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Disclaimer

The Maine Department of Human Services, Center for Disease Control and Prevention’s
Pandemic Influenza Operational Plan serves as the operational preparedness, response and
recovery plan for use throughout Maine; however, the primary target audience is state
agencies, municipal agencies, and health care organizations tasked with developing pandemic
influenza response plans.

This plan shall not be construed to alter any law, executive order, rule, regulation, treaty, or
international agreement. Noncompliance with this document shall not be interpreted to create
a substantive or procedural basis to challenge agency action or inaction.



Record of Changes and Reviews

The Maine Department of Health and Human Services, Maine Center for Disease Control and
Prevention (ME CDC), Pandemic Influenza Operations Plan will require updates and be
affected by changes related to advances in science and as new guidance and best practices
relating to dealing with a pandemic influenza emerge. The Maine CDC Pandemic Influenza
Planning Team will review the Pandemic Influenza Operations Plan on an annual basis.

Proposed changes should be submitted to:

Maine Center for Disease Control and Prevention
Jane Coolidge, Pandemic Influenza Coordinator
286 Water Street, 6™ Floor

Augusta, ME 04333

Electronically: jane.coolidge@maine.gov

Change Change/Review/Comments Date | Version | Initials
Number
1 Dr. Stephen Sears; clarification of definition of 1/10/13 | V1.1 JWC
pandemic; p14
2 Dale Rowley; correction; the death registrationisa | 2/25/13 | V1.2 JWC
municipal responsibility; p12-26
3 William Jenkins; update of ME CDC IRT 4/30/13 | V1.3 JWC
Notification and Assembly Protocol; p40
4 Jane Coolidge; update of IRT and ICS chart 8/21/13 | V1.4 JWC
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Abbreviations

ACIP Advisory Committee on Immunization Practices
AHA American Hospital Association

AHRQ Agency for Healthcare Research and Quality

ARC American Red Cross

ASPR Office of the Assistant Secretary for Preparedness and Response (HHS)
ASTHO Association of State and Territorial Health Officials
BFRSS CDC's Behavioral Risk Factor Surveillance System
CDC Centers for Disease Control and Prevention

CERT Community Emergency Response Team

CFR Code of Federal Regulations

COOP Continuity of Operations Planning

CONOP Concept of Operations

CRA Countermeasures and Response Administration
DBH Disaster Behavioral Health

DHHS U.S. Department of Health and Human Services
EMS Emergency Medical Services

EMT Emergency Medical Technician

EOC Emergency Operations Center

ESF Emergency Support Function

ESAR-VHP Emergency System Advanced Registration VVolunteer Health Professionals
EUA Emergency Use Authorization

FDA Food and Drug Administration

FEMA Federal Emergency Management Agency

HAN Health Alert Network

HIPAA Health Insurance Portability and Accountability Act
HSEEP Homeland Security Exercise and Evaluation Program
IAP Incident Action Plan

ICS Incident Command System

ILI Influenza-like Illness

IMS Incident Management System

IRT Incident Response Team

LRN Laboratory Response Network

Maine CDC Maine Center for Disease Control and Prevention
MaineHAN Maine Health Alert Network

MEMA Maine Emergency Management Agency

MOU Memorandum of Understanding




MIP Maine Immunization Program

MRC Medical Reserve Corps

MVP Mass Vaccination Plan

NACCHO National Association of County and City Health Officials
NIMS National Incident Management System
PHEOC Public Health Emergency Operations Center
PHIN Public Health Information Network

PPE Personal Protective Equipment

SME Subject Matter Expert

SNS Strategic National Stockpile

SOC State Operations Center

SOP Standard Operating Procedure

SPSN Sentinel Provider Surveillance Network

VA Department of Veterans Administration
VAERS Vaccine Adverse Events Reporting System
VIS Vaccine Information Statement

VMI Vendor-Managed Inventory

WebEOC Web Based Emergency Operations Center
WHO World Health Organization




Preface

On June 11, 2009 the World Health Organization (WHQO) announced that the pandemic alert
was raised to the Phase 6 on the alert scale, the highest level, to indicate that a pandemic
caused by the influenza A (H1INZ1) swine flu virus was in progress. However, WHO stressed
that Phase 6 indicates the geographic spread of the virus; it does not represent an indication of
increased severity.

