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photo identification. If spontaneous volunteers do not bring proof of licensure, they
will not be assigned to roles that require professional licensure. However, they can
be assigned to non-medical roles that do not require licensure if they are willing to
volunteer in this capacity.

3. Radio Communication Protocol

Command staff, clinic supervisors, task force leaders, and unit managers will be
assigned a radio communication device. Other positions might also be assigned a
radio depending upon their job assignments and the current situation. All staff
assigned a FRS two-way radio are instructed to follow proper radio etiquette during
POD operations. All positions could be assigned the same channel or they might be
assigned different channels, again depending upon the event. See Appendix 21 for
Radio Communication Plan (ICS 205) and Radio Communication Protocol.

4. Job Action Sheets

Each POD position title is presented separately in a job description page referred to
as a “Job Action Sheet” (JAS). The JAS includes basic information at the top, such as
to whom the position is assigned, to whom that person reports, position mission, and
position qualifications. Also included on the JAS are the actions each individual
should do upon arrival, their ongoing tasks, and their duties at shift end. Job Action
Sheets will be provided at Check-In and can be used as a training tool. Below is a
table outlining the positions different medical and non-medical personnel and
laypersons could fill at a mass medication dispensing clinic. The actual Job Action
Sheets can be found in Appendix 22.

Clinic Position Can be Filled by the Following

e POD Clinic Supervisor Registered Nurses, Advqnped Prtactice
Nurses (APN), and Physicians with

e Medical Task Force Leader ; . . .
Experience Planning and Operating Clinics

o Logistical Task Force Leader Emergency Management Personnel or Public
Health Staff Responsible for Ordering and
Managing Clinic Inventory or other

Inventory
e Administrative Task Force Leader Administrative Professional with Very Good
Organizational SKills
e Triage Technician (individuals must Registered Nurses, Advanced P_ractice
have sound and quick assessment Nurses (APN), Emergency Medical
and decision making skills) Technicians (EMT), Paramedics, Physician
Medical Task Force Leader Assistants, Physicians

Medication Screening Technician
Simple Medication Dispenser
Complex Medication Dispenser
First Aid Technician

Any non-medical role if needed
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e Assist at Triage (individuals must Licensed Practical Nurses (LPN), Nursing
have sound and quick assessment Assistants

and decision making skills)
e Simple Medication Dispenser
Assist at First Aid Station
Any non-medical role if needed

Medication Screening Technician Pharmacist
Simple Medication Dispenser
Complex Medication Dispenser
First Aid Technician

Any non-medical role if needed

Simple Medication Dispenser Pharmacy Technician
Health Information Technician

Form Check Technician

Station Guide

Inventory Support

Any other non-medical role if heeded

Support Services Technician Mental Health Professionals

Simple Medication Dispenser
Health Information Technician
Any non-medical role if needed

e Triage Technician (individuals must Dentists
have sound and quick assessment
and decision making skills)
Medication Screening Technician
Simple Medication Dispenser
Complex Medication Dispenser
First Aid Technician

Any non-medical role if needed

Medication Screening Technician Dental Hygienists
Simple Medication Dispenser
Possibly Triage if needed

Possibly First Aid Station if needed
Any non-medical role if needed

Simple Medication Dispenser Dental Assistants
Health Information Technician
Form Check Technician
Station Guide

Inventory Support

Any other non-medical role

e Triage Technician (individuals must Veterinarians
have sound and quick assessment
and decision making skills)
Medication Screening Technician
Simple Medication Dispenser
Complex Medication Dispenser
First Aid Technician

Any non-medical role if needed

Simple Medication Dispenser Veterinarian Technicians
Health Information Technician
Form Check Technician
Station Guide

Inventory Support
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Any other non-medical role

Staging Technician (individuals must
have sound and quick assessment
and decision making skills)

Health Information Technician

Form Check Technician

Station Guide

Inventory Support

Simple Medication Dispenser with
training and supervision if needed

Any other non-medical role if needed

Non-medical professional, administrative
personnel, health educators
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Chapter 12 Training

In order for workers and volunteers to be effective in a mass clinic atmosphere, they must
understand what is expected of them and be provided with the tools to function in their
assigned role(s). Staff should be assigned to clinic workstations based not only on their
professional abilities and credentials but also on the needs of the clinic. Individuals might
be qualified to fill multiple stations; however they must understand that it is important that
they function in the capacities that are needed. To optimize clinic throughput, workers and
volunteers should operate within the roles that they have been assigned.

Training should be consistent and provide staff with an overview of their roles and
responsibilities. Briefings are quick updates for workers that take place after training has
occurred and are not a substitute for training. Trainings and/or briefings for all individuals
involved with the Pre-POD and POD are critical and should be coordinated by those
individuals who are designated supervisors, leaders, and unit managers. Supervisors should
train/brief Task Force Leaders, Task Force Leaders should train/brief Unit Managers, and
Unit Managers should train/brief the remainder of the staff.

Even if workers have attended a pre-event training, a training session on the day of the
clinic is necessary. Training may take place an hour before the clinic opens but should be
considered a mandatory component for all staff. This training, also known as “Just-in-Time
Training,” should at minimum consist of a walk-through of the clinic, an orientation to the
different workstations, an overview of clinic operations and introductions to the various Task
Force Leaders and Unit Managers. It is essential to the smooth flow of the clinic that ALL
workers understand what actions occur at each clinic workstation. In Appendix 22, Job
Action Sheets define and describe tasks for workers at each workstation. These Job Action
Sheets should be included at each training session and provided to every worker and
volunteer at the clinic. It is also strongly recommended that each workstation have a
laminated copy of the Job Action Sheet, which should be posted at the workstation for quick
reference.

Task Force Leaders are briefed regularly by the Clinic Supervisor and are responsible for
providing Unit Managers and/or Unit Members assigned to their area(s) with training
updates that are specific to their duties and responsibilities. The Task Force Leaders or Unit
Managers are responsible for explaining duties and responsibilities, which are specific to the
workstation, as well as discussing correct use of PPE, when appropriate.

A packet of information that has been developed in advance is a quick and easy way to
familiarize all staff with their roles in the mass prophylaxis clinic. All individuals responsible
for providing training and/or briefing must become familiar with the information that is
being distributed at the POD and the roles and responsibilities of all workstations within the
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clinic. The Antibiotic Dispensing Form or Vaccine Registration Form that will be used should
be provided to all staff before the clinic opens. Workers must recognize that these forms
will become the official medical record and must be collected. The training should explain
the form, specifically where/how individuals may access the form before/during the clinic,
the concept of self-screening, the eligibility criteria, the referral procedure, who collects the
forms from clinic participants, and what to do and who to contact if questions arise.
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Attachment D
Public Health Operations Center Staffing

1. Upon activation of the Orange County Public Health Operations Center (PHOC), the Health Director will
assume the primary staffing role.

2. The first relief will be the Director of Personal Health Services.

3. The second relief will be the Director of Environmental Health Services.

4. The third relief will be the Director of Health Promotion and Education Services.

5. In the event that the Health Director has appointed an Acting Health Director, the succession line will

proceed as follows:

o If the Personal Health Services Director is acting, then that person assumes primary PHOC responsibility with
the first relief being the Director of Environmental Health Services; the second being the Director of Health
Promotion and Education Services; and the third being the Public Health Preparedness Coordinator.

o If the Environmental Health Services Director is acting, then that person assumes primary PHOC
responsibility with the first relief being the Director of Personal Health Services; the second being the
Director of Health Promotion and Education Services; and the third being the Public Health Preparedness
Coordinator.

e Inthe event that the PHOC remains active and the County EOC becomes operational, the PHOC will be
directed by the Community Health Services Nursing Supervisor in Personal Health Services with the
Environmental Health Supervisor acting in a back-up capacity.

Orange County Health Department PHOC Staffing Sequence

1 ? 3
Rosemary Summers Wayne Sherman Tom Konsler
Health Director Personal Health Services Environmental Health
Director

Services Director

245-2411 or 2412 (Office)

245-2402 (office)

245-2370 (office

4 5 6
Carla Julian Andy Adams Judy Butler
Quality Improvement/ Environmental Health Community Health
Risk Manager Supervisor Nursing Supervisor

245-2434 (office) 245-2371 (Work)

245-2425 (office)




111/ SEVERE AcUTE RESPIRATORY SYNDROME
P

Public Health Guidance for Community-Level Preparedness and Response to Severe Acute Respiratory Syndrome (SARS) Version 2

Supplement B: SARS Surveillance
I1V. Plan for Surveillance of Cases of SARS-CoV Disease

A. Surveillance in the Absence of Person-to-Person Transmission of SARS-CoV in the
World

Objective: Establish surveillance aimed at early detection of cases and clusters of severe
unexplained respiratory infections (i.e., pneumonia) that might signal the re-emergence of SARS-
CoV.

Continued vigilance is critical to ensure the rapid recognition and appropriate management of SARS
patients if person-to-person SARS-CoV transmission recurs. In the absence of known areas with
SARS-CoV transmission, the likelihood that a patient with fever or respiratory symptoms has SARS-
CoV disease will be exceedingly low unless the patient has both typical clinical findings and some
accompanying epidemiologic evidence that raises the suspicion of exposure to SARS-CoV. Therefore,
U.S. surveillance efforts should focus on specific clinical syndromes (i.e., cases of pneumonia
requiring hospitalization) in groups likely to be first affected by the re-emergence of SARS-CoV (e.g.,
travelers to areas previously affected with SARS-CoV; healthcare workers).

The 2003 SARS-CoV outbreak likely originated in mainland China, and neighboring areas such as
Taiwan and Hong Kong are thought to be at higher risk due to the large volume of travelers from
mainland China. Although less likely, SARS-CoV may also reappear from other previously affected
areas. Therefore, clinicians should obtain a complete travel history. If clinicians have concerns about
the possibility of SARS-CoV disease in a patient with a history of travel to other previously affected
areas (e.g., while traveling abroad, had close contact with another person with pneumonia of
unknown etiology or spent time in a hospital in which patients with acute respiratory disease were
treated), they should contact the health department.

In the absence of SARS-CoV transmission in the world, the screening of persons requiring
hospitalization for radiographically confirmed pneumonia for risk factors suggesting SARS-CoV
exposure should be limited to adults, unless there are special circumstances that make the clinician
and public health personnel consider a child to be of potentially high risk for having SARS-CoV
disease. During the 2003 global outbreaks, infants and children accounted for only a small
percentage of SARS cases and had a much milder disease and better outcome than adults. Although
information on SARS-CoV disease in pediatric patients is limited, the role of children in transmission is
likely much less significant than the role of adults.

Activities: Healthcare providers

* Consider SARS-CoV disease in patients who require hospitalization for radiographically confirmed
pneumonia (or acute respiratory distress syndrome) of unknown etiology and who have one of the
following risk factors in the 10 days before iliness onset:
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Plan for Surveillance of Cases of SARS-CoV Disease
(continued from previous page)

o Travel to mainland China, Hong Kong or Taiwan, or close contact* with an ill person with a
history of recent travel to one of these areas, or
o0 Employment in an occupation associated with a risk for SARS-CoV exposure (e.g.,
healthcare worker with direct patient contact; worker in a laboratory that contains live
SARS-CoV ?), or
o Part of a cluster of cases of atypical pneumonia without an alternative diagnosis
* Use SARS-CoV testing judiciously and in consultation with local or state public health officials,
given that: 1) the positive predictive value of a positive laboratory test in the absence of SARS-CoV
transmission is extremely low, and 2) false-positive tests may generate tremendous anxiety and
concern and expend valuable public health resources.
* Be alert for clusters of unexplained pneumonia among two or more healthcare workers who work in
the same facility.
* Report to the state or local health department:
o All persons requiring hospitalization for radiographically confirmed pneumonia who report at
least one of the three risk factors listed above
0 Any clusters of unexplained pneumonia requiring hospitalization, especially among
healthcare workers
0 Any positive SARS-CoV test result (requires immediate notification of the health department
by telephone).

Activities: State and local health departments

+ Disseminate surveillance guidelines regarding timely recognition, evaluation, and reporting of
possible SARS-CoV cases to healthcare providers, particularly triage, emergency department, and
hospital-based providers.

+ Establish a surveillance system to receive reports of:

o0 Persons who require hospitalization for radiographically confirmed pneumonia and who are
found to be at greater risk for SARS-CoV disease based on the provider-based screening
described above,

0 Clusters of persons with unexplained pneumonia, and

0 Positive SARS-CoV test results.

+ Review and obtain information needed to assess reported pneumonia cases and clusters for the
likelihood of SARS-CoV disease. Considerations that increase the likelihood of SARS-CoV disease

include:
o0 lliness onset dates grouped within a 10-day period
o |l travelers who had contact with healthcare settings or persons hospitalized for

unexplained respiratory infection while abroad and within 10 days of illness onset
o0 Clusters of pneumonia among any group of persons for whom alternative diagnoses have
been reliably excluded or clusters in which one case is linked to travel to a previously
affected area or to an ill healthcare worker
+ Review reports of persons who are hospitalized for pneumonia and are at increased risk for SARS-
CoV disease to ensure that:

1 Close contact: A person who has cared for or lived with a person with SARS-CoV disease or had a high likelihood of
direct contact with respiratory secretions and/or body fluids of a person with SARS-CoV disease. Examples of close
contact include kissing or hugging, sharing eating or drinking utensils, talking within 3 feet, and direct touching.
Close contact does not include activities such as walking by a person or briefly sitting across a waiting room or office.

