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Introduction

EMS, healthcare, and emergency managers learned valuable lessons about responding to an outbreak of a contagious disease during the April 2009 H1N1 influenza pandemic.  Fortunately, illness in the spring 2009 influenza pandemic wave was not as severe as predicted and did not have substantial and prolonged impacts on the healthcare system (e.g., hospitalizations and deaths); however, the severity of illness of the fall and winter 2009 and spring 2010 influenza season cannot be predicted with a high degree of certainty.  Therefore, local emergency medical services agencies (LEMSAs) and Emergency Medical Services (EMS) providers must plan to respond in the upcoming influenza season in a flexible way to varying levels of severity and be prepared to revise and refine pandemic plans as the influenza season evolves.  
In order to assist LEMSAs, and subsequently EMS providers, with pandemic planning and preparedness for the upcoming 2009-2010 pandemic influenza season, the California Emergency Medical Services Authority (EMSA) developed this Pandemic Influenza Planning and Preparedness Framework for Emergency Medical Services Agencies.  This framework is not intended as a comprehensive pandemic planning guide, but provides LEMSAs with the key elements of pandemic planning and current information and recommendations on Pandemic (H1N1) 2009 Influenza.  This template will assist LEMSAs and EMS providers to prepare for the fall/winter 2009 and spring 2010 influenza season.  
EMS system goals for pandemic planning should include:

1. Reducing transmission among staff and protecting the workforce; 

2. Protecting people (patients) who are at increased risk of influenza related complications from getting infected with influenza; and 

3. Maintaining EMS services and business operations.  
If pandemic (H1N1) 2009 influenza becomes more severe than during the spring/summer 2009, absenteeism will be far greater and additional protective measures to slow the spread of influenza may be considered.  LEMSAs should collaborate closely with the local health department for information-sharing and collaborative planning.  The LEMSA Medical Director will play an essential role in not only planning and preparing for the pandemic, but in the provision of medical direction when responding to challenges of the upcoming 2009-2010 influenza season.  The LEMSA should also maintain up-to-date knowledge and information about the evolving pandemic and influenza season recommendations by regularly reviewing documents released by the local health department, the California Department of Public Health (CDPH), and the Centers for Disease Control and Prevention (CDC). 
An influenza pandemic widely impacts our communities, regions, state, and the nation, including the healthcare system.  EMS systems are a critical and somewhat limited resource in the healthcare safety net and will be severely impacted by a pandemic as the demands for services increases due to the rise in illness and deaths, absenteeism reduces provider workforces, and supply chains are disrupted and essential resources become scarce.  

EMS Pandemic influenza planning assumptions
 include:

· An EMS system’s response to pandemic influenza should be flexible, scaleable, dynamic and timely with the ability to change rapidly based on new information about the pandemic virus.
· The principles of EMS system planning and response to an influenza pandemic should include medical direction, quality improvement, education, training, communications, coordination with partner responders, and procurement and provision of appropriate supplies, equipment, and pharmaceuticals.  
· Optimal patient outcomes will depend on an EMS system’s pre-planned ability to quickly integrate emerging medical research and information.  The effectiveness of patient care will require responsive medical direction, training, and coordinated system oversight.

· One solution or protocol may not be applicable for all LEMSAs; modification of protocols should be based on local need with collaboration between the LEMSA and the local health officer.  

· EMS providers can play an important role in pandemic influenza mitigation due to their capability to rapidly respond, assess, treat, and report patients with signs and symptoms of pandemic influenza.

General Pandemic Planning Assumptions include:
· Susceptibility to the pandemic influenza virus will be universal. 
· Rates of serious illness, hospitalization, and deaths will depend on the virulence of the pandemic virus and differ by an order of magnitude between more and less severe scenarios. 
· Rates of absenteeism will depend on the severity of the pandemic. In a severe pandemic, absenteeism attributable to illness, the need to care for ill family members, and fear of infection may reach 40 percent during the peak weeks of a community outbreak, with lower rates of absenteeism during the weeks before and after the peak. Certain public health measures (closing schools, quarantining household contacts of infected individuals) are likely to increase rates of absenteeism. 
· The typical incubation period (interval between infection and onset of symptoms) for seasonal influenza is approximately 2 days. 
· Persons who become ill may shed virus during and before the onset of illness. Viral shedding and the risk of transmission are likely to be greatest during the first 2 days. 
· An influenza pandemic could last from 18 months to several years, with two to three waves of activity.  Waves may last 6 to 8 weeks in affected communities. 
· While communities and geographical areas may have varying levels of impact from the pandemic, mutual aid may be limited or non-existent within or from outside of California.  
LEMSAs provide leadership and guidance for California’s EMS organizations and providers and should focus on the essential elements of planning and preparedness to ready the EMS system to respond to upcoming 2009-2010 influenza season and beyond.  This template is designed to assist LEMSAs with that preparedness effort.  During these challenging times, LEMSAs will need to be flexible and collaborative to provide effective and efficient care.  This is a challenge that California’s LEMSAs are prepared to meet.
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Introduction

A.  EMS Day-to-Day and Emergency Operations TC "A.  EMS Day-to-Day and Emergency Operations" \f C \l "1" 
During a pandemic, local EMS agencies (LEMSAs) and EMS providers should incorporate the specialized considerations of an influenza pandemic into organizational emergency operations plans (EOP) and continuity of operations plans (COOP).  An influenza pandemic is not confined to a geographical area or incident, but is widespread across the community, the region, the state, and the nation - severely impacting the availability of mutual aid and resource supply chains.  COOP planning and implementation should sustain operations for 30 days or longer.  
Planning Considerations and Preparedness Actions