Until recently, experts believed that the next pandemic would evolve from the highly
pathogenic H5H1 virus and cripple the nation. Fortunately, HLN1 2009 was a much less
pathogenic virus than anticipated. The HLN1 2009 has been (to date) found to be no more
contagious than the seasonal flu, with a global attack rate of between 11% -21%, and the
severity index was no more severe than the normal seasonal flu. Most people recovered from
infection without the need for hospitalization or medical care. Although high levels of disease
occurred in some local areas and institutions, overall hospitals and health care systems in most
countries were able to cope with the numbers of people seeking care.

Beginning in 2005, Maine CDC and others developed their Pandemic Influenza Operations
Plan based on the probability of the occurrence of a pandemic strain with a much higher
severity index rate such as H5H1 rather than HIN1 of 2009, which had a much lower severity
index. This Plan has been revised and designed to be adaptable and scalable to facilitate a
customized response depending on the severity and transmissibility of the circulating novel
virus.

Also of note in this revision:

e The Plan includes a refinement of both the Maine Levels and Maine Pandemic
Periods, which serve as a more precise set of “trigger points” for suggested actions
relevant to a pandemic in Maine
The Post Pandemic Recovery Period is more fully developed

e The planning Assumptions have been updated
The Lessons Learned derived from the HIN1 Pandemic of 2009 experience have been
identified and incorporated in to the Plan to strengthen Maine’s readiness for, response
to, and recovery from a future pandemic event

e Several new Supplements have been added to the Plan to enrich the reference, and to
be consistent with the HHS Pandemic Influenza Plan.

e Supplement 9. Managing Travel-Related Risk of Disease Transmission has yet to be
developed.



Scope and Purpose

The Maine CDC Pandemic Influenza Operations Plan has been developed to address
anticipated challenges posed by an influenza pandemic. This document was prepared utilizing
evidenced-based research, guidelines from the World Health Organization (WHQ) and the
U.S. Centers for Disease Control and Prevention (CDC).

The Plan outlines strategies to reduce pandemic influenza-related morbidity and mortality, as
well as anticipated social disruption. The document includes an overview of pandemics,
information on pandemic phases, transmission and severity, details regarding recognized
mitigation strategies, and specifics on the various preparedness, response and recovery actions
that will likely be implemented across the state. The Plan provides a framework for stopping,
slowing or otherwise limiting the spread of an influenza outbreak. The strategies that are
outlined are intended to enhance the State’s infrastructure during a pandemic to reduce any
resulting social/economic disruption. The guidance contained in this plan will be revised
and/or enhanced as new information becomes available. Such updates will occur in
consultation with local, state and federal authorities.

The purpose of the Maine CDC Pandemic Influenza Operations Plan is to provide an
overview of the strategies that may be implemented by the Maine CDC in anticipation of, or
in response to an actual influenza pandemic. It is assumed and imperative that close
collaboration and coordination with other federal, state and local partners, before, during and
following a pandemic, will be essential for overall success and maximal protection of the
health and wellbeing of the citizens of the State of Maine.

The overarching goals of the Maine CDC Pandemic Influenza Operations Plan include:

e Protect the health and safety of the people of the State of Maine

e Implement an operational plan for a pandemic that provides leadership to an integrated
local, state and federal response and recovery plan

e Provide guidance that is scalable and adaptable in response to the characteristics of the
circulating novel viral.

e Mitigate the impact of a pandemic on the public
Stop, slow, or otherwise limit the spread of the virus through disease control and
community containment measures

e Limit and/or minimize the health, social and economic disruption resulting from an

influenza pandemic

Lessen the likelihood of illness (morbidity) and deaths (mortality);

Reduce the psychological impact of a pandemic event

Sustain critical infrastructure as well as essential functions and services

Provide direction for the tasks of pandemic recovery
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The Maine CDC Pandemic Influenza Operations Plan is based on guidelines provided by:

HHS Pandemic Influenza Plan, US Department of Health and Human Services, November
2005.

WHO global influenza preparedness plan: The role of WHO and recommendations for
national measures before and during pandemics. Switzerland, World Health Organization,
Department of Communicable Disease Surveillance and Response Global Influenza
Programme; 2005.

Interim Pre-pandemic Planning Guidance: Community Mitigation Strategy for Pandemic
Influenza Mitigation in the United States- Early, Targeted, Layered Use of
Nonpharmaceutical Interventions (CDC, February 2007). This document includes guidelines
and triggers for health departments to implement community-based strategies to decrease the
spread of the pandemic virus through the population. It also includes a classification system
for pandemics based on pandemic severity.