2 persons who work in laboratories that contain live SARS-CoV should report any febrile and/or respiratory illnesses to
the supervisor. They should be evaluated for possible exposures, and their clinical features and course of illness
should be closely monitored. If laboratory workers with fever and/or respiratory illness are found to have an exposure
to SARS-CoV, they should be managed according to the recommendations in Supplement F, Appendix F6.
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Plan for Surveillance of Cases of SARS-CoV Disease
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0 Adequate testing is done to rule out other infectious causes of pneumonia
0 SARS-CoV testing is ordered only when appropriate (see Clinical Guidance on the
Identification and Evaluation of Possible SARS-CoV Disease among Persons Presenting with
Community-Acquired lllness, www.cdc.gov/ncidod/sars/clinicalguidance.htm).
Consult CDC as needed about cases or clusters of special concern.
Report to CDC any positive SARS-CoV test results.
Inform CDC of other cases or clusters of pneumonia that are of particular concern by calling 770-
488-7100.

Activities: CDC

* Provide guidance to health departments, hospitals, and healthcare providers on SARS surveillance.

* Assist state and local health departments in the development of an electronic reporting system and
related forms to facilitate uniform reporting.

* Assist states, as requested, in investigations of cases and clusters of persons with possible SARS-
CoV disease.

* Collect and review reports of pneumonia requiring hospitalization in travelers and clusters of
healthcare workers associated with a high index of suspicion for SARS-CoV disease, as specified in
the preceding section.

B. Surveillance in the Presence of Person-to-PersonTransmission of SARS-CoV in the
World

Objective: Establish surveillance to promptly identify and report all new U.S. cases of SARS-CoV
disease to facilitate outbreak management and control.

If person-to-person SARS-CoV transmission is documented in the United States or abroad, the
likelihood that a person with fever or lower respiratory symptoms might be infected with SARS-CoV
will increase but will remain low unless the person has a history of recent exposure to a known case of
SARS-CoV disease or to a setting in which SARS-CoV transmission is occurring. Surveillance efforts
should be modified to incorporate available risk factor information, particularly regarding geographic
transmission patterns. The scope of surveillance activities in specific communities may differ
substantially depending on the extent of disease in both the community and local healthcare facilities
or institutions. Ongoing analysis of surveillance data and other information will be critical to inform
decisions about the need to implement or discontinue various elements of enhanced surveillance.

Surveillance activities should also be enhanced or accelerated as needed by a particular community or
institution. Basic surveillance activities should be initiated in areas with no or little SARS-CoV
transmission and continued in areas with increased transmission. Enhanced surveillance activities
should be considered if a community or facility experiences a significant increase in number of cases, if
epidemiologic links between cases cannot be readily established, or if changing transmission patterns
are identified. Enhanced surveillance activities should focus both on increasing the sensitivity of case
detection through use of less specific clinical criteria when screening cases (see note below) and on
evaluation of suspicious illnesses regardless of identification of an epidemiologic link.

NOTE: For persons with a high risk of exposure to SARS-CoV (e.g., persons previously identified
through contact tracing or self-identified as close contacts of a laboratory-confirmed case of SARS-CoV
disease; persons who are epidemiologically linked to a laboratory-confirmed case of SARS-CoV
disease), respiratory symptoms used to screen patients should be expanded to include upper
respiratory symptoms such as sore throat and rhinorrhea, in addition to any other early non-
respiratory symptoms of SARS-CoV disease such as chills, rigors, myalgia, headache, or diarrhea. The
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Plan for Surveillance of Cases of SARS-CoV Disease
(continued from previous page)

more common early symptoms include chills, rigors, myalgia, and headache; in some patients, myalgia
and headache may precede the onset of fever by 12-24 hours. However, diarrhea, sore throat, and
rhinorrhea may also be early symptoms of SARS-CoV disease.

Activities: Healthcare providers
Community-based surveillance

Basic Activities
* Continue case detection and reporting as detailed above (absence of SARS-CoV transmission in the
world) to identify potential SARS cases with no known epidemiologic links.
* Consider screening all patients presenting to outpatient clinics with a fever or lower respiratory
symptoms for SARS risk factors. SARS risk factors include:
o0 Travel within 10 days of iliness onset to a foreign or domestic location with documented or
suspected transmission of SARS-CoV (see www.cdc.gov/ncidod/sars/travel.htm), or
0 Close contact within 10 days of illness onset with a person with known or possible SARS-CoV
disease.
¢ If a patient with a fever or evidence of respiratory illness has a SARS risk factor, notify the local
health department, and evaluate and isolate the patient according to the algorithm in Clinical
Guidance on the Identification and Evaluation of Possible SARS-CoV Disease among Persons
Presenting with Community-Acquired lliness (www.cdc.gov/ncidod/sars/clinicalguidance.htm).

Enhanced Activities

* If epidemiologic links between some local SARS cases cannot be readily established (i.e., the
source of infection is unclear), consider SARS-CoV disease in the differential diagnosis and
management of all patients with fever or lower respiratory symptoms, regardless of whether the
patient has SARS risk factors (see Supplement C and Supplement | for guidance on triage and
infection control).

Hospital-based surveillance

This section includes recommendations for SARS surveillance in healthcare facilities. For detailed
recommendations on screening and triage, access controls, and infection control measures in
healthcare settings, see Supplement C and Supplement I.

Healthcare facility with no cases of SARS

Basic Activities

+ Continue to implement case detection and reporting efforts as detailed above (absence of SARS-
COV transmission in the world) to identify potential SARS patients for whom an epidemiologic link
is unknown.

+ Screen all patients presenting to emergency rooms or hospital clinics with a fever or respiratory
symptoms for SARS risk factors.

+ Infection control personnel, occupational health officials, and providers should be alert for clusters
of pneumonia requiring hospitalization among healthcare workers. Any clusters with illness with
onset within the same 10-day period should be reported to local or state health officials.

+ Report any potential SARS cases to the state or local health department according to their
instructions.

January 8, 2004 Page 4 of 6


http://www.cdc.gov/ncidod/sars/travel.htm
http://www.cdc.gov/ncidod/sars/clinicalguidance.htm

Public Health Guidance for Community-Level Preparedness and Response to Severe Acute Respiratory Syndrome (SARS)

Plan for Surveillance of Cases of SARS-CoV Disease
(continued from previous page)

Enhanced Activities

*

If SARS-CoV transmission is occurring in the surrounding community, screen all visitors upon entry
to the facility for fever or lower respiratory symptoms. Screen symptomatic persons for SARS risk
factors. Patients with risk factors should be isolated and evaluated according to the algorithm in
Clinical Guidance on the Identification and Evaluation of Possible SARS-CoV Disease among Persons
Presenting with Community-Acquired lliness (www.cdc.gov/ncidod/sars/clinicalguidance.htm).

Healthcare facility with a few SARS cases, but no evidence of nosocomial transmission

Basic Activities

*

Continue all recommended surveillance plans outlined in the previous section.

Implement daily monitoring of all healthcare workers caring for SARS patients. If a healthcare
worker caring for SARS patients develops fever or lower respiratory symptoms or two or more
early symptoms of SARS-CoV disease (chills, rigors, myalgia, headache, diarrhea, sore throat,
rhinorrhea), notify the local health department, begin SARS isolation precautions, and initiate a
clinical evaluation as outlined in the algorithm in Clinical Guidance on the Identification and
Evaluation of Possible SARS-CoV Disease among Persons Presenting with Community-Acquired
lliness (www.cdc.gov/ncidod/sars/clinicalguidance.htm). The more common early symptoms of
SARS-CoV disease include chills, rigors, myalgia, and headache; in some patients, myalgia and
headache may precede the onset of fever by 12-24 hours. However, diarrhea, sore throat, and
rhinorrhea may also be early symptoms of SARS-CoV disease.

Enhanced Activities

*

Screen all patients, visitors, and employees upon entry to the facility for fever or lower respiratory
symptoms. Screen symptomatic persons for SARS risk factors. Patients with risk factors should be
isolated and evaluated for both alternative respiratory ilinesses and SARS-CoV disease
(www.cdc.gov/ncidod/sars/clinicalguidance.htm).

Healthcare facility with a larger number of SARS cases OR nosocomial transmission with all cases
linked to a clearly identified source

Activities

.
*

Continue all recommended surveillance plans outlined in the previous section.

Monitor all healthcare workers daily for fever or lower respiratory symptoms. If a healthcare
worker has fever or lower respiratory symptoms, begin SARS isolation precautions (Supplement 1),
obtain a chest x-ray, and initiate a preliminary clinical evaluation
(www.cdc.gov/ncidod/sars/clinicalguidance.htm). Continue to screen all healthcare workers caring
for SARS patients using the expanded clinical criteria. In addition to fever or lower respiratory
symptoms, screen for the presence of any of the following: chills, rigors, myalgia, headache,
diarrhea, sore throat, rhinorrhea.

Begin inpatient surveillance. Monitor patients daily for new or worsening respiratory symptoms. If
found, investigate the patient for exposure to known or suspected SARS patients. If there is
evidence of exposure, isolate the patient and test for alternative respiratory illnesses and SARS-
CoV disease (www.cdc.gov/ncidod/sars/clinicalguidance.htm).
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Healthcare facility with cases attributed to nosocomial transmission with no clearly identified source
Activities

Continue all recommended surveillance plans outlined in the previous section.
Expand inpatient surveillance. Test any patient with new or worsening fever or respiratory
symptoms for SARS-CoV regardless of whether the patient has an epidemiologic link to a SARS
case (www.cdc.gov/ncidod/sars/clinicalguidance.htm).

+ Consider surveillance for illness and absenteeism among healthcare workers.

Activities: State and local health departments

* Continue activities outlined above, as appropriate.

* ldentify, evaluate, and monitor exposed contacts of SARS cases to identify previously unrecognized
or secondary cases, as outlined below.

* Disseminate modified surveillance and patient screening guidelines to providers through the
state/local Health Alert Network.

* Facilitate reporting from hospitals. If necessary, consider placing surveillance staff in hospitals with
multiple SARS admissions.

* Review reports daily of persons reported from hospitals/providers to: 1) evaluate the level of risk
for SARS, 2) ensure adequate testing to rule out SARS-CoV, 3) identify new clusters that might
require special attention, 4) identify contacts and ensure that they are evaluated and monitored
(as outlined below), and 5) monitor trends.

* Once person-to-person SARS-CoV transmission is documented anywhere in the world, report to
CDC any person who meets the case definition for a probable case of SARS-CoV disease or a
confirmed case of SARS-CoV disease, as defined by CSTE (see Appendix B1).

* Immediately report to CDC any positive SARS-CoV test results.

* Following discussions between CDC and CSTE, CDC may also require reporting of other potential
SARS-CoV cases (e.g., SARS reports under investigation [SARS RUIs]) as needed to meet national
surveillance objectives. Updated national reporting requirements will be circulated to state and
local health departments and posted on CDC’s SARS website (www.cdc.gov/sars) as indicated.

Activities: CDC

¢ Continue activities outlined above, as appropriate.
* Ensure that all states have systems to identify and monitor potential SARS cases and contacts.
* Ensure that states and hospitals have adequate guidance to implement effective surveillance and
containment measures.
* As SARS activity evolves, work with CSTE to determine what surveillance information and related
reporting mechanisms are needed to meet national surveillance objectives.
* Monitor the level of activity of SARS-CoV disease nationwide to:
0 Monitor the effectiveness of U.S. efforts to diagnose and contain SARS-CoV
o Provide timely feedback to states in the form of data and other information
o0 Mobilize additional resources, and arrange surge capacity as needed
0 Report activity to WHO to assist with global surveillance and control
* Oversee surveillance at ports of entry to aid in the identification of possible imported SARS-related
ilinesses, as outlined in Supplement E.
* Facilitate coordinated surveillance and related activities in settings that may not be under
state/local jurisdiction (e.g., military bases).
* Provide guidance regarding possible laboratory-acquired SARS-CoV infections, as outlined in
Supplement F.

For more information, visit www.cdc.gov/ncidod/sars or call the CDC public response hotline
at (888) 246-2675 (English), (888) 246-2857 (Espafiol), or (866) 874-2646 (TTY)

January 8, 2004 Page 6 of 6


http://www.cdc.gov/ncidod/sars/clinicalguidance.htm
http://www.cdc.gov/sars
http://www.cdc.gov/ncidod/sars/

Attachment F
Health Department External SARS Posting

ATTENTION!

Anyone who has traveled to a SARS-
Infected area* or who has had contact with
a SARS suspect AND has a fever (greater
than 100.4°F) or respiratory symptoms,
needs to make contact BY PHONE prior to
entering this building.

Chapel Hill: 968-2022
Hillsborough: 245-2400

Orange County Health Department

*SARS infected areas:




Attachment F
Health Department External SARS Posting

PARADA iATENC|ON! PARADA

A todos gquien ha viajado a un lugar
Infectado* con SARS o0 ha tenido contacto
con una persona sospechada de SARS Y
tiene calentura (mas del100.4°F) o sintomas
respiratorias, necesita llamarnos POR
TELEFONO antes de entrar este edificio.

Chapel Hill: 968-2022
Hillsborough: 245-2400

El Departamento de Salud del Condado de Orange

*Lugares infectadas con SARS:
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North Carolina State Laboratory of Public Health
Pandemic Influenza Preparedness and Response Plan

The goal of this plan is to be prepared and to ensure a coordinated, timely response to
requests for influenza laboratory testing.

Test Methods

The North Carolina State Laboratory of Public Health (NCSLPH) routinely performs
viral culture for propagation and detection of influenza virus. All initial clinical
specimens are inoculated into cell culture. The cell culture is observed via light
microscopy for cell death or cytopathic effect (CPE) which indicates viral replication. If
CPE is observed or specimen has a positive hemadsorption (HAd) test, slides are
prepared for subsequent manipulation and fluorescent viewing upon challenge with
influenza A and influenza B group reagents.

Influenza As are sub-typed with fluorescent antibody-hemagglutinin (FA-H) antigen FA-
H1 and FA-H3 reagents. However, if only the influenza A group reagent is reactive, (the
subsequent testing for FA-H1 and FA-H3 is negative), NCSLPH will assume the
possibility of another hemagglutinin antigen being present and remove the specimen to
the BSL-3 laboratory for reverse transcriptase polymerase chain reaction (RT-PCR) or
real-time RT-PCR analysis. NCSLPH has molecular reagents for influenza types A and
B, and subtypes H1, H3, H5 and H7.