Continuity of Operations Planning (COOP) TC "Continuity of Operations Planning (COOP)" \f C \l "2" 
Review and update the COOP to incorporate unique pandemic influenza considerations and response elements.  Information on continuity planning and planning during a pandemic can be found at http://www.fema.gov/government/coop/index.shtm.  Key elements of a COOP during a pandemic include:
· Determine LEMSA/EMS provider essential functions (or primary mission) that must be continued to meet community or contractual requirements.  
· Plan for the continuation of essential functions and identify the resources that can be used and/or redirected to maintain the essential functions
· Identify front-line, highly technical, and skilled personnel that provide the essential functions or provide support for the front-line providers (e.g., dispatch)
· Triage and conserve use of advanced life support (ALS) versus basic life support units
· Identify non-essential functions that may be suspended or cancelled during peak pandemic response.
· Determine the triggers for termination and resumption of non-essential functions as the pandemic evolves.
· Plan for communication to staff, partners, and other stakeholders when non-essential services are terminated and resumed. 
· Plan for succession and delegation of authorities for the key leadership and decision-making/authority positions within the organization:
· Identify 2-3 successors for the key leadership positions to ensure coverage for illness and absenteeism (projected up to 40% of the workforce during a severe pandemic).  Key positions may include:
· EMS Medical Director
· EMS Administrator
· Shift Supervisors/Team Leaders
Transition from Day-to-Day Operations to Emergency Operations TC "Transition from Day-to-Day Operations to Emergency Operations" \f C \l "2" 
· Review and understand the EMS legal, statutory, and contractual authorities and mandates and how these authorities and mandates can be met or modified during an influenza pandemic – a declared public health emergency.  
· Function within an established Incident Command System (ICS) and ensure the integration and representation of EMS in community and county/Operational Area emergency operations centers. 

· Consider appointing a workplace coordinator(s) who will be responsible for addressing pandemic flu issues and their impact at the workplace.  Examples of responsibilities include:
· Acting as the point of contact with the local health department, healthcare providers, and other key response partners for situation status and current information and recommendations.
· Acting as liaison for and providing consultation to dispatch or Public Safety Answering Points (PSAPs).
· Developing, revising, and implementing response protocols. 

· Monitoring and tracking employee health and safety. 
· Monitoring and reporting trends, critical issues, and inventories of essential supplies.

· Establish internal mechanisms for rapid communication of information to employees, including call down lists/call trees, hotline numbers, emails and text messages, conference calls.  Minimize use of on-site face-to-face briefings.
· Prepare to activate the Emergency Operations Plan (EOP) and COOP:
· Identify the position or title of the authority within the organization that has the authority to activate the EOP, COOP and pandemic-specific protocols and procedures.

· Identify the triggers (conditions) for activation of the EOP and COOP and the transition to emergency operations and termination of emergency response and a return to readiness.  
· Establish and ensure regular communication with the local health department, fire, law enforcement, and emergency management.

· Communicate with staff and provide “just-in-time” training on EOP activation and emergency operations roles and responsibilities.  

· Prepare to provide public information, in collaboration with the local health department and emergency management (e.g., Joint Information System/Joint Information Center).  Messages to develop may include information about the impact of the pandemic on the EMS system and appropriate use of EMS services
B.  Preparing for the Pandemic Surge TC "B.  Preparing for the Pandemic Surge" \f C \l "1"  
Introduction

During a pandemic, EMS providers will be required to continue to respond to day-to-day medical calls while also responding to the increased volume, or surge, of medical calls due to influenza-like illness.  The increase in call volume will be exacerbated by hospital overload and diversion and absenteeism.  LEMSAs should consider developing plans and protocols to modify EMS system practices to maximize EMS resources and maintain an adequate level of EMS services.  

Planning for surge management and alteration of EMS practices must address implementation triggers, guidance for decision-making, communication strategies, and just-in-time training and education for personnel.   LEMSAs should anticipate the need for expedited review and approval of treatment protocols as the pandemic, case definition, and community response evolves.  
Planning Considerations and Preparedness Actions
· Triage and Treatment Protocols TC "Triage and Treatment Protocols" \f C \l "2" 
· Modify triage and treatment protocols for all patients (including influenza-like illness patients) to expedite on-scene care.  

· Expand treat and release (non-transport) protocols to preserve transport for acute patients.
· Ensure appropriate medical control and oversight.

· See Figure 2 for sample pandemic influenza EMS operating protocols.
· Transportation of Multiple Patients

LEMSAs and EMS providers may consider transporting multiple non-emergent patients per ambulance run, despite the potential complications of insurance billing.  

· Alternate Transport Vehicles

LEMSAs and EMS providers should consider using alternate transportation modes to preserve ambulances for more acute patients.  These may include medical vans and buses to transport triaged patients to hospitals or alternate care sites. 

· Alternate Destination Protocols TC "Alternate Destination Protocols" \f C \l "2" 
To manage the surge of patients, decompress emergency departments and preserve hospitals for acutely ill patients, the local health department (LHD) may establish alternate care sites (ACSs) or request community clinics to care for less acutely ill patients.  LHDs may establish multiple ASCs.  LHDs should clearly define ASC level of care, location, and capacity and communicate this information to the EMS system which may be asked to transport patients to ACSs rather than to acute care hospitals.  The LEMSA Medical Director and other leadership should work closely with the LHD to establish protocols, triage indicators, and documentation procedures for transportation to a non-hospital care site during a pandemic.  

· Non-Emergent Transports TC "Non-Emergent Transports" \f C \l "2" 
Non-emergent transports and transfers may have to be delayed to maintain critical response services during a pandemic surge when resources are limited.  Priority should be given to non-emergent transports from hospitals that free patient beds for acute patients.  The LEMSA/EMS provider should work closely with healthcare facilities, establish agreements and develop options for non-emergent transports during a pandemic to preserve essential EMS resources for 9-1-1 response and transport. 
· Dispatch and Public Safety Answering Point TC "Dispatch and Public Safety Answering Point" \f C \l "2"  (PSAP) Protocols
· Develop modified protocols for dispatchers and PSAP operators