Draft Guidance on Allocating and Targeting Pandemic Influenza VVaccine (CDC, October
2007). This draft guidance includes a new prioritization scheme based on comments from
stakeholders and the public.

Update: Status of Pandemic Influenza Vaccine Manufacturing Capacity, Prepandemic
Stockpile, and Planning for Vaccine Distribution (HHS, November 2007). This update
provides information for state and local health departments on how much pandemic influenza
vaccine may be manufactured and when and how it will be distributed.

Federal Guidance to Assist States in Improving State-Level Pandemic Influenza Operating

Plans (U.S. Government, March 2008). This multi-agency document introduces the federal
government’s new concept of “pandemic intervals.”
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A. Pandemic Influenza

What is Influenza?

Influenza is a highly infectious viral illness that causes yearly seasonal epidemics reported
since at least the early 1500’s. In the U.S., complications of influenza cause an average of
36,000 deaths each year, primarily among the elderly. Complications include pneumonia and
exacerbations in underlying cardiopulmonary or other chronic diseases. The virus is
transmitted in most cases by droplets through the coughing and sneezing of infected persons,
but it can be transmitted as well by direct contact. The incubation period for influenza is 1-4
days, with an average of 2 days. Adults typically are infectious the day before symptoms
begin through approximately 5 days after illness onset. Children can be infectious for more
than 10 days, and young children can shed virus for up to 6 days before their illness onset.
Severely immunocompromised persons can shed virus for weeks or months. Typical
symptoms include abrupt onset of fever (101 degrees F to 102 degrees F), headache, chills,
fatigue, muscular pain or tenderness, sore throat, and nonproductive cough, and may include
runny or stuffy nose, substernal chest burning, eye pain, or sensitivity to light. Gastro-
intestinal symptoms, such as abdominal pain, nausea and vomiting, may also occur rarely, and
are more commonly seen in children than adults. An annual influenza vaccination is the best
method of protection against influenza. Other measures, such as frequent hand washing,
staying home when sick, and the institution of public health measures for universal respiratory
hygiene and cough etiquette, will help stop the spread of influenza in communities as well as
in health care facilities.

There are three types of influenza viruses: A, B and C. Types A and B cause widespread
outbreaks of influenza illness in humans each year. Influenza A and B possesses two surface
glycoproteins: the hemagglutinin (H) and neuraminidase (N). Influenza A viruses are further
subdivided into subtypes dependent on differences in these surface glycoprotein’s. A minor
change in these antigens, caused by mutation that results in the emergence of a new strain
within a sub-type know as antigenic “drift”, may result in epidemics, since incomplete
protection remains from past exposure to similar viruses. A major change caused by genetic
recombination that results in the emergence of a novel sub-type (i.e., never before occurred in
humans) know as antigenic “shift”, may result in a worldwide pandemic if the novel virus, for
which humans have no protection, is efficiently transmitted from human to human. Antigenic
shift occurs only with influenza A viruses. Influenza A viruses were the cause of the three
Pandemics in the 20th Century.

Influenza viruses are distinctive in their ability to cause sudden, pervasive illness in all age
groups on a global scale. Previous pandemics, however, caused disproportionate illness and
death in young, previously healthy adults. Also, new data from recent epidemic years show
that young children are at increased risk for complications, hospitalizations, and death from
influenza. Within the O- to 4-year-old age group, hospitalization rates are highest among
children 0 to 1 years of age and are comparable to rates reported in persons 65 years of age.
Influenza viruses present biological threats because of a number of factors, including a high
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degree of transmissibility, the presence of a vast reservoir of novel variants (primarily in
aquatic birds), and unusual properties of the viral genome. Recently, several subtypes of avian
influenza A have been shown to cross the species barrier and infect humans in Asia (1997-
present), in Europe (2003), and in North America (2003-2004). Such occurrences are
reminders that a novel strain could occur at any time, with the potential for efficient person-
to-persons transmission. With the increase in global travel, as well as urbanization and
overcrowded conditions, global epidemics due to a novel influenza virus are likely to quickly
spread around the world.