In addition, if there is strong reason to suspect a novel influenza infection [an epi link to a
known avian influenza (Al) case or exposure to poultry potentially infected with Al] the
specimen will be directly taken into the BSL-3 and analyzed by molecular means (RT-
PCR or real-time RT-PCR). The latter scenario is dependent on close communication
between the General Communicable Disease Control (GCDC) Branch Epidemiology
staff, the submitter, and the NCSLPH.

Commercial rapid antigen testing is less sensitive for detecting most influenza viruses
and should not be relied upon for diagnosis of novel or avian influenza viral infection.

Specimen Collection for Influenza

Each specimen container should be labeled with either a unique ID # or the patient’s
first and last name, and the collection date. Ship all specimen types with cold packs to
keep specimen at 4°C.

The preferred choices of specimen are throat washing or swab and nasopharyngeal
washing or swab. For some novel or avian influenza viral infections (e.g. avian influenza
A/ H5N1), there may be a higher frequency of virus detection in throat samples compared
to nasal samples; please consult with the GCDC branch (telephone 919-733-3419) to
determine which type of specimen should be obtained.
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Use only Dacron or rayon swabs with plastic or metal shafts. Do not use calcium
alginate tipped OR wooden shafted swabs, as they may contain substances that inactivate
some viruses and/or inhibit amplification.

Nasopharyngeal Swab — Carefully swab the posterior nasopharyngeal area via the
external nares with a dry sterile tipped swab. Break off the swab tip into a vial
containing 2 ml of viral transport medium. Screw the cap on tightly.

Nasal Washing — Approximately 3-7 mLs of sterile PBS is aspirated into a rubber
bulb. The patient should be placed on their side in a supine position. Gently press
one nostril closed with finger pressure. Use the point of the bulb to completely
occlude the other side. The PBS is then squeezed into the nose and quickly aspirated.
Secretions are then placed into a sterile vial. Screw the cap on tightly.

Nasal Swab - Insert dry swab into nasal passage and allow it to absorb secretions.
Place swabs in viral transport medium and break off at the neck of vial. Screw the
cap on tightly.

Throat Swab — Vigorously rub the posterior wall of the pharynx with a dry, sterile,
swab. The swab should not touch the tongue or buccal mucosa. Break off the swab
tip into a vial of viral transport medium. Screw the cap on tightly.

Throat Washings — Patient should gargle with 3-5 mLs of sterile PBS (0.15 M
sodium chloride and 0.01 M sodium phosphate, pH 7.0-7.6). The PBS is collected
into a vial containing 2 ml of viral transport medium. Screw the cap on tightly.

Required Submission Forms

All influenza specimens will be logged in using Virology/Serology accession numbers.
Links to the forms are shown below. The patient’s health care provider must complete
the submission (requisition) forms.

The submission form can be found at http://slph.state.nc.us/Forms/DHHS-3431.pdf
and also in Appendix H-2.

Please fill out all forms as completely as possible with the following information or
the specimen may be considered UNSATISFACTORY for testing:

Symptom onset date

Date of collection

Return address

Epidemiologic risk factors including epi links and travel history

Finally, be sure to specify on form DHHS-3431 that influenza testing is requested. It
may need to be handwritten in “Other” category.
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Shipping Instructions

Any suspect influenza specimen should be shipped as a DIAGNOSTIC SPECIMEN.
The shipper (hospital or clinic) — not the transport company — is responsible for the
shipment until the package reaches the consignee (NCSLPH). Specimens can be shipped
via FedEXx, United States Postal Service (USPS), or the State Courier system. Ship by the
fastest means possible. Transit time of less than 24 hours will optimize virus detection.

FedEx Shipping

For more complete instructions for FedEXx shipping, please see the following website:
http://www.fedex.com/us/services/packaging/diagnosticbrochure.pdf

Primary Packaging

The primary receptacle(s) must be water-tight. Multiple primary receptacles must be
wrapped individually to prevent breakage. When determining the volume of diagnostic
specimens being shipped, include the viral transport media. Primary receptacle(s) must
not contain more than 500 mL or 500 g. The diagnostic specimen consists of the primary
receptacle and its contents.

Secondary Packaging

e Use enough absorbent material to absorb the entire contents of all primary
receptacles in case of leakage or damage. Secondary packaging must meet the
IATA packaging requirements for diagnostic specimens including 1.2 meter (3.9
feet) drop test procedure. Since infectious substance packaging surpasses the
requirements for diagnostic specimen packaging, the IATA Packing Instruction
602 can be used as well. Infectious substance packaging will have the required
specification markings on packaging:

("UN" will be in a circle): @

e.g. 4G/CLASS 6.2/99/GB/2450

e Secondary packaging must be watertight. Follow the packaging manufacturer or
other authorized party's packing instructions included with the secondary
packaging. Secondary packaging must be at least 100 mm (4 inches) in the
smallest overall external dimension. Must be large enough for shipping
documents, e.g. air waybill.
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Outer Packaging

The outer packaging must not contain more than 4 L or 4 kg. Cold packs must be placed
outside the secondary packaging.

Cold Packs: The cold packs must be leak-proof.
Each package and the air waybill must be marked with the following exact
wording:

UN 3373 DIAGNOSTIC
SPECIMEN

PACKED IN COMPLIANCE
WITH

IATA PACKING INSTRUCTION
650

An itemized list of contents must be enclosed between the secondary packaging
and the outer packaging. Place in a sealed plastic bag to protect from moisture. A
Shipper's Declaration for Dangerous Goods is NOT required for Diagnostic
Specimens.

USPS or State Courier Shipping

If using the USPS or State Courier system, the viral culture kits from the NCSLPH may
be used.

Ship specimen(s) to the State Laboratory the same day collected. Although this
kit was designed for up to four specimens, the cost of the transport media is
negligible and unused media can simply be discarded.

DO NOT DELAY SHIPMENT OF SPECIMENS UNTIL ALL FOUR VIALS
OF TRANSPORT MEDIA ARE USED.

Wrap the properly labeled inoculated transport medium (primary container) in an
absorbent material, i.e. paper towel, and place into a leak proof secondary
container (50 ml conical tubes).

The empty plastic shipping tubes used to transport excess media should be used to
maintain a tight pack for the specimens being submitted.

Place two frozen ice packs to the shipping container.
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e Place secondary container(s) containing specimen(s) or empty tubes for a total of
4 tubes between the ice packs.

e Place completed forms in plastic bag and slide into space at narrow end of ice
pack.

e Replace styrofoam lid on the box, seal cardboard box, and attach return pre-
addressed shipping label over existing label.

Shipping Address: NC State Laboratory of Public Health
306 N. Wilmington Street
Raleigh, NC 27601

NCSLPH Standard Operating Procedures

Notification

There is no need to notify NCLSPH personnel when submitting routine influenza
specimens. However, when specimens from suspected novel or avian influenza cases
arrive at NCLSPH, the following internal staff will be notified by phone, email, or
verbally: Laboratory Director, Assistant Laboratory Director, Virology/Serology
Supervisor, and Public Health Scientist.

Laboratory Handling

If the specimen is from a suspected case of novel or avian influenza, the specimen will
not be inoculated into cell culture. The primary specimen will be taken directly to the
BSL-3 for nucleic acid isolation and subsequent real time RT-PCR typing and sub-

typing.

For routine influenza submissions, specimens will be inoculated into cell culture. Cell
culture will be observed by light microscopy for the presence of CPE which indicates
viral replication. If CPE is present or the specimen has a positive HAd test, slides will be
prepared for subsequent manipulation and fluorescent viewing with influenza A or B
group reagents. Influenza As will subsequently be sub-typed with FA-H1 and FA-H3
group reagents. However, if only the influenza A group reagent is reactive, (the
subsequent testing for FA-H1 and FA-H3 is negative), NCSLPH will assume the
possibility of another hemagglutinin antigen being present and remove the specimen to
the BSL-3 laboratory RT-PCR or real-time RT-PCR analysis.
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Reporting results

For novel and avian influenza specimens

For RT-PCR results, allow 2-3 working days for sample preparation, RT-PCR testing,

and reporting results.
1). If the RT-PCR is negative for the presence of novel or avian influenza viral
RNA (novel or avian influenza viral RNA not detected by RT-PCR), the
specimen is assumed negative for novel or avian influenza and testing for other
respiratory pathogens may be indicated.

2). If the RT-PCR is positive for the presence of novel or avian influenza viral
RNA (novel or avian influenza viral RNA detected by RT-PCR), the specimen is
assumed positive and the primary specimen will be forwarded to CDC for further
analysis.

In either situation, the GCDC Branch Epidemiology staff and the submitter will
be notified with a call and a formal report will be sent via the mail.

For routine influenza specimens

For culture and typing results, allow 5-7 working days for inoculation, viral propagation,

fluorescent staining, and reporting results.
1). If no CPE is observed by day 7, HAd is performed. If HAd is negative, the
specimen will be signed out as: “Negative-no virus isolated.” A computer-
generated report will be issued to the submitter via the mail.

2). If CPE is observed or the specimen is HAd positive, slides will be made and
the specimen will be signed out as: “Positive- isolate identified as 7
The submitter will be called and a computer-generated report will be sent out via
the mail.
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[1] 1. Last Name First Name Ml VI RO LOGY
2. Patient Number
(Social Security Number) — H North Carolina
3. Address 4. Date of Birth Department of Health and Human Services
........................................................... ‘ ‘ ‘ ‘ ‘ State Laboratory of Public Health
Zip Lou F. Turner, Dr. P.H., Director
Month Day Year -
Code Virology/Serology Laboratory
5. Race: 1 White U Black d Am. Ind. Q Asian/Pacific Islander Q Other 306 North Wilmington Street « P.O. Box 28047
6. Sex: 0 Male O Female | 7. Co. of Residence Raleigh, NC 27611-8047
8 Medicaid Client> O Yes Phone: (919) 733-7544 « Fax: (919) 715-7700
If yes, enter # O No -
9. Family Planning or EPSDT patient? If yes, check the box please: a
[2] FEDERAL [3] SPECIMEN SOURCE | [4] DATE COLLECTED | STATE LAB NUMBER
TAX NO.
SEND REPORT TO: @
(b)
()
Zip Code:
PHYSICIAN AND/OR CLINIC: Prenatal (Due Date: ) ONSET DATE
(5] ——STb (6]
OTHER
Weekday phone #: After hours phone #: Fax Phone #:
INFECTIOUS AGENT(S) SUSPECTED OR TEST(S) REQUIRED DATE SPECIMEN(S) SUBMITTED
[7] Q Herpes simplex virus O Other [8]
[9] PATIENT SIGNS AND SYMPTOMS
GENITAL RASH RESPIRATORY CNS CARDIOVASCULAR GENERAL
U Vesicles 4 Macular 4 Cough 4 Seizures U Chest Pain 4 Fever to °
4 PID 4 Papular 4 Pneumonia 4 Meningitis U Pericarditis U Headache
4 Cervicitis 4 Vesicular 4 Bronchitis U Encephalitis 4 Myocarditis U Fatigue
4 Urethritis U Petechial 4 Croup U Nuchal rigidity QO Pleurodynia U Sore Throat
U Hysterectomy 4 Focal U Pharyngitis U Paralysis GASTROINTESTINAL 4 Jaundice
U Mucopurulent discharge 4 Hemorrhagic U Nausea/vomiting 4 Conjunctivitis
U Atypical Lesion 4 Diarrhea

Recent Vaccination History:

Travel History:

LABORATORY REPORT

TEMPERATURE ON ARRIVAL: FROZEN COLD AMBIENT DATE RECEIVED
CONCERNING YOUR
SPECIMEN TEST METHOD/CPT CODE:
U No name on specimen
O Name on specimen and ] ] INTERPRETATION:
form do not match - o o > U Negative: No virus detected.
O 4 or more days between oy g g X a] = O viral-like agent detected.
collection and receipt of % % z5 o % - 9 1) > % g Further testing in process.
specimen wo <§f 7 z = W % o) - <§( << U Positive: virus identified as:
U specimen broken or n? 50 e Zs > > 8 5 Q E
leaked in transit I.ﬁg <ﬁ$ Slo | 290 | 290 | ou <o ng
O Specimen received I 358 o 228 | 38 N 8“' 9&r
~ ~ =~ ~ ~ ~ ~ ~
ambient ZTwo | ITwo| OAXo [ TOw | TO©® > LW oo Z<w©
U Collected in incorrect
transport media
U Patient does not meet
testing criteria (see
attached)
O Specimen forwarded to
CDC for:
DATE:
INTERPRETIVE COMMENTS: Results telephoned Preliminary Report Date:
to Reporting Technologist:
date Final Report Date:
by Reporting Technologist:

DHHS 3431 (Revised 7/02)
Laboratory (Review 7/04)




INSTRUCTIONS FOR COMPLETION OF THIS FORM AND SPECIMEN SUBMISSION

1. Clearlylabel each specimen primary container with the patient's firstand last name, specimen source and collection date.
Specimens without names or incorrectly labeled specimens will not be tested.

2. Pleasetype or print. To avoid delays in testing, fill out all items in Section 1 through 9. ENCLOSE SUBMISSION FORM IN
A PLASTIC BAG TO PREVENT CONTAMINATION DUE TO POSSIBLE LEAKAGE.

Submit no more than three specimens per patient with each form.
4. Additional forms or specimen collection and transport kits are available from:

Laboratory Mailroom

306 North Wilmington Street
P.O. Box 28047

Raleigh, NC 27611-8047
(919)733-7656

5. Foradditionalinformation, see "SCOPE, A Guide to Services" distributed by the North Carolina State Laboratory of Public
Health, visit our web site at http://slph.state.nc.us, or contact the Virology/Serology Laboratory at (919) 733-7544.