· Dispatch and PSAP operators should screen callers for symptoms of influenza-like illness (e.g., fever >100°F, cough, sore throat) and communicate this information to the responding unit.
· Develop criteria to triage and prioritize calls to maximize efficient and appropriate use of EMS system resources (e.g., prioritizing the order of response).  (See Figure 1 for a sample of an EMS dispatch protocol.)
· Provide dispatch and PSAP operators with up-to-date information on the location, capability, and level of care of ACSs to direct triaged callers for care. 
· Develop a protocol or script for operators to advise callers on how to care for an ill person at home if they are not severely ill, or transfer caller to a resource that can provide that information.
· Fatality Management TC "Fatality Management" \f C \l "2" 
The current role of EMS providers in fatality management should be modified to allow the rapid return to service of EMS resources.  LEMSAs should work with the local medical examiner/coroner, LHD, and emergency management agencies to develop or revise existing protocols defining EMS roles in the management of fatalities during a pandemic.  The response of the medical examiner/coroner to the scene of a death may be delayed by hours or days during a pandemic. Under current protocols, EMS providers may not be able to leave the scene until another authority arrives.  
C.  Protecting the EMS Workforce – Personal Protective Equipment TC "C.  Protecting the EMS Workforce – Personal Protective Equipment" \f C \l "1" 
Introduction
EMS providers should plan for increased need for and diminished supply of personal protective equipment (PPE) during an influenza pandemic.  Most personal protective equipment (PPE) is disposable and supply shortages may result.  EMS providers should plan for limited or exhausted supplies of PPE, however, there are no recommendations for alternative protection at this time.  
The issue of droplet versus airborne transmission of the pandemic (or novel) virus continues to be debated.  Currently the Centers for Disease Control and Prevention
 (CDC) and the California Department of Public Health (CDPH) recommend that health workers, including EMS Providers, should use fit-tested N95 respirators or comparable respirators to reduce the risk of infection, if they are in close contact with indi​viduals suspected or confirmed with H1N1 influenza (i.e., fever > 100° F, new onset cough, sore throat) or have influenza-like illnesses.  The California Division of Occupational Safety and Health (CAL/OSHA) regulations
 are consistent with the CDC and CDPH recommendations and (1) require the use of approved, fit-tested N95 respirators, and (2) recommend consideration of the use of air purifying respirators by employees who perform highly hazardous procedures (e.g., endotracheal intubation, nebulizer treatment).  These recommendations and regulations will remain in place until more is known about the pandemic (H1N1) 2009 influenza or other novel viruses that may emerge.  

Additional Planning Considerations and Preparedness Actions
Universal Precautions TC "Universal Precautions" \f C \l "2" 
· Continue to use universal precautions for every patient encounter.

· Reduce contact time, if possible.  
· EMS personnel should stay more than six feet from patients and bystanders, if possible, while assessing patients, especially those with influenza-like symptoms (e.g., fever, cough, sore throat).  If possible, only one of the EMS responders should have contact with the patient.
· All patients with influenza-like symptoms should wear a surgical mask, if tolerated, especially during transportation in the confined space of the unit.

· If the mask cannot be tolerated, encourage the patient to cover his/her mouth/nose with a tissue when coughing or sneezing.  Provide a receptacle (e.g. trash bag) to discard used tissues.

· If available, use a small surgical mask for children; however, children may have difficulty wearing a mask correctly and consistently.  

Airborne Respiratory Protection TC "Airborne Respiratory Protection" \f C \l "2"  
· Review the agency/provider infection control and respiratory protection program
 to ensure compliance with current regulations and recommendations.

· Inventory the airborne respiratory protection equipment available to employees and providers:
· N95 Filtering Facepiece Respirator (NIOSH Certified)
· Fit-testing must be conducted to ensure a well-fitting respirator model and size and ensures the user can achieve a good seal between the respirator and the face
· U.S. Occupational Safety and Health Administration (OSHA) requires that workers be medically cleared and fit tested prior to the first use of a filtering facepiece respirator.
· N95 respirators will not form a seal on the face if there is facial hair or the bone structure precludes the respirator conforming to the face.
· Plan for three N95 respirators per person, per day (current CAL/OSHA recommendation):
· Respirator can be reused by the same wearer until the respirator becomes damaged, moist, difficult to breathe through while wearing, or visibly soiled.
· N95 respirators are considered disposable. There are currently no recommendations for cleaning and disinfecting them for reuse.
· Use appropriate hand hygiene before and after removal of the respirator 
· Wearing a full faceshield over the respirator may prevent surface contamination of the N95 and prolong life.

· Reusable elastomeric respirators - full and half face piece
:
· Have a face piece that can be cleaned, disinfected, reused, and worn by multiple users.  Some offer eye protection (full facepiece).  
· Use filters that are multi-use until difficult to breathe through.  

· Require fit-testing (as described above) and users with facial hair or certain types of bone structures will not be able to obtain a seal. 
· Consider the reusable respirator to ensure employee protection should supplies of disposable (e.g., N95) respirators be limited (e.g., pandemic).
· Replacement filters should be stocked by providers for exchange as needed.
· Provider infection control programs should address proper donning, doffing, cleaning/disinfection, and reuse of the elastomeric respirator.
· Powered air-purifying respirators (PAPRs)
:
· There are lightweight PAPRs (e.g., the 3M Breathe Easy™) that provide protection but are much lighter and cooler than the PAPRs for chemical exposures.

· PAPRs provide a higher level of protection than N95 respirators, meet the OSHA recommendation for protection during high hazard procedures (e.g., intubation, nebulizer treatment, deep suctioning), and may be considered for long transports.  
· PAPR components (battery pack, hose, and belt) can be cleaned and disinfected for multiple users.  There are currently no recommendations for cleaning disposable headgear/hoods, although guidance may be provided during a pandemic when supplies are scarce.  Headgear/hoods can be worn multiple times by the user until soiled or damaged.
· Fit-testing is not required for PAPRs.  Medical screening may be required as directed by the employer’s respiratory protection program. 
Other Personal Protective Equipment TC "Other Personal Protective Equipment" \f C \l "2" 
EMS providers will also provide PPE in addition to respiratory protection PPE during a pandemic, including:
· Clean, non-sterile gloves;
· Gloves should be single use only and changed between patients

· Eye protection (e.g., goggles, face shield):
· Face shields may be cleaned and reused.  Plan for reuse X 10.  Face shields can also protect N95 respirators, as described above.
· Goggles are usually non-disposable and can be cleaned when soiled or between users.  Plan for reuse X 50.  