History and Background of Pandemic Influenza Outbreaks

Public health experts generally use three words to describe the level of an infection present in
the human population: endemic, epidemic, and pandemic. An infection is considered to be at
an endemic level when it is constantly present in a geographic area or group. An epidemic is
considered to have occurred when the rate of new cases in a particular area is substantially
higher than normal. An epidemic can occur in a localized fashion (such as in a city or town) or
on a broader scale (such as across a county or an entire state). A pandemic occurs when a
novel virus emerges that infects the human population, exhibits efficient human-to-human
transmission, and affects multiple geographic regions or the entire world. A pandemic,
therefore, is defined by increased ease of human to human transmission in multiple
geographic regions; a pandemic is not defined by severity of illness. Animals are the most
likely reservoir for these emerging viruses, with avian viruses having played a role in the last
three of the last four pandemics, and a swine virus being the source of the last pandemic
(2009).

Influenza pandemics are among the greatest threats to global human health. New influenza
viruses are constantly evolving by mutation or by reassortment. Mutations can cause small
changes in the hemagglutinin (H) and neuraminidase (N) antigens on the surface of the virus.
This is called “antigenic drift”, which slowly creates an increasing variety of strains until one
evolves that can infect people who are immune to the pre-existing strains. This new variant
then replaces the older strains as it rapidly sweeps through the human population—often
causing an epidemic. However, since the strains produced by drift will still be reasonably
similar to the older strains, some people will still be immune to them. In contrast, when
influenza viruses reassort, they acquire completely new antigens—for example by
reassortment between avian strains and human strains; this is called “antigenic shift”. If an
influenza virus is produced that has entirely new antigens, the entire human population will be
susceptible, and the novel virus will spread uncontrollably, causing a pandemic. The exact
nature of the pandemic virus (such as how severely it affects people, how long the incubation
period is, and how easily the virus is transmitted from one person to another) cannot be known
until the new strain emerges.

It is important to recognize that the severity of symptoms and health outcomes during an

influenza pandemic can range from mild to very severe. Even if the severity of symptoms for
a new strain of influenza is no more severe than those experienced in a typical influenza
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season, the total number of adverse outcomes (such as hospitalizations) is likely to be
substantially greater than what is experienced in a typical year. This is because of the greater
number of people affected. If the new strain of influenza conveys a greater risk of severe
disease, then the number of adverse outcomes could be dramatically greater than normal
(higher rate of infection and higher rate of adverse outcomes in those infected). It is also
noteworthy that, while adverse outcomes of seasonal influenza are typically more common in
certain high-risk groups (such as the very young and the elderly) this is not always the case
with influenza pandemics. In fact, it is impossible to predict the pattern of disease in an
influenza pandemic. At the beginning of a pandemic, public health experts will analyze
information on risk factors for adverse outcomes and provide guidance to policy-makers and
the public as results become available. However, guidance is almost certain to change as the
outbreak evolves.

In addition to causing serious illness and death, influenza pandemics have the potential to
cause significant economic and social disruption. Absenteeism across multiple sectors related
to personal illness, family illness, fear of contagion, or social distancing could threaten the
functioning of critical infrastructure, the movement of goods and services, and operation of
institutions such as governments, businesses and schools. A pandemic could have significant
implications for the global economy, national security, and the basic functioning of society.

Although the timing, nature and severity of a pandemic cannot be predicted with any
certainty, mitigation, preparedness, response and recovery planning is imperative to lessen the
impact. The unique characteristics and events of a pandemic will strain local, state, and
federal resources. It is unlikely that there will be sufficient personnel, equipment, and supplies
to respond adequately to multiple areas of the country for a sustained period of time. States,
counties and communities should plan to be as self-sufficient as possible for an extended
period of time.

Based on observations from previous pandemics, the Centers for Disease Control and
Prevention (CDC) has estimated that the economic losses in the United States associated with
the next severe pandemic will range from approximately $71 billion to $166 billion. The level
of economic loss will depend on the attack rate of the virus and the resulting morbidity and
mortality.

The impact of an influenza pandemic on the healthcare system could be devastating. It has
been estimated that in the United States, a moderate pandemic could result in 20 to 47 million
people becoming ill; 18 to 42 million outpatient visits; 314,000 to 734,000 hospitalizations;
and 89,000 to 207,000 deaths. This potential for high levels of morbidity and mortality,
coupled with the significant disruption to society, make planning for the next influenza
pandemic imperative.