SUGGESTED SPECIMENS FOR VIROLOGY
ETIOLOGIC AGENT

DISEASE OR SYNDROME SPECIMEN OPTIONS

Throat swab, feces, CSF
Throat swab, feces, CSF
Throat swab, feces, CSF
Throat swab, brain tissue, CSF
Throat swab, urine, CSF
CSF, blood, brain tissue
CSF, blood, brain tissue
CSF, blood, brain tissue

Echovirus

Poliovirus

Coxsackievirus

Herpes simplex virus

Mumps virus

Eastern equine encephalitis virus
California encephalitis virus
West Nile virus

Central Nervous System

Respiratory System

Influenzavirus
Parainfluenzavirus
Adenovirus

Respiratory synctial virus*

Throat swab, NP wash/swab
Throat swab, NP wash/swab
Throat swab, NP wash/swab, conjunctival swab
Throat swab, NP wash/swab

Rash, Vesicular

Herpes simplex virus
Varicella zoster virus*
Coxsackievirus

Vesicle fluid, scraping
Vesicle fluid, scraping
Throat swab, feces

Myopericarditis Coxsackievirus Throat swab, feces, pericardial fluid
Echovirus Throat swab, feces, pericardial fluid
Other Cytomegalovirus* Urine, throat swab, buffy coat

KEEP SPECIMENS COLD BUT NOT FROZEN (COLD PACK AND LEAK-PROOF STYROFOAM CONTAINER) AND DELIVER TO THE
LABORATORY WITHIN 48 HOURS OF COLLECTION.

*Specimens for CMV, RSV, or VZV culture should be refrigerated immediately after collection and delivered to the Laboratory within
24 hours. Never freeze specimens for VZV, CMV or RSV culture.

INTERPRETATION OF VIRUS DETECTION RESULTS

Failure to detect virus may be the result of a number of factors including improperly collected specimens, specimens collected at
a period in the disease when the patient is not shedding virus, improperly transported specimens, or lack of sensitivity in the system
being used.

Since people may asymptomatically carry a variety of viruses, viruses may be detected which are unrelated to the current clinical
illness. Detection of specific viral agents must be interpreted in relation to the specimen source, clinical information and other
laboratory information.

DHHS 3431 (Revised 7/02)
Laboratory (Review 7/04)
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Appendix D: NVAC/ACIP
Recommendations for Prioritization of
Pandemic Influenza Vaccine and NVAC
Recommendations on Pandemic Antiviral
Drug Use

Visit PandemicFlu.gov for one-stop access to U.S. Government avian and
pandemic flu information. HHS is responsible for Pandemic Influenza
Planning, outlined below.

Advisory Committee recommendations are presented in this report to provide guidance for
planning purposes and to form the basis for further discussion of how to equitably allocate
medical countermeasures that will be in short supply early in an influenza pandemic.

Two federal advisory committees, the Advisory Committee on Immunization Practices (ACIP)
and the National Vaccine Advisory Committee (NVAC), provided recommendations to the
Department of Health and Human Services on the use of vaccines and antiviral drugs in an
influenza pandemic.

Although the advisory committees considered potential priority groups broadly, the main
expertise of the members was in health and public health. The primary goal of a pandemic
response considered was to decrease health impacts including severe morbidity and death;
secondary pandemic response goals included minimizing societal and economic impacts.
However, as other sectors are increasingly engaged in pandemic planning, additional
considerations may arise. The advisory committee reports explicitly acknowledge the
importance of this, for example highlighting the priority for protecting critical components of
the military. Finally, HHS has recently initiated outreach to engage the public and obtain a
broader perspective into decisions on priority groups for pandemic vaccine and antiviral drugs.
Though findings of the outreach are preliminary, a theme that has emerged is the importance of
limiting the effects of a pandemic on society by preserving essential societal functions.

Based on this guidance, state, local, and tribal implementation plans should be developed to 1)
include more specific definitions of the priority groups (e.g., which functions are indeed
critical to maintaining continuity) and their size; 2) define how persons in these groups will be
identified; and 3) establish strategies for effectively and equitably delivering vaccines and
antiviral drugs to these populations. The committees acknowledged that further work is
needed, in particular, to identify the functions that must be preserved to maintain effective
services and critical infrastructures and to identify the groups that should be protected to
achieve this goal. The committees also acknowledge that the specific composition of some
priority groups may differ between states or localities based on their needs and that priority
groups should be reconsidered when a pandemic occurs and information is obtained on its


http://www.pandemicflu.gov/

epidemiology and impacts.

On July 19, 2005, ACIP and NVAC voted unanimously in favor of the vaccine priority
recommendations summarized in Table D-1. These votes followed deliberations of a joint
Working Group of the two committees, which included as consultants representatives of public
and private sector stakeholder organizations and academic experts. There was limited staff
level participation from DoD, DHS, and VA. Several ethicists also served as consultants to the
Working Group.

A. Critical assumptions

The recommendations summarized in Table D-1 were based on the following critical
assumptions:

« Morbidity and mortality. The greatest risk of hospitalization and death—as during the
1957 and 1968 pandemics and annual influenza—will be in infants, the elderly, and
those with underlying health conditions. In the 1918 pandemic, most deaths occurred in
young adults, highlighting the need to reconsider the recommendations at the time of
the pandemic based on the epidemiology of disease.

o Healthcare system. The healthcare system will be severely taxed if not overwhelmed
due to the large number of illnesses and complications from influenza requiring
hospitalization and critical care. CDC models estimate increases in hospitalization and
intensive care unit demand of more than 25% even in a moderate pandemic.

o Workforce. During a pandemic wave in a community, between 25% and 30% of
persons will become ill during a 6 to 8 week outbreak. Among working-aged adults,
illness attack rates will be lower than in the community as a whole. A CDC model
suggests that at the peak of pandemic disease, about 10% of the workforce will be
absent due to illness or caring for an ill family member. Impacts will likely vary
between communities and work sites and may be greater if significant absenteeism
occurs because persons stay home due to fear of becoming infected.

o Critical infrastructure. Only limited information was available from which to assess
potential impacts on critical infrastructure sectors such as transportation and utility
services. Because of changes in business practices and the complexity of networks,
information from prior pandemics was not considered applicable.

e Vaccine production capacity. The U.S.-based vaccine production capacity was assumed
at 3 to 5 million 15 ug doses per week with 3 to 6 months needed before the first doses
are produced. Two doses per person were assumed to be required for protection.
Subsequent results of an NIH clinical trial of influenza A (H5N1) vaccine suggest that
higher doses of antigen will be needed to elicit a good immune response; thus, the
assumptions made by the committee could potentially substantially exceed the amount
of vaccine that would be produced.



Table D-1: Vaccine Priority Group Recommendations*

TierSubtierPopulation

1

A

Vaccine and antiviral manufacturers
and others essential to manufacturing
and critical support (~40,000)
Medical workers and public health
workers who are involved in direct
patient contact, other support services
essential for direct patient care, and
vaccinators (8-9 million)

Persons > 65 years with 1 or more
influenza high-risk conditions, not
including essential hypertension
(approximately 18.2 million)

Persons 6 months to 64 years with 2 or
more influenza high-risk conditions,
not including essential hypertension
(approximately 6.9 million)

Persons 6 months or older with history
of hospitalization for pneumonia or
influenza or other influenza high-risk
condition in the past year (740,000)

Pregnant women (approximately 3.0
million)

Household contacts of severely
immunocompromised persons who
would not be vaccinated due to likely
poor response to vaccine (1.95 million
with transplants, AIDS, and incident
cancer x 1.4 household contacts per
person = 2.7 million persons)
Household contacts of children

Public health emergency response
workers critical to pandemic response

Rationale

Need to assure maximum
production of vaccine and
antiviral drugs

Healthcare workers are
required for quality medical
care (studies show outcome
is associated with staff-to-
patient ratios). There is
little surge capacity among
healthcare sector personnel
to meet increased demand

These groups are at high
risk of hospitalization and
death. Excludes elderly in
nursing homes and those
who are
immunocompromised and
would not likely be
protected by vaccination

In past pandemics and for
annual influenza, pregnant
women have been at high
risk; vaccination will also
protect the infant who
cannot receive vaccine.
Vaccination of household
contacts of
immunocompromised and
young infants will decrease
risk of exposure and
infection among those who
cannot be directly protected
by vaccination

Critical to implement
pandemic response such as



(assumed one-third of estimated public
health workforce=150,000)
Key government leaders

Healthy 65 years and older (17.7
million)

6 months to 64 years with 1 high-risk
condition (35.8 million)

6-23 months old, healthy (5.6 million)

Other public health emergency
responders (300,000 = remaining two-
thirds of public health work force)
Public safety workers including
police, fire, 911 dispatchers, and
correctional facility staff (2.99
million)

Utility workers essential for
maintenance of power, water, and
sewage system functioning (364,000)
Transportation workers transporting
fuel, water, food, and medical supplies
as well as public ground public
transportation (3.8 million)
Telecommunications/IT for essential
network operations and maintenance
(1.08 million)

Other key government health decision-
makers (estimated number not yet
determined)

Funeral directors/embalmers (62,000)

Healthy persons 2-64 years not
included in above categories (179.3
million)

providing vaccinations and
managing/monitoring
response activities
Preserving decision-making
capacity also critical for
managing and
implementing a response

Groups that are also at
increased risk but not as
high risk as population in
Tier 1B

Includes critical
infrastructure groups that
have impact on maintaining
health (e.g., public safety or
transportation of medical
supplies and food);
implementing a pandemic
response; and on
maintaining societal
functions

Other important societal
groups for a pandemic
response but of lower
priority

All persons not included in
other groups based on
objective to vaccinate all
those who want protection



*The committee focused its deliberations on the U.S. civilian population. ACIP and NVAC
recognize that Department of Defense needs should be highly prioritized. DoD Health Affairs
indicates that 1.5 million service members would require immunization to continue current
combat operations and preserve critical components of the military medical system. Should the
military be called upon to support civil authorities domestically, immunization of a greater
proportion of the total force will become necessary. These factors should be considered in the
designation of a proportion of the initial vaccine supply for the military.

Other groups also were not explicitly considered in these deliberations on prioritization. These
include American citizens living overseas, non-citizens in the U.S., and other groups providing
national security services such as the border patrol and customs service.

B. Definitions and rationales for priority groups
1. Healthcare workers and essential healthcare support staff

a) Definition

Healthcare workers (HCW) with direct patient contact (including acute-care
hospitals, nursing homes, skilled nursing facilities, urgent care centers,
physician’s offices, clinics, home care, blood collection centers, and EMS) and
a proportion of persons working in essential healthcare support services needed
to maintain healthcare services (e.g. dietary, housekeeping, admissions, blood
collection center staff, etc.). Also included are healthcare workers in public
health with direct patient contact, including those who may administer vaccine
or distribute influenza antiviral medications, and essential public health support
staff for these workers.

b) Rationale

The pandemic is expected to have substantial impact on the healthcare system
with large increases in demand for healthcare services placed on top of existing
demand. HCW will be treating influenza-infected patients and will be at risk of
repeated exposures. Further, surge capacity in this sector is low. To encourage
continued work in a high-exposure setting and to help lessen the risk of
healthcare workers transmitting influenza to other patients and HCW family
members, this group was highly prioritized. In addition, increases in bed/nurse
ratios have been associated with increases in overall patient mortality. Thus,
substantial absenteeism may affect overall patient care and outcomes.

2. Groups at high risk of influenza complications

a) Definition

Persons 2-64 years with a medical condition for which influenza vaccine is
recommended and all persons 6-23 months and 65 years and older. Excludes
nursing home residents and severely immunocompromised persons who would
not be expected to respond well to vaccination.



b) Rationale

These groups were prioritized based on their risk of influenza-related
hospitalization and death and also their likelihood of vaccine response.
Information from prior pandemics was used whenever possible, but information
from interpandemic years was also considered. Nursing home residents and
severely immunocompromised persons would be prioritized for antiviral
treatment and/or prophylaxis and vaccination of healthcare workers and
household contacts who are most likely to transmit influenza to these high risk
groups.

3. Ciritical infrastructure

a) Definitions and rationale

Those critical infrastructure sectors that fulfill one or more of the following
criteria: have increased demand placed on them during a pandemic, directly
support reduction in deaths and hospitalization; function is critical to support
the healthcare sector and other emergency services, and/or supply basic
necessities and services critical to support of life and healthcare or emergency
services. Groups included in critical infrastructure are needed to respond to a
pandemic and to minimize morbidity and mortality, and include the following
sectors:

= Persons directly involved with influenza vaccine and antiviral
medication manufacturing and distribution and essential support
services and suppliers (e.g., growers of pathogen-free eggs for growth of
vaccine virus) production activities

= Key government leaders and health decision-makers who will be needed
to quickly move policy forward on pandemic prevention and control
efforts

= Public safety workers (firefighters, police, and correctional facility staff,
including dispatchers) are critical to maintaining social functioning and
order and will contribute to a pandemic response, for example by
ensuring order at vaccination clinics and responding to medical
emergencies

= Utility service workers (water, power, and sewage management) are
prioritized as the services they provide are also essential to the
healthcare system as well as to preventing additional illnesses from lack
of these services unrelated to a pandemic.

= Transportation workers who maintain critical supplies of food, water,
fuel, and medical equipment and who provide public transportation,
which is essential for provision of medical care and transportation of
healthcare workers to work and transportation of ill persons for care

= Telecommunication and information technology services critical for
maintenance and repairs of these systems are also essential as these
systems are now critical for accessing and delivering medical care and
in support of all other critical infrastructure



= Mortuary services will be substantially impacted due to the increased
numbers of deaths from a pandemic and the fact that impact will be high
in the elderly, a growing segment of the population

4. Public health emergency response workers

a) Definition

This group includes persons who do not have direct patient care duties, but who
are essential for surveillance for influenza, assessment of the pandemic impact,
allocation of public health resources for the pandemic response, development
and implementation of public health policy as part of the response, and
development of guidance as the pandemic progresses.

b) Rationale

Persons in this sector have been critical for past influenza vaccine pandemics
and influenza vaccine shortages and little surge capacity may be available
during a public health emergency such as a pandemic.