· Long sleeved, fluid resistant gown.

· Disposable gowns are single use and disposed of after each patient contact,
· Cloth gowns should be changed between patient contacts and laundered before reuse.
Prioritization of PPE

Although during a pandemic, PPE may be in short supply and resupply delayed, respiratory protection must be given high priority, especially during high risk procedures (e.g., intubation) and for actively coughing, sneezing patients.  Facial protection should be ensured as resources permit.

Estimating PPE Needs 

The CDC provides a model for calculating PPE needs during a pandemic at www.cdc.gov/flu/pdf/FluSurge2.0_manual_060705.pdf 

D.  Protecting the Workforce – Operational Considerations TC "D.  Protecting the Workforce – Operational Considerations" \f C \l "1" 
Introduction

Protecting the EMS workforce during a pandemic will include both non-pharmaceutical countermeasures (e.g., hand hygiene, personal protective equipment, spatial distancing) and pharmaceutical countermeasures (e.g., antiviral medications, pandemic vaccines).  
Planning Considerations and Preparedness Actions
Non-Pharmaceutical Countermeasures TC "Non-Pharmaceutical Countermeasures" \f C \l "2" 
· Maintain respiratory and hand hygiene

· Use non-sterile gloves for contact with patient secretions or surfaces that may be contaminated.

· Wash hands frequently when soap and water are available.

· Provide alcohol-based hand sanitizers in ambulances and jump packs for use after patient contact and contact with secretions.
· Provide tissues and trash bags for patients during transportation.
· Take measures to protect employees who are at higher risk for complications of influenza.
· Persons at high risk for pandemic (H1N1) 2009 Influenza
 include:
· Children younger than 5 years old. However, the risk for severe complications from seasonal influenza is highest among children younger than 2 years old. 
· Adults 65 years of age or older.
· Pregnant women.
· Persons with the following conditions: 

· Chronic pulmonary (including asthma), cardiovascular (except hypertension), renal, hepatic, hematological (including sickle cell disease), neurologic, neuromuscular, or metabolic disorders (including diabetes mellitus).
· Immunosuppression, including that caused by medications or by HIV,
· Persons younger than 19 years of age who are receiving long-term aspirin therapy, because of an increased risk for Reye syndrome. 

· People 65 and older are at lower risk of infection from pandemic (H1N1) compared to younger age groups. However, as with seasonal influenza, people 65 or older who develop 2009 H1N1 influenza infection are at increased risk of influenza-related complications compared to younger adults.  
· Transportation – transporting in the confined space of an ambulance presents additional infection control challenges.  Protective measures include:
· Increase patient compartment/vehicle airflow to reduce the concentration of aerosols
· Open windows for fresh (outside) air flow

· Operate the ambulance ventilation system in the non-recirculation mode to increase fresh airflow,
· Use air conditioning systems with HEPA filtration, if available. 

· Close the door between the driver and patient compartment, if possible.

· If feasible, maintain 6 foot employee separation in the ambulance (e.g., driver in front and provider in the back with or without a patient).
· Use appropriate personal protective equipment.
· Place a surgical mask, if tolerated, on all patients with influenza-like symptoms or encourage the patient to cover the mouth/nose with tissue when coughing or sneezing.
· Keep cabinet doors closed in the unit to reduce possible contamination of supplies and equipment.
· Reduce the number of personnel responding to calls (particularly influenza-like illness calls) to decrease exposure.  
· Transport more than one patient with like symptoms, if needed, to maximize transports.  Encourage non-symptomatic family or friends of influenza patients being transport not to ride in the ambulance, if possible.  If family or friends are transported with the patient, provide surgical masks or non-fit-tested N95 respirators during transport. 
· Notification to Receiving Facilities
· Notify the receiving facility if a patient with influenza-like illness (especially if actively coughing or sneezing) is enroute so the facility can take appropriate precautions and arrange placement of the patient in the facility.  

· Work and Sleeping Quarters
· Arrange physical work spaces to provide a 6 foot separation between employees, as possible.  (e.g., desks, kitchen areas, recreational areas)

· Provide a 6 foot separation between staff in sleeping quarters

· If feasible, maintain 6 foot employee separation in the ambulance (e.g., driver in front and provider in the back with or without a patient)

· Cleaning Work and Sleeping Quarters

· Previous recommendations from the CDC and CDPH referred to the use of disinfectants. However, influenza is an extremely fragile virus that remains infectious for only minutes and is easy to kill after exposure to air. It can remain infectious for hours when protected from exposure to air by material such as respiratory secretions, which can be deposited on environmental surfaces by infected persons. Simple cleaning will remove most of virus along with other material, leaving the remaining virus to be exposed to air and rendered non-infectious within minutes
.
· Clean surfaces and items that are likely to have frequent hand contact by multiple people (e.g., computer keyboards, elevator buttons, shared equipment, doorknobs, and counters).
· Use the cleaning agents that are usually used in these areas and follow the directions on the label. No additional disinfection beyond routine cleaning is recommended.  Special cleaning with bleach and other non-detergent based cleaners is not necessary.

· Cleaning EMS vehicles after transportation of patients with influenza-like illness, or suspected or confirmed H1N1 

The CDC provides interim guidance for EMS systems and providers for cleaning EMS transport vehicles
 and non-disposable equipment:  
· After the patient has been removed and prior to cleaning, the air within the vehicle may be exhausted by opening the doors and windows while the ventilation system is running.

· This should be done outdoors and away from pedestrian traffic.

· Routine cleaning methods and supplies should be used on the interior of the vehicle and non-disposable equipment.
· Employees should wear non-sterile gloves and cover gown while cleaning the ambulance.