Using software provided by the Centers for Disease Control and Prevention (CDC), it was

estimated for Maine during a severe influenza pandemic that there would be approximately
165,000 outpatient visits, 40,000 hospital admissions, and 9,000 deaths. Estimates were based
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on an overall attack rate of 25% over an 8-week period. At the peak of pandemic, influenza
patients would require 23% of hospital capacity, 61% of ICU capacity, and 25% of ventilator
capacity in the state. All estimates have wide margins of error and should be considered

rough approximations.

Pandemics and their Impact on Maine

*Low Moderate Severe
(2009-2010) (1957-1968) (1918-1919)
Iliness 2,235 390,000 390,000
Hospitalizations 232 5,000 40,000
Deaths 19 1,100 9,100

Source: Maine CDC Weekly Influenza Surveillance Report Week Ending April 6, 2010

Outbreaks of pandemic influenza occurred several times during the 20th and 21 centuries. The
most famous and lethal outbreak was the Spanish Flu pandemic in 1918. This outbreak is
believed to have originated in Spain and was spread around the globe by soldiers returning
home from World War 1. It is not known exactly how many the 1918 pandemic killed, but

estimates range from 50 to 100 million people. This huge death toll was caused by an

extremely high infection rate of up to 50% and the extreme severity of the symptoms. The
Spanish Flu pandemic was truly global, spreading even to the Arctic and remote Pacific
islands. The unusually severe disease killed up to 20% of those infected. Another unusual
feature of this pandemic was that it mostly killed young adults, with 99% of pandemic
influenza deaths occurring in people under 65, and more than half in young adults 20 to 40
years old. This is unusual since influenza is normally most deadly to the very young (< 2
years of age) and the very old (over age 70). It is estimated that as many as 25 million people
worldwide may have been Killed in the first 25 weeks of the 1918 pandemic; in contrast,
HIV/AIDS has killed 25 million in its first 25 years.

Characteristics of the Four Pandemics of the 20th and 21° Century

Pandemic Area of | Virus Est. Case | US Mortality | Est. Mortality Age Groups
Origin Subtype | Fatality World Wide Most

Rate Affected
1918-1919 Unclear | HIN1 2-3% 675,000 20-50 million Young
Spanish Flu adults
1957-1958 Southern | H2N1 <0.2% 70,000 1-4 million Children
Asian Flu China
1968-1969 Southern | H3N2 <0.2-0.4% | 34,000 1-4 million All ages
Hong Kong | China
Flu
2009-2010 North HIN1 0.15-0.5% | 12,200 18,400 Children,
“Swine Flu” | America (CDC website) | (WHO, 8/2010) young adults
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The most recent pandemic, the HLIN1 2009 was relatively mild relative to transmissibility and
severity. In the US there were an estimated 60 M cases, resulting in approximately 265,000
hospitalization and 12,000 deaths nationwide. Of note, about one third of the cases, one third
of the hospitalizations and about 10% of the deaths occurred in children younger than 18
(compared with less than 1% of deaths during an average seasonal influenza year). Many of
these children were otherwise healthy. About 90% of the deaths due to HIN1 2009 were
among those younger than 65, while about 90% of the deaths due to seasonal flu are among
those 65 and older. In addition to children, pregnant women and people of any age with
certain chronic lung or other medical conditions were found to be at higher risk of more
complicated or severe illness.

CDC Estimates of 2009 HIN1 Cases and Related Hospitalizations and Deaths
in the US from April 2009 - March 13, 2010, By Age Group

2009 HIN1 Mid-Level Range* Estimated Range*
Cases
0-17 years ~19 million ~14 million to ~28 million
18-64 years ~35 million ~25 million to ~51 million
65 years and older ~6 million ~4 million to ~9 million
Cases Total ~60 million ~43 million to ~88 million
Hospitalizations
0-17 years ~86,000 ~61,000 to ~127,000
18-64 years ~158,000 ~112,000 to ~232,000
65 years and older ~26,000 ~19,000 to ~39,000
Hospitalizations Total ~270,000 ~192,000 to ~398,000
Deaths
0-17 years ~1,270 ~900 to ~1,870
18-64 years ~9,420 ~6,700 to ~13,860
65 years and older ~1,580 ~1,120 to ~2,320
Deaths Total ~12,470 ~8,720 to ~18,050

* Deaths have been rounded to the nearest ten, hospitalizations have been rounded to the nearest
thousand, and cases have been rounded to the nearest million. (CDC Website)

Seasonal versus Pandemic Influenza

Each year countries around the world face outbreaks of seasonal influenza. In the northern
hemisphere, the influenza season typically runs from November to April. A new vaccine for
seasonal flu must be developed annually based on current and emerging viral strains identified
through worldwide disease surveillance. For most people, seasonal flu is not life-threatening.
Some people, such as the elderly, young children (< 2 years of age), and people with certain
health conditions (such as asthma, diabetes, or heart disease) are at high risk for serious flu
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complications. For these individuals, the flu may lead to complications such as pneumonia,

which can be fatal.