5. Persons in skilled nursing facilities

a) Definition

Patients residing in skilled nursing facilities. Not included in this group are
persons in other residential settings (e.g., assisted living) who are more likely to
be mobile, in a setting that is less closed, and have decentralized healthcare.

b) Rationale

This group was not prioritized for vaccine because of the medical literature
finding poor response to vaccination and occurrence of outbreaks even in the
setting of high vaccination rates. Other studies have suggested that vaccination
of healthcare workers may be a more effective strategy to prevent influenza in
this group. Further, surveillance for influenza can be conducted in this group
and antiviral medications used widely for prophylaxis and treatment. 11l visitors
and staff should also be restricted from visiting nursing home facilities during
outbreaks of pandemic influenza. This strategy for pandemic influenza vaccine
differs from the interpandemic vaccination strategy of aggressively vaccinating
nursing home residents. The rationale considers several factors: 1) these
populations are less likely to benefit from vaccine than other groups who are
also at high risk; 2) other prevention strategies feasible for this group are not
possible among other high-risk groups; 3) the overall morbidity and mortality
from pandemic is likely to severely impact other groups of persons who would
be expected to have a better response to the vaccine; and 4) a more severe
shortage of vaccine is anticipated.



6. Severely immunocompromised persons

a) Definition

Persons who are undergoing or who have recently undergone bone marrow
transplantation and others with severe immunodeficiency (e.g., AIDS patients
with CD4 counts

b) Rationale

These groups have a lower likelihood of responding to influenza vaccination.
Thus, strategies to prevent severe influenza illness in this group should include
vaccination of healthcare workers and household contacts of severely
immunocompromised persons and use of antiviral medications. Consideration
should be given to prophylaxis of severely immunocompromised persons with
influenza antivirals and early antiviral treatment should they become infected.

7. Children

a) Rationale
Influenza vaccine is poorly immunogenic in children

C. Other discussion

There was substantial discussion on priority for children. Four potential reasons were raised for
making vaccination of children a priority:

o At the public engagement session, many participants felt that children should have high
priority for vaccination.

« Children play a major role in transmitting infection, and vaccinating this group could
slow the spread of disease and indirectly protect others.

e Children have strong immune systems and will respond well to vaccine whereas
vaccination of the elderly and those with illnesses may be less effective.

e Some ethical frameworks would support a pediatric priority.

ACIP and NVAC did not make children a priority (other than those included in tiers, because
of their underlying diseases [Tiers 1B and 2A] or as contacts of high-risk persons [Tier 1C])
for several reasons:

« Healthy children have been at low risk for hospitalization and death in prior pandemics
and during annual influenza seasons.

o Itis uncertain whether vaccination of children will decrease transmission and indirectly
protect others. Studies that show this impact or mathematical models that predict it rely
on high vaccination coverage that may not be possible to achieve given limited supplies
in a pandemic.

e The committees recognize that this is an area for further scientific work; that children
may be a good target population for live-attenuated influenza vaccine (FluMist®) if it
is available; and that education of the public will be needed to provide the rationale for
the recommendations.



NVAC RECOMMENDATIONS ON PANDEMIC ANTIVIRAL DRUG USE

On July 19, 2005, NVAC voted unanimously in favor of the antiviral drug use priority
recommendations described here and summarized in Table D-2. These votes followed
deliberations of a Working Group, which included as consultants representatives of public and
private sector stakeholder organizations and academic experts. There was limited staff level
participation from DoD, DHS, and VA. Several ethicists also served as consultants to the
Working Group.

The recommendations were made considering pandemic response goals, assumptions on the
impacts of a pandemic, and after thorough review of past pandemics, annual influenza disease,
data on antiviral drug impacts, and recommendations for pandemic vaccine use.

Recommendations were made to guide planning needed for effective implementation at state
and local levels. The committee recognizes that recommendations will need to be reconsidered
at the time of a pandemic when information on the available drug supply, epidemiology of
disease, and impacts on society are known.

The committee considered the primary goal of a pandemic response to decrease health impacts
including severe morbidity and death. Minimizing societal and economic impacts were
considered secondary and tertiary goals.

A. Critical assumptions

Assumptions regarding groups at highest risk during a pandemic and impacts on the healthcare
system and other critical infrastructures are the same as those underlying the vaccine priority
recommendations. Additional assumptions specific for antiviral drugs included:

e Treatment with a neuraminidase inhibitor (oseltamivir [Tamiflu®] or zanamivir
[Relenza®]) will be effective in decreasing risk of pneumonia, will decrease
hospitalization by about half (as shown for interpandemic influenza), and will also
decrease mortality.

« Antiviral resistance to the adamantanes (amantadine and rimantadine) may limit their
use during a pandemic.

e The primary source of antiviral drugs for a pandemic response will be the supply of
antiviral drugs that have been stockpiled. Before annual influenza seasons about 2
million treatment courses of oseltamivir are available in the U.S. U.S.-based production
of oseltamivir is being established; expected capacity is projected at about 1.25 million
courses per month.

o Treating earlier after the onset of disease is most effective in decreasing the risk of
complications and shortening illness duration. Generally, treatment should be given
within the first 48 hours.

o Assumptions for the amount of antiviral drug needed for defined priority groups is
based on the population in those groups and assumptions that 35% of persons in the



priority groups will have influenza-like illness and 75% will present within the first 48
hours and be eligible for treatment. For persons admitted to the hospital, the committee
assumed that 80% would be treated, as the 48-hour limit may sometimes be relaxed in

more ill patients.

Unlike vaccines, where each tier would be protected in turn as more vaccine is

produced, for antiviral drugs, the number of priority groups that can be covered would
be known at the start of the pandemic based on the amount of drug that is stockpiled.
Additional supply that would become available during the pandemic could provide

some flexibility.

Group

Patients admitted to
hospital***

Health care workers
(HCW) with direct
patient contact and
emergency medical
service (EMS)
providers

Highest risk
outpatients—
immunocompromised
persons and pregnant
women

Pandemic health
responders (public
health, vaccinators,
vaccine and antiviral
manufacturers),
public safety (police,

Estimated

Table D-2: Antiviral Drug Priority Group Recommendations®

# Courses
(millions)

population |Strategy** [y

(millions)

10.0

9.2

2.5

3.3

T

target Cumulative

group
7.5

2.4

0.7

0.9

7.5

9.9

10.6

115

Rationale

Consistent with
medical practice and
ethics to treat those
with serious illness
and who are most
likely to die.

Healthcare workers
are required for
quality medical care.
There is little surge
capacity among
healthcare sector
personnel to meet
increased demand.

Groups at greatest
risk of hospitalization
and death;
immunocompromised
cannot be protected
by vaccination.

Groups are critical
for an effective
public health
response to a
pandemic.
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fire, corrections), and
government decision-
makers

Increased risk
outpatients—young
children 12-23
months old, persons
>65 yrs old, and
persons with
underlying medical
conditions

Outbreak response in
nursing homes and
other residential
settings

HCWs in emergency
departments,
intensive care units,
dialysis centers, and
EMS providers

Pandemic societal
responders (e.g.,
critical infrastructure
groups as defined in
the vaccine priorities)
and HCW without
direct patient contact

Other outpatients

10 Highest risk

outpatients

11 |Other HCWs with

85.5

NA

1.2

10.2

180

2.5

8.0

PEP

22.4

2.0

4.8

2.7

47.3

10.0

320

33.9

35.9

40.7

43.4

90.7

100.7

132.7

Groups are at high
risk for
hospitalization and
death.

Treatment of patients
and prophylaxis of
contacts is effective
in stopping
outbreaks;
vaccination priorities
do not include
nursing home
residents.

These groups are
most critical to an
effective healthcare
response and have
limited surge
capacity. Prophylaxis
will best prevent
absenteeism.

Infrastructure groups
that have impact on
maintaining health,
implementing a
pandemic response,
and maintaining
societal functions.

Includes others who
develop influenza
and do not fall within
the above groups.
Prevents illness in the
highest risk groups
for hospitalization
and death.

Prevention would

11



direct patient contact best reduce
absenteeism and
preserve optimal
function.

*The committee focused its deliberations on the domestic U.S. civilian population. NVAC
recognizes that Department of Defense (DoD) needs should be highly prioritized. A separate
DoD antiviral stockpile has been established to meet those needs. Other groups also were not
explicitly considered in deliberations on prioritization. These include American citizens living
overseas, non-citizens in the U.S., and other groups providing national security services such
as the border patrol and customs service.

**Strategy: Treatment (T) requires a total of 10 capsules and is defined as 1 course. Post-
exposure prophylaxis (PEP) also requires a single course. Prophylaxis (P) is assumed to
require 40 capsules (4 courses) though more may be needed if community outbreaks last for a
longer period.

***There are no data on the effectiveness of treatment at hospitalization. If stockpiled antiviral
drug supplies are very limited, the priority of this group could be reconsidered based on the
epidemiology of the pandemic and any additional data on effectiveness in this population.

B. Definitions and rationale for draft priority groups
1. Persons admitted to hospital with influenza infection

a) Definition

Persons admitted to acute care facilities (traditional or non-traditional with a
clinical diagnosis of influenza; laboratory confirmation not required). Excludes
persons admitted for a condition consistent with a bacterial superinfection (e.g.,
lobar pneumonia developing late after illness onset) or after viral replication
and shedding has ceased (e.g., as documented by a negative sensitive antigen
detection test)

b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

This group is at greatest risk for severe morbidity and mortality. Although there
are no data to document the impacts of antiviral drug treatment among persons
who already suffer more severe influenza illness, benefit is biologically
plausible in persons with evidence of ongoing virally mediated pathology (e.g.,
diffuse pneumonia, ARDS). Providing treatment to those who are most ill is
also consistent with standard medical practices, would be feasible to implement,
and would be acceptable to the public.

12



d) Population size

The number of persons admitted to hospital in an influenza pandemic would
vary substantially depending on the severity of the pandemic and on the ability
to expand inpatient capacity, if needed.

e) Unresolved issues

More specific guidance should be provided to healthcare workers on
implementing antiviral treatment, including when and when not to treat. In
some persons with severe illness, the ability to take oral medication or its
absorption may be important issues. For infants

2. Healthcare workers and emergency medical service providers who have direct
patient contact

a) Definition

Persons providing direct medical services in inpatient and outpatient care
settings. Includes doctors, nurses, technicians, therapists, EMS providers,
laboratory workers, other care providers who come within 3 feet of patients
with influenza, and persons performing technical support functions essential to
quality medical care.

b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

Maintaining high quality patient care is critical to reduce health impacts of
pandemic disease and to prevent adverse outcomes from other health conditions
that will present for care during the pandemic period. Treatment of healthcare
providers will decrease absenteeism due to influenza illness and may decrease
absenteeism from fear of becoming ill, given the knowledge that treatment can
prevent serious complications of influenza. Good data exist documenting the
impacts of early treatment on duration of illness and time off work, and on the
occurrence of complications such as lower respiratory infections. Treating
healthcare providers is feasible to implement, especially for inpatient care
providers who can be provided drugs through the occupational health clinic. It
also would be acceptable to the public, who would recognize the importance of
maintaining quality healthcare and would understand that persons with direct
patient contact are putting themselves at increased risk.

d) Population size

There are about 12.6 million persons designated as healthcare workers by the
Bureau of Labor Statistics and about 820,000 EMS providers. Among HCWs,
two-thirds are estimated to provide direct patient care services.



e) Unresolved issues

Further work is needed to hone definitions and estimate population sizes.
Implementation issues include the approach to identifying healthcare providers
who would be eligible for treatment and where the treatment would be
provided, particularly for outpatient care providers.

3. Outpatients at highest risk for severe morbidity or mortality from influenza
infection

a) Definition

The Advisory Committee on Immunization Practices defines groups at high risk
(or increased risk) of complications from influenza infection during annual
outbreaks based on age (6-23 months and >65 years) and underlying illnesses.
Among this population of about 88 million persons, some can be identified who
are at highest risk of severe disease and death. These include persons with
hematopoetic stem cell transplants (HSCT) and solid organ transplants; those
with severe immunosuppression due to cancer therapy or hematological
malignancy; persons receiving immunosuppressive therapy for other illnesses
(e.g., rheumatoid arthritis); persons with HIV infection and a CD4 count

b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

Of the large group of persons who are at increased risk of severe disease or
death from influenza, these groups represent the population at highest risk and
who are least likely to be protected by vaccination. Studies show that
neuraminidase inhibitor therapy decreases complications and hospitalizations
from influenza in high-risk persons and one unpublished study shows a
significant decrease in mortality among patients who have undergone a
hematopoteic stem cell transplant.

d) Population size

About 150,000 persons have had an HSCT or solid organ transplant. Assuming
that the period of severe immunosuppression after a cancer diagnosis lasts for 1
year, the population targeted with non-skin, non-prostate cancers would equal
the incidence of about 1.35 million persons. Based on a birth cohort of 4.1
million, a 28-week risk period during the second and third trimesters, and an 8-
week pandemic outbreak in a community, there would be about 400,000
pregnant women included in this risk group. Further work is needed to estimate
the size of other immunosuppressed groups.

e) Unresolved issues
Specific definition of included groups and population sizes.
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4. Pandemic health responders, public safety workers, and key government decision-
makers

a) Definition

Public health responders include those who manufacture vaccine and antiviral
drugs; persons working at health departments who are not included as
healthcare workers; and those who would be involved in implementing
pandemic vaccination or other response components. Public safety workers
include police, fire, and corrections personnel. Key government decision-
makers include chief executives at federal, state, and local levels.

b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

Preventing adverse health outcomes and social and economic impacts in a
pandemic depend on the ability to implement an effective pandemic response.
Early treatment of pandemic responders will minimize absenteeism and ensure
that vaccination and other critical response activities can be maintained.
Implementing early treatment for public health workers and vaccine
manufacturers is feasible at workplace settings. Public safety workers prevent
intentional and unintentional injuries and death, are critical to maintaining
social functioning, and will contribute to a pandemic response, for example by
ensuring order at vaccination clinics. A small number of decision-makers at
federal, state, and local levels are needed to for an effective pandemic response.

d) Population size

An estimated 40,000 workers who produce pandemic vaccine and antiviral
drugs in the U.S.; ~300,000 public health workers who would not be included in
the HCW category; 3 million public safety workers; and a small number of
government decision-makers.

e) Unresolved issues
Need to define the exact composition and size of this group.