Pharmaceutical Countermeasures TC "Pharmaceutical Countermeasures" \f C \l "2"  
· Antiviral Medications - Chemoprophylaxis
· The CDC and the CDPH recommend post-exposure chemoprophylaxis for healthcare workers or public health workers who were not using appropriate personal protective equipment during close contact with an infectious patient, co-worker, or household contact. Most of these exposures can be prevented by using recommended infection control measures.
  
· The LEMSA and EMS providers should communicate with the local health department to obtain guidance on post-exposure prophylaxis, access to antiviral medications for EMS providers, and for guidance on appropriate documentation and follow up.  
· The LEMSA/Provider Medical Director or occupational health program should develop a policy for reporting exposures and providing appropriate chemoprophylaxis.  
· EMS providers may consider stockpiling antiviral medications for employees. However, their dispensing and use should be managed under medical supervision and the organization’s Illness and Injury Prevention Program.  
· Pandemic Vaccine
· Healthcare and EMS personnel are priority groups for receipt of pandemic vaccine because infections among healthcare workers have been reported, they are a potential source of infection for vulnerable patients, and their increased absenteeism could reduce healthcare system capacity.

· Currently, no shortage of 2009 H1N1 vaccine is expected, but vaccine availability and demand is unpredictable and initially, vaccine may be available in limited quantities. 
· LHDs are working closely with the CDPH to identify priority groups and establish distribution points for pandemic vaccine.  
· The LEMSA and/or EMS provider should contact the local health department for information on pandemic vaccine prioritization, distribution, and administration.
· EMS agencies and providers should identify personnel who should be vaccinated and set priorities in case vaccine supplies are limited. Front-line personnel with the highest exposure and risk should receive vaccine first.
· Expanding Paramedic Scope to Administer Pandemic Vaccine

· Vaccination programs may require additional staff to rapidly vaccinate the population.
· The LEMSA Medical Director and Administrator, in concert with the LHD, may decide to temporarily expand the paramedic scope of practice to include administration of the pandemic vaccine, thereby enhancing community mass vaccination programs.  
· The LEMSA will weigh the importance of expanding the pool of vaccinators during a pandemic against the need to provide essential services with limited EMS resources.  If the LEMSA and LHD agree that an expansion of the paramedic scope is needed, the LEMSA must submit the request to the California EMS Authority for approval of vaccine administration by paramedics under a local optional scope of practice.  The application form (Form #EMSA-0391-A) and a paramedic vaccination training program can be found on the EMSA website at http://www.emsa.ca.gov/about/H1N1/EMS_Agencies.asp. 
E.  Preservation and Augmentation of the Workforce TC "E.  Preservation and Augmentation of the Workforce" \f C \l "1" 
Introduction

The entire healthcare system will be severely impacted by illness and absenteeism among employees and the EMS system’s resources will be in high demand during the pandemic as the system copes not only with the normal call volume but also with the surge of influenza-like illness.  
Planning Considerations and Preparedness Actions
Preservation of the Workforce TC "Preservation of the Workforce" \f C \l "2" 
· Provide education and training for EMS personnel, including information about:
· The pandemic virus (e.g., transmission).
· Signs and symptoms of influenza-like illness and any unique symptoms of the particular pandemic virus.

· Personal protective and prevention measures.

· Agency/organization pandemic plans and employee expectations, modifications of protocols, procedures, and staffing.
· Stress and crisis coping mechanisms.

· Self and family preparedness measures.

· Telecommuting may be an option for employees.  Investigate the feasibility of working from home for appropriate employees to decrease exposures and maintain productivity.  
· Plan for housing and feeding of employees who must remain close to work.

· Consider provision of food and essential supplies in stations to minimize the need to leave the station for supplies.

· Consider the provision of alternate housing for off-duty personnel to decrease possible transmission of illness to family members and decrease travel for employee.

· Psychosocial and Employee Family Support

· Provide education about the pandemic to the employee and family, with an emphasis on how the organization is protecting the employee to the extent possible during the pandemic.

· Identify and implement measures to maintain the physical and mental wellness of the employees.
· Mental health support to deal with the workload, fatigue, and deaths.

· Refer employees to the employee assistance program, as needed.

· Institute a physical fitness program and encourage healthy eating.

· Encourage periodic rest during the shift.

· Monitor and track employee health and well-being during the pandemic.

· Identify support services that employee families may need during prolonged work periods and provide appropriate support (e.g., child care, obtaining supplies or equipment).
· Plan for enhanced security for employees, facilities, supplies and equipment.
Augmentation of the Workforce TC "Augmentation of the Workforce" \f C \l "2" 
· Implement adjusted or flexible staffing plans, especially during peak call times
· Implement longer shifts (e.g., 12-16 hour shifts) and provide rest periods between shifts, as appropriate.
· Modify number and staffing of advanced life support versus basic life support units.

· Expand the EMS workforce

During an influenza pandemic, normal sources of mutual aid personnel are also likely to be affected.  The following represent potential sources of skilled personnel with appropriate skills:

· Reinstate retired personnel to assume support roles (e.g., call triage, restocking)
· Plan and develop processes for the use of EMS personnel from outside the jurisdiction.
· Collaborate with paramedic and EMT-I training programs to use students as EMS extenders.

· Coordinate with local Medical Reserve Corps, Community Emergency Response Teams, or other volunteer organizations to perform non-technical or skilled roles in support of EMS personnel.

· Access the California Disaster Healthcare Volunteers database through the local volunteer administrator for healthcare personnel that can augment staffing.  
· Information about the Disaster Healthcare Volunteer program can be found on the California Emergency Medical Services Authority (EMSA) website at https://www.healthcarevolunteers.ca.gov/, or contact EMSA at 916-322-4336.
· Cross-train existing workers to expand the availability of skills and abilities.
Employee Health Considerations TC "Employee Health Considerations" \f C \l "2"  

· Monitor the health of EMS personnel

· Evaluate personnel for influenza symptoms (e.g., temperature, new cough or sore throat) when they report for duty 

· Symptomatic employees should be sent home.

· Plan for employee return to work after illness 

· Current CDC
 recommendations state that ill healthcare workers should stay at home/not return to work for seven days from symptom onset or until the resolution of symptoms, whichever is longer.  