Pandemic influenza is far more infrequent than seasonal flu and is different in two other
fundamental ways: 1) it has the potential of affecting far greater numbers of people, and 2)
individuals of every age may be at risk of serious illness. Additionally, vaccine development
and production are not possible until several months after the pandemic strain has been
identified. In the absence of a vaccine, individuals must take personal responsibility for
reducing their risk of exposure to the virus, and social responsibility to lessen viral spread.

The following table details further distinctions between seasonal and pandemic influenza:

Seasonal Influenza

Pandemic Influenza

Occurs every year (November to April)

Occurred four times in the 20th century.

Ocecurs during the winter

Occurs at any time of the year

For most people, it is an unpleasant but not
life threatening infection.

It is typically a more serious infection for
everyone.

Most people recover within one or two

weeks without requiring medical treatment.

Some people will not recover, even with
medical treatment. Because the illness can be
more severe, there is greater risk that an
infected person my die.

The very young, the very old and people
with chronic illnesses are most at risk of
serious illness.

People of every age may be at risk of serious
illness.

Vaccine is usually available in advance.

Vaccine will not be available in advance.

Annual vaccination is recommended for
everyone >6 months of age, especially for
those at risk.

The whole population will be offered
vaccination when the specific vaccine required
becomes available based on priority groups.

Antiviral drugs are available to treat those
at risk.

Antiviral drugs are likely to be in limited
supply and will be used according to how the
disease develops and based on priority groups.

The threat of a severe influenza pandemic is not as much a question of if, but rather a question

of when.

Severity and Transmissibility

The viral dimensions of severity and transmissibility have emerged as the most useful
indicators for triggering actions. The severity and transmissibility of a novel virus can be
highly variable and unpredictable. It is critical to define the severity and transmissibility
characteristics of the circulating virus early on and communicate that information to those
persons responsible for leading the preparedness and response efforts. Transmissibility is
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defined as the illness rate; the percent of illness in the population. A pandemic has been

defined as an illness rate of 20% for adults and 40% for children regardless of severity.
(Interim Pre-pandemic Planning Guidance, CDC, 2007, p. 41)

The CDC has created a Pandemic Severity Index (PSI) based on case fatality ratio (CFR) with
five discrete categories of increasing severity.

Pandemic Severity Index

Case Fatality Projected Number of Deaths*
Ratio US Population, 2006

Category 5 >1,800,000

1.0 -<2.0% Category 4 900,000 - <1,800,000

0.5 -<1.0% 450,000 -<900,000

0.1% -<0.5% | ‘ 90,000-<450,000
<0.1% Category 1 <90,000

* Assumes 30% lliness Rate

Interim Pre-pandemic Planning Guidance: Community Strategy for Pandemic Influenza Mitigation in the United
States , CDC, 2007, p 34.

The PSI categories (1-5) provide a partial framework for the determination of preparedness and
response action, and help to guide scalability of response.

Pandemic preparedness should include plans to implement a variety of response strategies
depending on the virus severity and transmissibility characteristics which can vary from low to
medium to high (scalability). For example, community mitigation strategies would be
considered / recommended according to the PSI as shown in the following table:
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Scalability of Actions Based on Severity and Transmissibility

HTH Transmissibility (Illness Rate in the Pop)