5. Outpatients at increased risk of severe morbidity or mortality from influenza

a) Definition

For planning purposes, this group would include those currently designated as
high-risk groups, except for those who have been categorized as being at
highest-risk and included in a separate category. This increased-risk group
includes persons 6-23 months and >>65 years old, or who have underlying
illnesses defined by the ACIP as associated with increased risk. Definition of
this group may change based on the epidemiology of the pandemic.
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b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

Early treatment has been shown to significantly decrease lower respiratory
infections and to reduce the rate of hospitalization in elderly and high-risk
populations. By extrapolation and based on the results of one small uncontrolled
study, significant reductions of mortality can be expected as well. As these risk
groups are familiar to the public given recommendations for annual vaccination,
communication would be easy and acceptability high.

d) Population size

About 85.5 million persons are included in this group. Although all are at
increased risk of annual influenza compared with the healthy under-65 year old
population, there are different levels of increased risk for severe complications
and death within this category. Further stratification may be possible based on
several parameters including number of underlying conditions; recent
hospitalization for a high-risk condition, pneumonia, or influenza; and age.

e) Unresolved issues

Stratifying this group into those at greater and lesser risk may be important if
antiviral supplies are limited. Implementing treatment will be challenging given
that it should be provided at the initial point of care to accrue the greatest
benefit from early therapy.

6. Outbreak control

a) Definition
Use of antiviral drugs to support public health interventions in closed settings
where an outbreak of pandemic influenza is occurring.

b) Strategy
Treatment of cases and post-exposure prophylaxis of contacts (once daily
antiviral medication for 10 days).

c) Rationale

Influenza outbreaks in nursing homes are associated with substantial mortality
and morbidity. Nursing home residents also are less likely to respond to
vaccination. Post-exposure prophylaxis has been shown to be effective in
stopping influenza outbreaks in closed settings.

d) Population size

The number of outbreaks that may occur during a pandemic is unclear.
Measures should be implemented to prevent outbreaks including limiting
visitors, vaccination of staff, furloughing non-critical staff, and screening and
exclusion for illnesses consistent with influenza.
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e) Unresolved issues

Should this policy also be implemented in prisons or other settings where
explosive spread of illness may occur but the risk for severe complications is
not high?

7. Healthcare workers in ER, ICU, EMS, and dialysis settings

a) Definition
Includes all staff in these settings who are required for effective functioning of
these health care units.

b) Strategy
Prophylaxis

c) Rationale

Optimally effective functioning of these units is particularly critical to reducing
the health impacts of a pandemic. Prophylaxis will minimize absenteeism in
these critical settings.

d) Population size
Need to obtain population estimates.

e) Unresolved issues
Population sizes

8. Pandemic societal responders and healthcare workers who have no direct patient
contact

a) Definition

This group includes persons who provide services that must be sustained at a
sufficient level during a pandemic to maintain public well-being, health, and
safety. Included are workers at healthcare facilities who have no direct patient
contact but are important for the operation of those facilities; utility (electricity,
gas, water), waste management, mortuary, and some transport workers.

b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

Maintaining certain key functions is important to preserve life and decrease
societal disruption. Heat, clean water, waste disposal, and corpse management
all contribute to public health. Ensuring functional transportation systems also
protects health by making it possible for people to access medical care and by
transporting food and other essential goods to where they are needed.



d) Population size

Within these broad categories, there are about 2 million workers at healthcare
facilities who have no direct patient contact; 730,000 utility workers; 320,000
waste management workers; 62,000 in mortuary services; and 2.3 million in
transportation. Not all occupations within these categories would be classified
as pandemic societal responders. Estimates are that 35% of this population will
develop illness and present within 48 hours of onset regardless of pandemic
severity.

e) Unresolved issues

Need to stratify within these groups to identify who fills specific pandemic
societal response functions and to assess whether those functions could still
operate if a substantial proportion of the workforce became ill during a 6-8
week pandemic outbreak within a community. Implementation issues need to be
addressed, especially with respect to how persons would be identified as falling
within this priority group when presenting for treatment and where that
treatment would be provided.

9. Other outpatients

a) Definition
Includes persons not in one of the earlier priority groups.

b) Strategy
Treatment within 48 hours of illness onset.

c) Rationale

Treatment reduces the risk of complications and mortality, reduces duration of
iliness and shortens time off work, and decreases viral shedding and
transmission. If sufficient antiviral supplies are available, providing treatment to
all who are ill achieves equity and will be most acceptable to the public.

d) Population size
There are an estimated 180 million persons who are not included in previously
targeted groups.

e) Unresolved issues
Consider whether there are any strata that can be defined within this population.

C. Additional NVAC recommendations on antiviral drugs for pandemic influenza

In addition to recommendations for priority groups, NVAC unanimously adopted the following
recommendations:
« Sufficient drugs should be stockpiled to address top priorities. NVAC recommends that
the minimum stockpile size be about 40 million courses, allowing coverage of the top 7
priority groups.
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e Oseltamivir should be the primary drug stockpiled, but some zanamivir also should be
obtained as it is effective against some oseltamivir-resistant strains, may be preferred
for treatment of pregnant women, and supporting two manufacturers enhances security
against supply disruptions. Approximately 10% of the stockpile should be zanamivir if
feasible and cost effective. No additional adamantanes should be stockpiled.

« Antiviral drugs can also be used as part of an international effort to contain an initial
outbreak and prevent a pandemic. Use to slow disease spread early in a pandemic may
be useful but requires large amounts of drug.

o Critical research should be conducted to support development and implementation of
recommendations for pandemic influenza antiviral drug use, including:

o Impact of treatment at hospital admission on outcome

o Optimal treatment dose for HSN1 and other potential pandemic strains

o Sensitivity and use of rapid diagnostic tests for HSN1 and other influenza
strains with pandemic potential

o Safety and pharmacokinetics of oseltamivir among infants

o Investigation of the impact of other drugs (new antiviral agents and other
classes such as statins) on influenza

o Additional work with public and private sector groups should be done to further hone
definitions of target groups and their estimated population sizes, and to provide further
guidance on antiviral drug distribution and dispensing.

Last revised: November 8, 2005

U.S. Department of Health & Human Services - 200 Independence Avenue, S.W. - Washington,
D.C. 20201
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Antiviral Estimations Worksheet

County: Orange

Person Completing: Carla Julian

Date: May 25, 2007

Attachment |

Phone: 919-245-2428

ANTIVIRAL MEDICATION DISTRIBUTION

Antiviral Priority Group

Population in the

# of courses needed

county*
Group 1 (Treatment)
Patients admitted to the hospital 1050 1050
Group 2 (Treatment)
Healthcare workers with direct patient 7700 7700
contact
EMS workers 100 100
Group 3 (Treatment)
Immunocompromised persons 900 900
Pregnant women 150 150
Group 4 (Treatment)
Pandemic health responders 300 300
Public safety workers 400 400
Key government decision makers 150 150
Group 5 (Treatment)
Young children 12 — 23 months 1300 1300
Persons 65 and older 10,600 10,600
Persons with underlying medical 2000 2000
conditions
Group 6 (Post exposure prophylaxis)
Outbreak response in nursing homes N/A N/A
Group 7 (Prophylaxis) Note: Prophylaxis course is
equivalent to 4 treatment

courses
Healthcare workers in EDs 100 400
Healthcare workers in ICUs 200 800
Healthcare workers in dialysis centers 60 240
EMS providers 100 400
Group 8 (Treatment)
Pandemic societal responders 1500 1500
Healthcare workers without direct 2000 2000
patient
TOTALS 28210 29990

* Population in county = the total number of persons in each category should be estimated.
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NC Pandemic Influenza Plan Date: May 21, 2007
(Appendix D-1, 2006)

Additional Guidance for Estimating Antiviral Priority Groups

Assumptions

= The primary source of antivirals for a pandemic response will be the supply of antiviral drugs
already stockpiled.

= Currently, oseltamivir (Tamiflu) is the preferred antiviral to stockpile, although it is recommended
that some zanamivir (Relenza) be stockpiled as well.

= Antiviral resistance to the adamantanes (amantidine and rimantidine) may limit their use during a
pandemic. No additional adamantanes should be stockpiled.

= Treatment is defined as one course (10 capsules). Post-exposure prophylaxis also equals one course
(10 capsules). Prophylaxis is assumed to require four courses (40 capsules), though more may be
required if pandemic activity lasts for a longer period in the community.

= The National Vaccine Advisory Committee (NVAC) made recommendations for antiviral priority
groups; these recommendations as well as further definitions of and rationales for specific priority
groups can be found in the US DHHS Pandemic Influenza Plan, November 2005, Part 1, Appendix
D, pages D-19 through D-29.

= The NVAC has recommended that the national stockpile contain a minimum of 40 million courses
which would cover the top 7 priority groups.

= |t has been recognized that local circumstances may vary and result in adjustments to these
recommended priority groups.

The NVAC prioritized 11 groups for antiviral treatment or prophylaxis. This worksheet can be used
by health departments to estimate the number of people in all groups prioritized for antiviral
treatment (Groups 1 -5 and Group 8). It also can be used for estimating number of healthcare
personnel in specific units / departments who would be prioritized to receive antiviral prophylaxis
(Group 7).

Comments on Specific Antiviral Priority Groups
Group 1
= The number of patients admitted to the hospital can be estimated using the Flu Aid software (see
Determining County-level Impact of Pandemic Influenza in the LHD Toolkit).
= There are no data on the effectiveness of treatment at hospitalization. If antiviral drug supplies are limited,
the priority of this group could be reconsidered.

Group 2
= Persons providing direct medical services, in inpatient and outpatient care settings, includes doctors,
nurses, technicians, therapists, EMS providers, laboratory workers, and other care workers who come
within 3 feet of patients with influenza, AND persons performing technical support functions essential to
quality medical care.
= See suggestions in Appendix C-2 for obtaining estimates of healthcare personnel.

Group 3
= Immunocompromised persons includes transplant recipients, those with severe immunosuppression due to
cancer therapy or hematologic malignancy, persons receiving immunosuppressant therapy for other
ilinesses, persons with HIV infection and a CD4 count < 200, and persons on dialysis.
= Pregnant women for the purpose of prioritization refers to women who are in the second or third
trimester of pregnancy. This number can be approximated by dividing the county’s annual birth cohort by
10 (see US DHHS Pandemic Influenza Plan, Part 1, Appendix D, page D-24 for further details).

Group 4
= Pandemic health responders includes vaccinators, vaccine and antiviral manufacturers, persons working at
health departments who are not already included in Group 1, and other personnel essential to
implementing pandemic response components.
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NC Pandemic Influenza Plan Date: May 21, 2007
(Appendix D-1, 2006)

= Public safety workers include police, fire and corrections personnel.
= Key government decision makers include chief executives at federal, state, and local levels.

Group 5

= Estimates of the number of children between 12 — 23 months can be obtained from the NC State
Demographics website http://demog.state.nc.us/frame_start.html.

= Antivirals for influenza are currently not recommended in children less than 12 months of age.

= Estimates of the number of persons 65 and older can be obtained from the NC State Demographics
website.

= Estimates of the number of persons with underlying medical conditions can be obtained from the State
Center for Health Statistics. Underlying medical conditions are the same for antiviral priority groups
as they are for vaccine priority / tier groups.

Group 6
= Antivirals can be used as post-exposure prophylaxis (once daily antiviral medication for 10 days) for
outbreak response in nursing homes.

Group 7
= All staff in EDs, ICUs and dialysis centers that are essential for effective functioning of these
healthcare units should be considered. These healthcare personnel have already been estimated for
Group 1; however, to calculate the number of courses needed for prophylaxis, multiply the number of
persons by 4.
= EMS providers have already been estimated for Group 1; however, to calculate the number of courses
needed for prophylaxis, multiply the number of persons by 4.

Group 8
= Pandemic societal responders includes persons who provide services that must be sustained during a
pandemic to maintain public well-being, health, and safety. See estimates of essential community
service personnel in Appendix C-1.
= Healthcare workers without direct patient contact include those individuals who are important for the
operation of the healthcare facility (utility, waste management, mortuary, and some transport
workers).



NC Pandemic Influenza Plan Appendix C-2

Instructions for
Influenza Vaccine Estimations Worksheet

Purpose:

The ultimate goal of pandemic influenza vaccination will be to vaccinate the entire population of the United
States. However, it will be necessary in the early part of an influenza pandemic to administer vaccine to
individuals using a strategy that minimizes morbidity, mortality and social disruption. The purpose of the
Influenza Vaccine Estimations Worksheet is to document the number of persons within specific tier groups in
each county who will need to be prioritized to receive pandemic influenza vaccine.

Tier Groups

e The ACIP and NVAC have drafted vaccine priority group recommendations which are outlined in the
US DHHS Pandemic Influenza Plan, November 2005. The priority groups are arranged into tiers with
persons in Tier 1 being targeted to receive vaccine sooner than persons in Tier 2. Persons in subtier
1A would be targeted to receive vaccine before persons in subtier 1B.

e |t may not be a feasible strategy to vaccinate all individuals in one tier before offering vaccine to
individuals in another tier. It may be necessary to offer pandemic vaccine to a proportion of individuals
in several tier or subtier groups simultaneously.

e These tier groups are only recommendations and may be updated as the pandemic unfolds. Members
of the ACIP and NVAC realize that state and local circumstances may result in some modifications to
the tier and subtier groupings.

e Rationales for each tier and subtier as well as more detailed descriptions of members of each group
are discussed in the US DHHS Pandemic Influenza Plan, Part 1, Appendix D.