· Non-healthcare workers
 (e.g., dispatch) may return to work when fever free (without use of antipyretic medications such as acetaminophen, ibuprophen, or aspirin) for 24 hours.  
· Encourage employees to stay home when ill.
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· LEMSAs and EMS providers should review and modify policies for sick leave, vacation time, and employee compensation (e.g., overtime) as appropriate:
· Leave policies should be flexible and non-punitive.  

· Policies should allow and encourage ill personnel to stay at home and away from co-workers, or to stay at home to care for ill family members.

· Consider not requiring a doctor’s note for workers who reported ill with influenza and were off work, if this is a current workplace policy.

· In the event of school closures, allow flexible work schedules or other accommodations to allow employees to attend to child care.  
· Review employee assistance programs available to assist with coping and stress during the pandemic.

· Review human resource, leave, and employee assistance policies with personnel and highlight the support available during the pandemic.  

· Assess the feasibility of clerical and administrative personnel telecommuting from home.  Consider the nature of the duties they perform, infrastructure support, etc.  
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Introduction

The day-to-day availability of essential EMS supplies, equipment, and services may also be severely disrupted during a pandemic.  To maintain or restore the supply chain, Local EMS agencies and providers should contact regular vendors to assess their ability to provide resources, contact alternate vendors as backups, and recognize that the time between order and delivery may increase substantially.  
Planning Considerations and Preparedness Actions

· Assess current inventories of essential response supplies 
· Identify essential equipment, supplies and medications that are used day-to-day and will be needed during the pandemic.
· Consider stocking additional essential patient care supplies and personnel protective equipment supplies over normal par levels.
· Maintain an up-to-date contact list of suppliers and vendors
· Identify essential services that must be maintained in order to function (e.g., fuel suppliers) and 
· Continuously monitor and track the use of essential patient care and employee protective equipment and procure/resupply early before supplies are extinguished.
· Establish allocation and use policies for essential equipment and modify practices to preserve equipment and supplies, as feasible.
· Secure essential equipment and supplies and allocate according to plans.
G.  Post-Pandemic Period Actions

Planning Considerations and Preparedness Actions
Pandemics are expected to last for 18 to 24 months with “waves” of activity that may last several months, followed by a period of decreased activity, then another wave.  At the ends of each pandemic wave, all responders, including EMS and healthcare, must return to readiness and prepare for another pandemic wave.  Return to readiness and preparedness activities may include:

· Conduct after action and staff debriefing activities for successes and lessons learned 

· Develop a corrective action plan with timelines for improving operations before the next wave.  
· Modify plans, protocols, and procedures to improve efficiency of operations and employee support.

· Maintain communication with local public health and emergency management to:

· Ensure collaborative planning and communication for the next pandemic wave.
· Provide EMS response and surveillance information during the pandemic.
· Provide ongoing communication and education of employees and families about the next pandemic wave, measures for protection, and what the organization is doing to prepare.  

· Include employees in preparing for the next pandemic wave 

· Monitor the health and well being of employees

· Provide critical incident stress management and coping services.

· Provide appropriate follow up care for those employees who became ill or were provided chemoprophylaxis during the pandemic.  

· Restock supplies, equipment, and pharmaceuticals.  Adjust inventory par levels to accommodate a patient surge during the next wave of the pandemic.

· Communicate with vendors and suppliers about lessons learned and supply challenges and strategize to overcome the challenges experience in the first wave.

· Strengthen contracts and memorandums of agreements with vendors and suppliers to ensure delivery of supplies and services in the next pandemic wave.
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· Occupational Safety and Health Administration, Pandemic Influenza Preparedness and Response Guidance for Healthcare Workers and Healthcare Employers, 2007.  

Website:  http://www.osha.gov/Publications/3328-05-2007-English.html 

· Centers for Disease Control and Prevention, Updated Interim Recommendations for the Use of Antiviral Medications in the Treatment and Prevention of Influenza for the 2009-2010 Season, September 8, 2009.
Website:  http://www.cdc.gov/h1n1flu/recommendations.htm 

· FluSurge:  A tool for estimating the surge in demand for hospital-based services (including beds and ventilators) available from the CDC at www.cdc.gov/flu/tools/flusurge 

· Respiratory Protection Programs from OSHA at:  http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=DIRECTIVES&p_id=2125 
· Continuity of Operations (COOP) planning guidance from FEMA at http://www.fema.gov/government/coop/index.shtm
· California Department of Public Health, Information and Guidance on H1N1 at http://www.cdph.ca.gov/HealthInfo/discond/Pages/H1N1CDPHGuidances.aspx 

· Infection Control Guidance:  Interim Guidance for Infection Control for Care of Patients with Confirmed or Suspected Novel Influenza A (H1N1) Virus Infection in a Healthcare Setting at www.cdc.gov/swineflu/guidelines_infection_control.htm.  
· California Division of Occupational Safety and Health (Cal/OSHA), Guidance for Employers and Employees Regarding Recent H1N1 (Swine Flu) Cases, July 2009 http://www.dir.ca.gov/dosh/SwineFlu/SwineFlu.htm. 
· California Division of Occupational Safety and Health (Cal/OSHA) Aerosol Transmissible Diseases (ATD) Standard. August 5, 2009 at www.dir.ca.gov/oshsb/atd0.html.  
· Center for Disease Control and Prevention, Interim Guidance for Emergency Medical Services (EMS) Systems and 9-1-1 Public Safety Answering Points (PSAPs) for Management of Patients with Confirmed or Suspected Swine-Origin Influenza A (H1N1) Infection, May 2009 at http://www.cdc.gov/h1n1flu/guidance_ems.htm 
· U.S. Department of Transportation, EMS Pandemic Influenza Guidelines for Statewide Adoption, May 2007 at http://www.nhtsa.gov/people/injury/ems/PandemicInfluenzaGuidelines/ 
· U.S. Department of Health and Human Services, Business Pandemic Influenza Planning Checklist, 2006 at www.pandemicflu.gov/plan/workplaceplanning/index.html. 
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The “Sample Pandemic Influenza EMS Dispatch Protocol” is for illustrative purposes only. It is one example of how resources may be reallocated within the system during an influenza pandemic utilizing the Pandemic Severity Index (PSI).  EMS planners should consider other factors, including community mitigation strategies that will impact how resources will be used. These factors may include:

1. Increased Demand for Services 

2. Reduction of EMS/Dispatch Workforce 

3. Healthcare Facility Bed Availability 
	Dispatch Priority Level (should match vendor or call center based dispatch protocol/tiered algorithm) 
	(Standard Operating Mode) Response 
	Pandemic Severity Index

Category 1 
	Pandemic Severity Index

Category 2-3 
	Pandemic Severity Index

Category 4-5 

	Classification 1 Confirmed/Suspected Cardiac Arrest (Not Breathing, Unresponsive per 911 call) 
	Closest AED Unit; Closest 1st Responder; Closest ALS Ambulance (HOT) 
	Closest AED Unit; Closest 1st BLS ) Responder; Closest Ambulance if available (HOT 
	Closest AED Unit (HOT); Closest 1st Responder if available (HOT) 
	Closest AED Unit if available (HOT) 

	Classification 2 Life Threatening Emergency/Potentially Life Threatening/Confirmed Unstable Patient(s) 
	Closest 1st Responder; Closest ALS Ambulance (HOT) 
	Closest 1st Responder; Closest ALS Ambulance if available; BLS ambulance if ALS unit not available (HOT) 
	Closest 1st Responder; Closest Ambulance available (ALS or BLS) (HOT) 
	Closest 1st Responder if available; Closest Ambulance available (ALS or BLS) (HOT) 

	Classification 3 Non-Critical/Currently Stable Patient(s) Requiring ALS Assessment 
	Closest ALS Ambulance (COLD) 
	Closest Ambulance available (ALS or BLS)(COLD) 
	Closest Ambulance Available (ALS or BLS) (COLD) 
	Referral to Alternate call center; or advise self-transport to Alternate Treatment Site 

	Classification 4 BLS Assessment for unknown/possibly dangerous scenes 
	Closest 1st Responder (HOT); Closest BLS Ambulance (COLD) 
	Closest 1st Responder (HOT); Closest BLS Ambulance if available 
	Closest 1st Responder (HOT) 
	Closest 1st Responder if available; or Closest stand-in responder unit 

	Classification 5 BLS Treatment 
	BLS Ambulance (COLD) 
	BLS Ambulance (COLD) 
	Alternate call center (such as Poison Control Center, Nurse advice line, health care call center, etc.) 
	Alternate call center (such as Poison Control Center, Nurse advice line, health care call center, etc.) 

	Classification 6 Non Ambulance Care 
	Alternate call center (such as Poison Control Center, Nurse advice line, health care call center, etc.) 
	Alternate call center (such as Poison Control Center, Nurse advice line, health care call center, etc.) 
	Alternate call center (such as Poison Control Center, Nurse advice line, health care call center, etc.) 
	Alternate call center (such as Poison Control Center, Nurse advice line, health care call center, etc.) 


Glossary:  
Hot – An EMS vehicle involved in an emergency response or transport while using appropriate audible and visual emergency signaling equipment (i.e., lights and siren) in accordance with statutes.
Cold – An EMS vehicle involved in a non-emergency response or transport while not using emergency signaling equipment (i.e., no lights and siren)
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The “Sample Pandemic Influenza EMS Operating Protocol” is for illustrative purposes only. It is one example of how resources may be reallocated within the system during an influenza pandemic utilizing the Pandemic Severity Index. EMS planners should consider other factors, including community mitigation strategies that will impact how resources will be used. These factors may include: 

1. Increased Demand for Services 

2. Reduction of EMS/Dispatch Workforce 

3. Healthcare Facility Bed Availability 

	*See also SAMPLE PANDEMIC INFLUENZA EMS DISPATCH PROTOCOL Sample Protocols 
	Pandemic Severity Index Category 1 
	Pandemic Severity Index Category 2-3 
	Pandemic Severity Index Category 4-5 

	Triage(to occur both at the 9-1-1 center and on scene) 
	Determine whether to implement triage and treatment protocols that differentiate between non-infected and potentially infected patients based on CDC case definition. 
	Triage would focus on identifying and reserving immediate treatment for individuals who have a critical need for treatment and are likely to survive. The goal would be to allocate resources in order to maximize the number of lives saved. 
	Using screening algorithm to ensure only severe get response 

	Treatment 
	Ambulatory patients will be redirected to alternate care sites within or outside of the hospital. 
	Treatment protocols may be modified to enable and encourage patients to receive care at home. Consider provision of antiviral prophylaxis if effective, feasible and quantities sufficient. 
	Certain lifesaving efforts may have to be discontinued. Provision of antiviral prophylaxis if effective, feasible and quantities sufficient. 

	Equipment 
	Prudent use of equipment Implementation of strict PPE/infection control protocols for patients meeting case definition established by CDC during the response phase of a 9-1-1 call. 
	Selective criteria in place for priority use. Some scarce and valuable equipment, such as ventilators, may not be used without staff available who are trained to operate them. 
	Strict criteria in place for equipment use. Some scarce and valuable equipment, such as ventilators, may not be used without staff available who are trained to operate them. 

	Transportation 
	Non-urgent and ambulatory victims may have to walk or self-transport to the nearest facility or hospital. 
	Emergency medical services may transport victims to specific quarantine or isolation locations and other alternate care sites. 
	Only severe cases transported via ambulance 

	Destination 
	Alternate care sites will be used for triage and distribution of vaccines or other prophylactic measures, as well as for quarantine, minimum care, and hospice care. 
	Ambulatory and some non-ambulatory patients may be diverted to alternate care sites (including nonmedical space, such as cafeterias within hospitals, or other non-medical facilities) 
	Emergency department access may be reserved for immediate-need patients. 