Low Medium High
Rare 5-20% 20%-40%
Pandemic Severity Index (Case Fatality Ratio)
Interventions by Setting 1 2and 3 4and 5
Low Medium High
<0.1 (CFR) 0.1-<1.0 (CFR) 1.0-=>2.0 (CFR)
Home
Voluntary isolation of ill at home (adults & Recommend Recommend Recommend
children); combine with use of antiviral
treatment as available and indicated
Voluntary quarantine of household
members in homes with ill persons (adult & Generally not Consider Recommend
children); consider combining with antiviral recommended
prophylaxis if effective, feasible, and
guantities sufficient
School
Child social distancing
-dismissal of students from schools and Genera”y not Consider: Recommend
school based activities, and closure of child recommended > 4 weeks = 12 weeks
care programs
-reduce out-of-school social contacts and Generally not Consider: Recommend
community mixing recommended >4 weeks = 12 weeks
Workplace / Community
Adult social distancing
-decrease number of social contacts (e.g., Generally not Consider Recommend
encourage teleconferences, alternatives to recommended
face-to-face meetings)
-increase distance between persons (e.g., .
reduce density in public transit, workplace) Generally not Consider Recommend
recommended
-modify, postpone, or cancel selected public )
gatherings to promote social distance (e.g., Generally not Consider Recommend
postpone indoor stadium events, theater recommended
performances)
-modify workplace schedules and practices Generally not S SERETTET]

(e.g., telework, staggered shifts)

recommended

ADAPTED FROM: Interim Pre-pandemic Planning Guidance: Community Strategy for Pandemic Influenza Mitigation in

the United States , CDC, 2007, p 36.
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Recent novel viral situations are plotted on the following severity and transmissibility matrix:

Human to Human
Transmissibility
(HTHT):

Iliness Rate in the
Population
(percentage of the
population)

Novel Virus Characteristics on Two Dimensions:
Human to Human Transmissibility (HTHT) and Severity

Severity Index: Case Fatality Ratio (percentage)

1 2 3 4 5
Low Medium High
<0.1% 0.1-<0.5% | 0.5-<1.0% | 1.0<2.0% | =>2.0%
HTHT 1957, & H1N1
High 1968 1918-1919
Pandemic Pandemics Spanish Flu
20-40%
HTHT Seasonal HIN1
Medium Flu 2009-2010
Seasonal Swine Flu
5-20% 11% - 21%
(IR 34%-
43% in
school age
children;
3% in older
adults)*
Low H5N1
Rare Bird
(Primarily Flu***
animal to (CFR 59%;
human) Indonesia,
83%)

Information adapted in part from: Interim Pre-pandemic Planning Guidance: Community Strategy for
Pandemic Influenza Mitigation in the United States , CDC, 2007.

* Kelly H, Peck HA, Laurie KL, et al. (2011). The age specific cumulative incidents of infection with pandemic influenza HIN1
2009 was similar in various countries prior to vaccination. PLoS On, Aug 5; 6(8):e21828

** Fraser C, Cummings DAT, Klinkenberg D, Burke DS, Ferguson NM. (2011) Influenza Transmission in Households During

the 1918 Pandemic. Am. J. Epidemiol., 174(5): 505-514.

*** Clusters of human H5N1 cases ranging from 2-8 cases per cluster have been identified in most countries that have reported
H5N1 cases. While most people in these clusters have been infected with H5N1 virus through direct contact with sick or dead
poultry or wild birds, limited human to human transmission of the H5N1 virus cannot be excluded in some clusters. (CDC H5N1

website)
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Although a circulating novel virus may not be considered severe, a highly transmissible virus
producing relatively moderate symptoms may cause significant disruption to society due to a
high incidence of sickness and employee absences.

It is possible that the circulating novel virus may mutate between pandemic waves; the viral
severity and transmissibility characteristics might change. Timely situational awareness is
crucial. Once a change is noted, response strategies would be adjusted accordingly.

Recovery

Until recently, Recovery has not been fully addressed in emergency management planning
generally, and in pandemic planning specifically. It has been thought that successful recovery
is dependent on what happens during the other phases of disaster management. Often the
emphasis has been placed on mitigation, prevention, protection, reduced vulnerability,
increased sustainability, and improved resilience all of which serve to reduce the challenges of
recovery including recovery time and cost. (Baird, 2010, p. 2) However, it is acknowledged
that disasters will occur and recovery will be required.