Public Health and Healthcare Personnel
e Persons directly involved with influenza vaccine and antiviral manufacturing and distribution

e Can include those involved with distribution, essential support services and suppliers (e.g., growers of
pathogen-free eggs for growth of vaccine virus).

e Healthcare workers with direct patient contact and a proportion of persons working in essential healthcare
support services needed to maintain healthcare services.

e Consider all healthcare facilities within the county: local health department, hospitals, long-term care
facilities, home care, and physician offices. EMS personnel should be included in this category / tier
group as well.

e Infection control practitioners and occupational health personnel at hospitals can serve as a resource
for determining the number of healthcare personnel at their facility. Office managers can serve as a
resource for estimating the number of personnel in physician offices.

e Public health workers with direct patient contact
e Should include vaccinators, individuals who would distribute antivirals, and public health workers who
provide patient care
e Public health emergency response workers critical to pandemic response (should comprise approximately
1/3 of public health workforce in county)
¢ Include persons who do not have direct patient contact but who are essential for:
e surveillance of influenza and its impact
e allocation of public health resources
e development and implementation of public health policy
e Other public health workers emergency response workers (should comprise the remaining 2/3 of your
public health workforce)
e Use additional sheets as necessary for other healthcare and public health personnel not listed.




NC Pandemic Influenza Plan Appendix C-2

Public Safety and Essential Community Service Personnel

o Public safety personnel includes firefighters, police, dispatchers, and correctional facility staff.

o Key government leaders are those individuals needed to make policy on pandemic influenza
prevention and control efforts.

e  Utility workers (water, power and sewage management)

e Transportation workers
e who maintain a critical supply of food, water, fuel and medical equipment
e who provide public transportation essential for provision of medical care, transportation of

healthcare workers to work and transportation of ill persons seeking care

e Telecommunication and information technology service workers who are critical for maintenance and
repairs of these systems

e Use additional sheets as necessary for other public safety and essential community personnel not
listed. Local circumstances will likely vary.

Groups at High Risk of Influenza Complications
e Persons 65 years and older
o If possible, estimate which persons are at the highest risk of complications
e Persons with at least one medical condition for which influenza vaccine is recommended besides
their age
e Persons 6 months - 64 years with a medical condition for which influenza vaccine is recommended
o |If possible, estimate a proportion of persons at highest risk of complications
e Persons with at least two medical conditions for which influenza vaccine is recommended
e Persons hospitalized within the last year for influenza, pneumonia or other influenza high-risk
condition
e Pregnant women
e Household contacts of severely immunocompromised persons (AIDS, transplant recipients, incident
cancer cases)
e Household contacts of children < 6 months
e Healthy children 6 — 23 months

The ACIP and NVAC are not currently recommending that nursing home residents and severely
immunocompromised persons be prioritized to receive pandemic influenza vaccine; however, they do
recommend these groups be prioritized for antiviral treatment and prophylaxis as well as a recommendation to
vaccinate healthcare workers and household contacts of these individuals to reduce transmission of influenza
to these high-risk groups. Further definitions and discussion of this decision can be found in the US DHHS
Pandemic Influenza Plan, Part 1, Appendix D, pages D-17 and D-18.

Submission: mail to the Immunization Branch, 1917 Mail Service Center, Raleigh, NC 27699-1917.
Include contact information; county submitting worksheet, date of completion, person completing and phone
number.

Retention: maintain a completed copy, updated annually, in the county’s emergency preparedness plan,
bioterrorism plan or pandemic influenza plan.



Vaccine Estimations Worksheet

Attachment J
County: Orange Date: May 25, 2007
Person Completing: Carla Julian Phone: 919-245-2428
Essential Personnel for Tierl Population in the Vaccine Estimations3
. 2
Pandemic Response county
Single-Dose Multi-Dose (10 Dose
Packages Packages)
Public Health and Healthcare
Personnel
Vaccine/antiviral manufacturers 1A 0
and essential support
Healthcare workers with direct 1A 7700
patient contact AND essential
support workers to maintain
healthcare services
Public health workers with direct 1A 150
patient contact (including
vaccinators)
Public health emergency 1D 300
response workers critical to
pandemic response
Other public health emergency 2B 100
responders
Public Safety Personnel
Police 2B 400
Firefighters 2B 200
911 dispatchers 2B 25
Correctional facility staff 2B 500
Essential Community Service
Personnel
Key government leaders 1D 50
Essential utility workers (power, 2B 240
water, sewage)
Transportation workers 2B 1000
Essential telecommunications/IT 2B 50
Other key government health 3 20
decision-makers
Funeral directors/embalmers 3 12
TOTALS 10,747 1,747 900

1

Tier groups are listed in order and further described in the US DHHS Pandemic Influenza Plan, November 2005 (Part 1, Appendix D, pages D-
13 through D-18).
2

Estimate the total number of persons in each category for your county. Collaborate with appropriate healthcare facilities and public service
personnel to obtain realistic numbers.
3

Document packaging preferences for Vaccine Estimations based on administration sites and storage facilities.




Vaccine Estimations Worksheet

Attachment J
County: Orange Date: May 25, 2007
Person Completing: Carla Julian Phone: 919-245-2428
in previous categories Single-Dose Multi-Dose (10

Packages Dose Packages)




County: Orange

Vaccine Estimations Worksheet

Date: May 25, 2007

Attachment J

Phone: 919-245-2428

Person Completing: Carla Julian

Groups at High Risk of Tierl Population in the Vaccine Estimation33
st 2
Influenza Complications county
Single-Dose Multi-Dose (10
Packages Dose Packages)
45
Persons 65 years and older
1 or more high-risk medical conditions 1B 10,600
Healthy (no high-risk medical 2A 9000
conditions)
15
Persons 6 months to 64 years
2 or more high-risk medical conditions 1B 9400
History of hospitalization for influenza, 1B 940
pneumonia or other influenza high-risk
condition in the past year
Pregnant women 1C 1700
Household contacts of severely 1C 1800
immunocompromised persons
Household contacts of children <6 1C 4000
month olds
Healthy children 6-23 months 2A 2600
1 high-risk medical condition 2A 900
40,940 940 4000
Totals

" Tier groups are listed in order and further described in the US DHHS Pandemic Influenza Plan, November 2005..
2Estimate the total number of persons in each category for your county.
Document packaging preferences for Vaccine Estimations based on administration sites and storage facilities.

“Excludes the elderly in nursing homes.

SExcludes individuals who are immunocompromised.




Appen 2 Pan Flu Plan
Attachment M

QUARANTINE ORDER
Severe Acute Respiratory Syndrome (SARS)

You are suspected of having been exposed to a patient under investigation for a probable case of Severe Acute Respiratory Syndrome
(SARS). SARS is a disease associated with fever, cough, and possibly pneumonia or other respiratory illness. It may be carried
person to person mostly by coughing or sneezing. If SARS spreads in the community, it will have severe public health consequences.
Your possible exposure requires further public health investigation.

I, , County Health Director, pursuant to authority vested in me by General Statute
(G.S.) 130A-145, issue this QUARANTINE ORDER to

You are required to remain in Orange County for the specified time in this QUARANTINE ORDER.

You have been properly informed and counseled by , Communicable Disease RN, regarding the control measures
for exposure to SARS. Failure to comply with the control measures is a violation of G.S. 130A-144 and may result in incarceration for
the recommended period of quarantine under G.S. 15A-534.5.

You are required to:

e Follow these instructions until JUNE 20, 2003, which is 10 days after your potential exposure to SARS.

e During the quarantine period, you must take your temperature twice a day, once in the morning and once in the afternoon or
evening

e During the quarantine period, observe yourself for any of the following symptoms: headache, body aches, fever in excess of 100.4
degrees F, mild respiratory symptoms such as difficulty in breathing, shortness of breath or dry cough.

e You must report any symptoms immediately to the Communicable Disease Program and seek medical attention if additional

symptoms develop.

If you develop any of these symptoms do not go to work, school, childcare, community gatherings, or other public areas.

Wash your hands often and well, especially after you have blown your nose.

Cover your mouth and nose with a tissue when you sneeze or cough.

Don’t share silverware, towels, or bedding. Don’t reuse these items until they have been washed with soap and hot water.

Clean surfaces (counter or tabletops, doorknobs, bathroom fixtures, etc.) that have been contaminated by your body fluids (sweat,

saliva, mucous, vomit or urine) with a household disinfectant used according to the manufacturer’s instructions. Wear disposable

gloves during all cleaning activities. Throw these gloves away.

e  Cooperate with the local health department in monitoring any symptoms, which might indicate illness, as well as illness in
household members and close contacts.

If you fail to comply with this QUARANTINE ORDER, you will be subject to prosecution pursuant NC law (G.S. 130A-25) punishable by
up to two (2) years imprisonment as well as pretrial detention without bail under GS. 15A-534.5. If you plan to move to a new address
within Wake County, you are required to notify this Health Department and obtain prior approval.

The staff of this Health Department remains available to provide assistance and counseling to you concerning your situation and
compliance with this QUARANTINE ORDER. The authority of this QUARANTINE ORDER to restrict your freedom of movement
expires in 10 days from your exposure unless extended or modified by a court pursuant to G.S. 130A-145.

County Health Department Date

Issued by:

Date

| have received the original copy of this order:

Patient Signature Date

Revised 5 May 2003



UCVDP DISASTER RECOVERY PLAN

PRACTICE NAME: COUNTY:

PERSON COMPLETING FORM: DATE:

This document offers guidance for developing a vaccine disaster recovery plan. Included are steps to follow when your
refrigerator or freezer malfunctions due to mechanical failure or natural disaster.

If you have any questions about vaccine transportation or stability call: 1-877-873-6247.

In advance of an emergency, all providers should:
1. ldentify an alternative storage facility (i.e. hospital, health department, fire department, etc) with back-up power
(generator) where the vaccine can be properly stored and monitored for the interim,
2. Insure the availability of staff to pack and move the vaccine,
3. Maintain the appropriate packing materials (coolers, gel packs, dry ice for Varicella, etc) and,
4. Insure a means of transport for the vaccine to the secure storage facility.

NOTE: Whenever possible, facilities should suspend vaccination activities BEFORE the onset of emergency conditions to allow
sufficient time for packing and transporting vaccine.

Emer gency Procedures
A. List emergency phone numbers, companies, and points of contact for:

Designated person(s) responsible for:
¢ Monitoring the operation of the vaccine storage equipment and systems daily;
¢ Track inclement weather conditions. Set up and maintain a monitoring/notification system during times of inclement
weather or other conditions that would create a shut down in power. An alarm/notification system is recommended for
practices with an inventory of $5,000 or more;
¢ Assure the appropriate handling of the vaccine during the disaster or power outage.

Name of Employee Title of Employee Work Phone Home Phone

Primary

Back-up

Determine if your refrigerator is having a mechanical failure (no lights in the refrigerator, no fan noise, etc) or if the building has
lost electrical power. Check with the building maintenance to ensure that the generator is operational and has been activated. If a
timeframe for the restoration cannot be determined, implement the following procedures.

Designated company responsible for:
¢ Restoring electrical power to location in the event of a power failure.

Electrical Power Co. \ Point of Contact Work Phone Emergency Phone

Building Maintenance " Point of Contact Work Phone Emergency Phone




Designated company responsible for:
¢ Repair where the compressor or other refrigeration equipment has been destroyed or you need emergency maintenance.

Name of Repair Company Point of Contact Telephone Number

Designated company responsible for:
¢ Supplying dry ice for Varicella/MMR packing, when a location with a back-up generator can not be identified within a
reasonable distance. Preparations should be made to have coolers, frozen ice packs and /or dry ice to temporarily and
safely store your Varicella/MMR vaccine.

Name of Dry | ce Company Point of Contact Telephone Number

B. List back-up locations, phone numbers and points of contact for:

¢ Alocation with a back-up generator. This may be the local hospital, retirement home, fire station, another practice, or an
employee’s home. Make arrangements with the site to store your vaccine there when weather predictions call for such
inclement weather (tornadoes, hurricanes, ice, severe snow storms, etc.) and when your vaccine storage equipment cannot
be fixed or the power cannot be restored within 6 hours. Before moving your vaccine, call the location to ensure their
back-up generator is working.

Alternate Facility " Point of Contact Work Phone Emergency Phone

C. Entering vaccine storage facilities: Describe how to enter the building and vaccine storage spaces in an emergency if closed
or after hours. Include a floor diagram and the locations of:

Item L ocation(s)
Doors

Flash Lights
Spare Batteries
Light Switches
Keys

Locks

Alarms

Circuit Breakers
Packing Materials

D. Conduct an inventory beforeyou transport the vaccine.

E. Packagethevaccinein awell-insulated container with ice packs.
Unpackaged vials of DTaP, elPV, Hib, Hep A, Hep A/B, Hep B, Influenza, PCV7, PPV23, etc., must not directly touch cold
packs as the vaccine may be inactivated. It is best to keep vaccines in their original package during transport. MMR is the
exception and may be transported directly on cold packs. Remember that Varicella must be kept frozen therefore package
Varicella separately from the other vaccines. Do not expose the other vaccines (except MMR) to freezing temperatures.



F. Movevaccineto backup storage according to pre-arranged plans.

1

2.
3.
4.

How to load transportation vehicle.

Routes to take (alternative routes if necessary)

Time enroute

Ensure vaccine containers are properly in the emergency storage facility. (Varicella and MMR in the freezer;
refrigerated vaccines in refrigerator; adequate circulation; functioning temperature monitoring devices, etc.)

G. Staff Training/Posted Information
Post your Vaccine Disaster Recovery Plan on or near the vaccine storage equipment. Ensure that all staff (current and new)
read the plan and understand it as part of their orientation.