� Planning assumptions adapted from the U.S. Department of Transportation, EMS Pandemic Influenza Guidelines for Statewide Adoption, May 3, 2007, Page 3 found at � HYPERLINK "http://www.nhtsa.gov/people/injury/ems/PandemicInfluenzaGuidelines/" ��http://www.nhtsa.gov/people/injury/ems/PandemicInfluenzaGuidelines/�.  


� Centers for Disease Control and Prevention, Interim Guidance for Infection Control for Care of Patients with Confirmed or Suspected Novel Influenza A (H1N1) Virus Infection in a Healthcare Setting, May 13, 2009 found at � HYPERLINK "http://www.cdc.gov/swineflu/guidelines_infection_control.htm" ��www.cdc.gov/swineflu/guidelines_infection_control.htm�.  


� California Division of Occupational Safety and Health (Cal/OSHA), Guidance for Employers and Employees Regarding Recent H1N1 (Swine Flu) Cases, July 2009 found at � HYPERLINK "http://www.dir.ca.gov/dosh/SwineFlu/SwineFlu.htm" ��http://www.dir.ca.gov/dosh/SwineFlu/SwineFlu.htm�. AND CAL/OSHA Aerosol Transmissible Diseases (ATD) Standard. August 5, 2009 found at � HYPERLINK "http://www.dir.ca.gov/oshsb/atd0.html" ��www.dir.ca.gov/oshsb/atd0.html�.  


� Information on respiratory protection programs is available at � HYPERLINK "http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=DIRECTIVES&p_id=2125" ��http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=DIRECTIVES&p_id=2125� 


� One brand (e.g., 3M) of elastomeric respirators can be found at � HYPERLINK "http://solutions.3m.com/wps/portal/3M/en_US/Health/Safety/Products/Catalog/?PC_7_RJH9U5230GE3E02LES9MG812H2_nid=HCLKF8CQL5beF3RH7CD92Ngl" ��http://solutions.3m.com/wps/portal/3M/en_US/Health/Safety/Products/Catalog/?PC_7_RJH9U5230GE3E02LES9MG812H2_nid=HCLKF8CQL5beF3RH7CD92Ngl�.   Note, EMSA does not endorse any brand but provides this link for informational purposes only.


� One brand of PAPRs can be found at � HYPERLINK "http://solutions.3m.com/wps/portal/3M/en_US/Health/Safety/Products/Catalog/?PC_7_RJH9U5230GE3E02LES9MG812H2_nid=HG2MF96QFRbeF3RH7CD92Ngl" ��http://solutions.3m.com/wps/portal/3M/en_US/Health/Safety/Products/Catalog/?PC_7_RJH9U5230GE3E02LES9MG812H2_nid=HG2MF96QFRbeF3RH7CD92Ngl�.  Note, EMSA does not endorse any brand but provides this link for informational purposes only.


� Centers for Disease Control and Prevention, H1N1 Flu (Swine Flu): Information for Specific Groups, August 2009 found at � HYPERLINK "http://www.cdc.gov/h1n1flu/groups.htm" ��http://www.cdc.gov/h1n1flu/groups.htm� 


� California Department of Public Health, Health Alert Update for Providers, Schools, and Businesses, September 3, 2009, found at � HYPERLINK "http://www.cdph.ca.gov/HealthInfo/discond/Pages/H1N1CDPHGuidances.aspx" ��http://www.cdph.ca.gov/HealthInfo/discond/Pages/H1N1CDPHGuidances.aspx� 


� Centers for Disease Control, Interim Guidance for Emergency Medical Services (EMS) Systems and 9-1-1 Public Safety Answering Points (PSAPs) for Management of Patients with Confirmed or Suspected Swine-Origin Influenza A (H1N1) Infection, May 11, 2009, found at � HYPERLINK "http://www.cdc.gov/h1n1flu/guidance_ems.htm" ��www.cdc.gov/h1n1flu/guidance_ems.htm�. 


� California Department of Public Health,  Health Alert Update for Healthcare Providers and Clinicians,  


July 22, 2009, found at � HYPERLINK "http://www.cdph.ca.gov/HealthInfo/discond/Pages/SwineInfluenzaHealthPros.aspx#treatment-hp" ��http://www.cdph.ca.gov/HealthInfo/discond/Pages/SwineInfluenzaHealthPros.aspx#treatment-hp� 


� Center for Disease Control’s Advisory Committee on Immunization Practices, July 29, 2009, found at � HYPERLINK "http://www.cdc.gov/h1n1flu/vaccination/acip.htm" ��http://www.cdc.gov/h1n1flu/vaccination/acip.htm� 








� Centers for Disease Control and Prevention, Interim Guidance for Infection Control for Care of Patients with Confirmed or Suspected Novel Influenza A (H1N1) found at � HYPERLINK "http://www.cdc.gov/h1n1flu/guidelines_infection_control.htm" ��http://www.cdc.gov/h1n1flu/guidelines_infection_control.htm�  


� Centers for Disease Control and Prevention, CDC Recommendations for the Amount of Time Persons with Influenza-Like Illness Should be Away from Others, August 5, 2009 found at � HYPERLINK "http://www.cdc.gov/h1n1flu/guidance/exclusion.htm" ��http://www.cdc.gov/h1n1flu/guidance/exclusion.htm� 


� From U.S. Department of Transportation document, EMS Pandemic Influenza Guidelines for Statewide Adoption, May 3, 2007, Page 9, found at � HYPERLINK "http://www.nhtsa.gov/people/injury/ems/PandemicInfluenzaGuidelines/" ��http://www.nhtsa.gov/people/injury/ems/PandemicInfluenzaGuidelines/� 


� From U.S. Department of Transportation document, EMS Pandemic Influenza Guidelines for Statewide Adoption, May 3, 2007, Page 10, found at � HYPERLINK "http://www.nhtsa.gov/people/injury/ems/PandemicInfluenzaGuidelines/" ��http://www.nhtsa.gov/people/injury/ems/PandemicInfluenzaGuidelines/�
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