It is instructive to consider recovery in general in order to plan for recovery more specifically
in a pandemic. The recently published National Disaster Response Framework published in
September 2011, identifies nine Core Principles, when put into practice maximizes the
opportunity of achieving a successful recovery:
e Individual and family empowerment
Leadership and local primacy
Pre-disaster recovery planning
Partnerships and inclusiveness
Public information
Unity of effort
Timeliness and flexibility
Resilience and sustainability
Psychological and emotional recovery (NDRF, 2011, p. 9)

Disaster recovery is thought to be more complex than the other components of emergency
management as it involves a larger group of stakeholders with sometimes conflicting goals.
Recovery activities involves rebuilding the infrastructure and restoring the social and economic
life of the community with the goal of returning the affected area(s) to, at a minimum, the pre-
disaster status, and at best, an improved pre-disaster state based on mitigation measures that
incorporate lessons learned from the disaster event. (Baird, 2010, p. 2)

A disaster may occur quickly, leaving behind only the need for recovery operations, or a
disaster can be a prolonged event requiring recovery activities to begin while the response
phase is in full activation. (Baird, 2010, p. 7) As described in the NDRF, recovery is a
continuum, but recovery actions occur in three general phases. (NDRF, 2011, p. 8) The
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actions in each phase and the timing vary according to the nature and the severity of the
disaster. The NDRF recommends that considerations for recovery be integrated early on into
the response phase operations.

The first phase, Short Term Recovery, overlaps with emergency response and consists of
immediate actions taken to reduce life-safety hazards and to temporarily restore critical
lifelines. Short Term Recovery occurs within days following the disaster and when the
Incident Command is in place.

The second phase, the Intermediate Recovery, is one of restoration of services and provides
for ongoing social needs before permanent rebuilding/restoration is complete. The
Intermediate Recovery phase may continue for weeks or perhaps months.

The third phase, Long Term Recovery, includes planning for and implementing the
rebuilding of damaged buildings and other facilities and infrastructure, and the resumption of
normal social and economic life in the community. This third phase can continue for months
to years. Planning for long term recovery begins in the response phase and actions extend
beyond the time that the Incident Command is deactivated. (NDRF, 2011, p. 8) Long Term
Recovery operations are usually managed by a Recovery Management Task Force in a unified
and collaborative manner.

ME CDC Recovery from a pandemic will begin during the Response phase due to the
prolonged nature of a pandemic.

Short Term Recovery may include:

e Facilitate the provision of integrated mass care and emergency services

e Support efforts to provide for basic human needs like food and medicine if shortages
have occurred

¢ Deploy volunteers to various sites statewide in light of likely personnel shortages

¢ Identification of adults and children who would benefit from counseling or behavioral
health services and begin interventions

o Facilitate provision of emergency and temporary medical care

¢ Facilitate the establishment of temporary morgue(s) and temporary internment sites if
needed, to handle mass fatalities

e Support the establishment of a virtual family assistance center
Assess and understand the risks and vulnerabilities

Intermediate Recovery may include:
e Request the governor to cancel the PH emergency declaration which will restore usual
rules, regulations, and policies, and cancel closures and lift bans
e Continue surveillance to monitor for a second wave
e Confer and coordinate with federal, local and other state partners
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Assess the situation statewide including: morbidity and mortality, availability of
essential resources, status of infrastructure, availability of services, need for services
Provide ongoing information to the public on situational awareness, what is open and
what is closed, where to obtain needed resources and assistance

Attempt to obtain needed supplies and arrange the distribution/redistribution of those
resources, as needed

Deploy volunteers where needed

Provide support networks for ongoing behavioral health care

Support continuity of health care through temporary facilities

Support the restoration of healthcare facilities” personnel and supplies

Continue to manage mass fatalities

Continue to support the virtual family assistance center

Compile documentation re: financial costs incurred

Contact vendors and suppliers to begin restocking supplies and refurbishing response
equipment at ME CDC

Debrief responders both internally and externally

Gather performance data both internally and externally

Compile lessons learned, implement opportunities to restore the community to an
improved pre-disaster state

Prepare for a possible second wave

Participate with other stakeholders on State Pandemic Recovery Management Task
Force

Long Return Recovery may include:

Provide public information as needed

Publically acknowledge heroes and celebrate successes

Acknowledge/support the need for the public to grieve their losses

Follow up with ongoing counseling, behavioral health, and case management
Reaffirm and rebuild list of volunteers

Support demobilization of temporary healthcare facilities as established healthcare
facilities resume services

Facilitate the handling of deceased where handling has been delayed or temporary
solutions have been instituted

Collect and store unused antivirals from distribution sites

Fill vacancies at ME CDC

Facilitate replenishing supplies, refurbishing/replacing equipment and restoring
facilities at ME CDC

Prepare an AAR and an Improvement Plan defining Corrective Actions
Implement mitigation strategies based on Lessons Learned

Revise Pandemic Influenza Operations 