference number (URN) for antiviral and homecare advice





No





NATIONAL FLU LINE





Flu Friend to collect antivirals with URN from collection point AND 


Stay at home, hydrate well, antipyretics, analgesics





Patient/A&E/GP/ NHS Direct/Pharmacist





* Depends on CRB65 score [confusion = 1, resp rate > 30=1, BP < 90 or  < 60 =1, age > 65=1


0 = home. 1-2 = ? hospital. 3-4 = urgent hospital]





No need for investigations in the community





If eligible for antiviral i.e. Acute flu symptoms AND fever >38o (>38.5o children) AND symptoms <48hours





Assessment and Triage





No





Appendix F: Pathway for Brent resident or visitor/temp resident during Flu Pandemic
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Your role


Coordination with National Flu Pandemic Control Committees and provide advice for the Brent tPCT on call Management Team in dealing with the local implications of a Flu Pandemic





Trust Name





Emergency Plan





PCT 





Emergency Plan





On Call Manager 





Communications 





Plan





On Call 





Communications  





officer





Communications 





Plan





On Call 





Communications  





officer





Emergency Plan





tPCT 





Emergency Plan





On Call Manager 
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Plan





On Call 
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officer
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Plan





On Call 
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Your role


Work with the NW London Strategic Health Authority Communications team. Support the tPCT on-call team.  Work with local agency media officers and coordinate the dissemination of public advice through local media and communications channels.





Trust Name





Your role


To coordinate flu pandemic and business continuity actions taken by the practice and   be the point of contact for communications between the practice and the PCT/SWHPU 





GP Practices





Practice Flu 





Leads





PCT 





Localities





PCT Locality 





Flu Leads





GP Practices





Practice Flu 





Leads





tPCT 





Clusters





Flu Leads











Trust Name





Based on information received from the tPCT and/or the SW Health Protection Unit (NW London HPU).  Take the following actions:


Start an incident log


Acknowledge receipt of Flu Pandemic Alert message, confirm contact details


Call meeting of practice GPs, nurses and staff to brief on the alert.


Attend planning meetings called by tPCT Flu leads.


Review and implement business continuity arrangements and plans


Arrange training and sign-off of PGDs as directed (Tamiflu antivirals/vaccines etc)


Implement infection control measures.  


Based on information and guidance from the tPCT, arrange for the storage and delivery of antivirals or vaccines 





Prepare for increased pressure on the practice, consider:


9.1	Re-assignment of staff duties


9.2	Cancelling non-critical appointments


9.3	Increase telephone triage GP consultations


9.4	Advising patients that the GP practice will not see flu patients


9.5	Arranging GPs to attend flu patients at home


9.8	Appropriate signage 





Produce list of at risk patients based on guidance from tPCT/NW London HPU


Produce regular status reports as required by tPCT Flu Pandemic management team


Manage any volunteers assigned to the practice (for example to assist with contacting at risk patients by telephone or by visits)





Monitor provision of services to anticipate service decline or cessation with implications; keep tPCT Flu Pandemic management team updated; request additional resources if required





Maintain a record of staff who develop immunity to the flu virus.  Report numbers and skills of immune staff to tPCT Flu Pandemic management team.





Trust Name





*





No





No





Yes





Yes





Yes





Yes





Yes





Yes





Yes





Oseltamivir, antibiotics, antipyretics and fluids





Oseltamivir, antipyretics and fluids





Refer for hospital admission





No





Yes





If deteriorates, antipyretics and fluids (antibiotics)





Antibiotics, antipyretics and fluids





Symptoms < 2 days and age > 1 year





Oseltamivir, antipyretics and fluids





Refer to GP/A+E





Is child severely ill?


Eg 


signs of respiratory distress.


Markedly raised respiratory rate


Grunting


Intercostal recession


Breathlessness with chest signs


Cyanosis


Severe dehydration


Altered conscious level


Complicated or prolonged seizure


Signs of septicaemia – extreme pallor, hypotension, floppy infant





Direct attendance





Child < 1 year?





Does the child have a chronic disease or one of the following features?


Breathing difficulties


Severe earache


Vomiting > 24 hours


Drowsiness





Symptoms < 2 days





Antipyretics and fluids





Treat at home with anti-pyretics and fluids





Temperature >38.50





Cough, fever and/or influenza like symptoms





See Community Health Professional (nurse or doctor)





Symptoms < 2 days





Age < 1 year or < 10kg or child at risk of complications (see full guidance for risks)





Antipyretics and fluids
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