THINGSTO DO NOW...BEFORE IT ISTOO LATEI!!!

1.

Complete this plan and update as staff changes occur. It will only take a few minutes and may save you hours of
work later, not to mention our federal and state tax dollars.

Fill the empty space in your refrigerator with jugs of water and line the sides and bottom of your freezer with ice
packs. In the event that your refrigerator/freezer is out of order, this practice will help maintain the temperature for a
longer period of time.

Before reconstitution, MMR vaccine may be stored at 2° to 8°C (36° to 46°F) or colder. However, UCVDP
strongly encourages you to store your MMR vaccine in the freezer before reconstitution. MMR vaccine and
Varicella vaccine are fragile vaccines that are extremely sensitive to light and warm temperatures. Storing your
MMR vaccine in the freezer with your Varicella vaccine significantly increases the likelihood that the MMR vaccine
will remain viable should you have a power outage or refrigerator malfunction.

Other useful information:

| Contact Person Telephone Number
North Carolina WWW.immunizenc.com 1-877-873-6247
Immunization Branch 1-800-544-3058 (fax)
Regional Immunization
Consultant
National Weather Service WWW.Nws.noaa.gov/
Vaccine Manufacturers Merck Sharpe & Dohme 1-800-672-6372
Aventis Pasteur 1-800-822-2463
GlaxoSmtih Kline 1-888-825-5249
Wyeth Lederle Labs 1-800-666-7248




Section II. Vaccine Maintenance

VACCINE STORAGE AND HANDLING

Vaccine Delivery from Manufacturer: Vaccines received by the Health Department are
accepted from the delivery service by one of the Central Administrative Service staff.
The package is given to one of the Community Service Section RNs if available. If not,
the clinic charge nurse, any clinic nurse, or any other nurse is given the package. In the
total absence of a nurse, a lab tech or Community Health Assistant would be given the
package. The package is checked for temperature acceptability and the contents are
compared against the packing slip. The vaccine is appropriately stored in the
refrigerator or freezer (MMR and varicella vaccine only) and the packing slip is placed in
the mailbox of one of the Community Health Service Section nurses or the CD folder in
clinic.

If a package arrives with an unacceptable temperature, the state or appropriate vendor
is immediately called and the vaccine is managed per their instructions. If vaccine is to
be stored until an answer about its usability is available, the vaccine should be placed in
a clearly marked, closed container and labeled as “Do Not Use” with the signature of the
nurse and date also noted and placed in the refrigerator or freezer (varicella vaccine &
MMR only).

Vaccine Storage Errors: If vaccine is ever discovered out of the refrigerator or freezer
yet unopened, this vaccine should also be stored until an answer about its usability is
available. The vaccine should be placed in a clearly marked, closed container and
labeled as “Do Not Use” with the signature of the nurse and date also noted and placed
in the refrigerator or freezer (varicella and MMR only). A Community Services Section
RN should be advised as soon as possible. They will investigate as to whether the
vaccine is useable with the Immunization Branch.

Storage Guidelines: Vaccine is maintained in specifically designated refrigerators and
freezers in the pharmacies of both offices. The acceptable temperature range for the
refrigerator is 36* to 46*F (2*to 8*C), with an optimum temperature of 40*F (5*C). The
acceptable temperature range for the freezer is <5*F (-15*C), with an optimum
temperature of 0*F (-20*C) -Vaccine is placed away from the walls of the refrigerator and
freezer. Jugs of water are kept in the refrigerators and ice packs in the freezer to help
keep the temperatures stable. Temperatures are recorded each morning and afternoon
for both the refrigerator and freezer. The lab techs are primarily responsible for this;
however in their absence the clinic manager is responsible. The temperatures are
recorded on a monthly log maintained in each pharmacy. If the temperatures are out of
the acceptable range, the Communicable Disease Program Coordinator, the Community
Health Services Section Supervisor, or clinic charge nurse should be personally notified.

The temperature of the refrigerators and freezers are monitored by an alarm system,
Security Concepts of Mebane. The alarm systems have battery back-up in the event of
power failure. If the temperature of either the refrigerator or freezer goes outside the
acceptable range, an alarm sounds. If the alarm is not inactivated within 2 minutes by
Health Department staff, the alarm monitoring company is notified. Once the alarm
monitoring company is notified, they call OCHD to alert staff to a potential problem. If
OCHD is closed, 3 staff members’ home phone numbers have been provided for the
alarm company to call. The staff member contacted is responsible for coming in to
assess problem. If none of the 3 staff members are reached, the alarm company calls
911 and asks that the Health Director be paged. If calls are received after dark, local
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Section II. Vaccine Maintenance

law enforcement staff is available to accompany nurses into building if nurse is alone.
The staff person responding to the alarm would evaluate the situation, make necessary
adjustments or move vaccine to another location. The Hillsborough office has a
generator making the likelihood of problems in Hillsborough less likely. Vaccine from
Chapel Hill may be moved to Hillsborough or UNC Hospital as appropriate.

I. OCHD has an arrangement with UNC Hospital Pharmacy Support that allows
storage of OCHD vaccine there in the event of an emergency. If the situation
allows, the vaccine should be inventoried before taking to UNC. Vaccine is
packed in Styrofoam coolers (found in each pharmacy)-with ice packs. Varicella
vaccine is packaged separately with ice packs -and should be labeled as needing
to be frozen at 5*F (< 15*C). Each cooler -should be clearly labeled with “Orange
County Health Department vaccine”. Coolers -taken to UNC should be counted. A
phone call to Earl Smith, UNC Pharmacy Support, should be made if possible prior
to taking vaccine. He can best be reached through the UNC Hospital Operator. If
reaching Earl Smith is not possible, someone in a management position with
Pharmacy Support can be contacted. If phone lines are inaccessible, taking
vaccine directly to hospital to Pharmacy Support and explaining situation upon
arrival is acceptable. Staff may be unaware of the arrangement with the Health
Department, but can verify with their supervisors if necessary. Vaccine taken to
UNC Hospital should be picked up again as soon as possible. After movement of
varicella vaccine back to the Health Department, consult the vaccine management
division of the Immunization Branch regarding usable life of varicella vaccine after
movement.

II. Guidelines for the Use of Coolers for Vaccine Storage and Transport:

Orange County Health Department policy prohibits the use of coolers as a routine
method of storing vaccine. Coolers are to be used only for transporting vaccine, in the
event of an emergency when appropriate refrigeration is not available or accessible, and
during off-site clinics. When transporting vaccine to off-site clinics or between offices, the
vaccine and ice packs are placed in a cooler and taken directly to the destination.

During off-site clinics, coolers are to remain closed as much as possible and should
remain out of the sun. When transporting between offices, vaccine is placed into the
refrigerator or freezer immediately upon arrival. Varicella vaccine is never to be used in
off-site clinics and is transported only when absolutely necessary.- An adequate number
of ice packs are to be used to keep vaccine at an appropriate temperature. The
temperature range inside of the cooler must be maintained at 36*F to 46*F (2*C to 8*C).
A refrigerator thermometer must be placed inside each cooler with the vaccine. A log of
every opening of the cooler noting the temperature, times, and the initials of the
responsible party must be kept with each cooler. If a cooler remains unopened for an
extended period of time, the temperature must be checked and recorded every 2 hours.
If at any time the thermometer indicates temperatures outside of the acceptable range,
the vaccine is to be moved to a refrigeration unit, and a Community Services Section RN
should be notified as soon as possible. They will investigate whether the vaccine is
usable with the Immunization Branch. Vaccine must remain in the manufacturer’s box
during storage. Vaccine vials, prefilled syringes and boxed vaccine must be insulated
from ice packs using bubble wrap or polyfoam.
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Section II. Vaccine Maintenance
VACCINE ORDERING

UCVDP VACCINES PROVIDED BY STATE

Vaccines are ordered by one of the Community Health Services Section (CHSS) RNSs.
Guidelines outlined on the UCDVP Minimum Required Vaccine Ordering, Handling and
Storage Procedure, July, 2005 are followed.

At the end of each monthly inventory, an assessment is made to determine if vaccine
needs to be ordered based on anticipated use. Orders for State-supplied vaccine are
placed through the NCIR. No more than an anticipated 2-month supply of vaccine is
ordered. All vaccine is shipped to the Hillsborough office. Provider sites are identified
by the NCIR as “Orange County Health Department” for the Hillsborough site and
“Chapel Hill Orange County Health Department” for the site in Chapel Hill. When
varicella vaccine is ordered, staff likely to accept the package is alerted that varicella
vaccine is expected and reminded that it needs to be frozen immediately upon arrival.

HEALTH DEPARTMENT PURCHASED VACCINES

Vaccines purchased by the Health Department are ordered by the CHSS Nurse. Some
of these vaccines are ordered with the intent of providing them upon request for a fee
and some are ordered for specific groups. Vaccines ordered and stored to be available
upon request are:

» Hepatitis A Vaccine

» Hepatitis B Vaccine for those who do not qualify for free state vaccine

= Meningococcal Vaccine

* Influenza Vaccine

» Pneumococcal Polysaccharide (PPV23) Vaccine

= HPV vaccine

When the vaccine inventory indicates that these vaccines need to be ordered, the
Community Health Services Section Nurse calls the pharmaceutical company or goes to
their internet website, verifies current price and places the order. A Personal Health
Services Division (PHSD) requisition is then completed, specifically noting that the order
has already been placed and that the payment needs to come from OCHD pharmacy
account. Upon approval by the CHSS Supervisor, the PHSD requisition is then given to
the Personal Health Services Division (PHSD) Administrative Assistant, Susan
Wagoner. Once the vaccine arrives and the contents of the shipment are verified, the
packing slip is given to Central Administrative Services.

-1
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Section II. Vaccine Maintenance

Vaccines designated for specific group members are:

» Rabies Vaccine (pre-exposure only)

= Hepatitis B Vaccine (for which employer pays)

Pre-exposure Rabies Vaccine:

¢ Orange County Animal Services (OCAS) may purchase vaccine from OCHD for their
employees and affiliates, (i.e. Emergency Animal Rescue, Carrboro and Chapel Hill
Police, Animal Shelter and Animal Control staff). The OCAS contacts the CHSS nurse
to request a specific amount of vaccine and generates a purchase order after the CHSS
nurse assesses the total cost of the purchase. The CHSS nurse then orders the vaccine
and the order confirmation information is forwarded to OCAS by the OCHD
Administrative Section Supervisor or her designee. When the vaccine is delivered, the
packaging slip is submitted to the OCHD Administrative Section Supervisor. When the
invoice for the order arrives from the vendor, the invoice is forwarded to the OCAS
administrative staff for payment. The employees of the County office or affiliate must
make an immunization appointment in the OCHD clinic for vaccination.

+ Other animal service agencies, including wildlife management, animal rescue
services or veterinary practices, may purchase rabies vaccine for their staff. The agency
is to contact the CHSS nurse and requests a specific amount of vaccine. The CHSS
nurse checks the cost of vaccine from the vendor and notifies the agency of the total
cost of the vaccine. The agency then signs a purchase agreement which shows
agreement to pay for the vaccine and will submit a check covering the purchase of the
vaccine to the OCHD. The CHSS nurse will submit a PHSD requisition to the CHS
supervisor and order the vaccine from the vendor via telephone or internet upon receipt
of payment. (If the cost of the vaccine has changed since the time of the last quoted
price, before placing the order, the CHSS nurse will contact the agency to notify them of
the change and assess if the agency still wants to order vaccine at the new cost. If the
cost has increased, payment of the cost increase should be received before the CHSS
nurse places the order.) The CHSS Supervisor will sign the requisition and forward it to
the PHSD Administrative Assistant with the notation that the vaccine has already been
ordered. Once the vaccine arrives and the content of the shipment is checked, the
packing slip is then given to Central Administrative Services and the requesting agency
is notified of the vaccine’s arrival. . Upon arrival in the clinic, the employee must inform
OCHD Management Support at registration or during the financial interview that their
office/agency has paid for their vaccination, and name the specific agency that has
purchased the vaccine.

+ The Management Support financial staff will not bill OCAS or their affiliate, or office
or agency. No additional fee is required from that agency or office. Rabies vaccine is
maintained separately from state vaccines in the pharmacy refrigerator and labeled with
the name of the agency/office for which they are to be used.

Hepatitis B Vaccine: A supply of purchased Adult Hepatitis B vaccine is maintained at
both Health Department clinical sites. County departments, such as OC Sheriff
Department or Public Works, may submit a request to the CHSS Nurse asking that their
employees be provided Adult Hepatitis B Vaccine. The CHSS Nurse verifies the cost of
the purchased vaccine, informs the requesting department, and issues vouchers to that
department for vaccination. The employees of the County department must make an
immunization appointment in the OCHD clinic. Upon arrival in the clinic, the employee
presents their departmental voucher and informs OCHD Management Support that their
department is paying for their vaccination, naming the specific County department that is
responsible for payment. The Management Support financial staff will then bill the
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Section II. Vaccine Maintenance

appropriate department for the cost of the client’s vaccine. No administration fee or other
fee will be charged to that agency or office.

VACCINE ARRIVAL

When a package containing vaccine arrives, Central Administrative Staff accept the
package from the delivery service. The package is given to one of the Community
Service Section RNs if available. If not, the clinic charge nurse, any clinic nurse, or any
other nurse is given the package. In the total absence of a nurse, a lab tech or CHA
would be given the package. The package is checked for temperature acceptability and
the content is compared against the packing slip. The vaccine is appropriately stored in
the refrigerator or freezer and the packing slip place in the mailbox of one of the
Community Health Service Section nurses and a voicemail message is left for the nurse
stating that the vaccine has arrived.

11-3
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North Carolina Department of Health and Human Services

Division of Public Health

UCVDP VACCINE TRANSFER FORM

Demographic Data

Date of Transfer:

Person Completing Form:

Provider Transferring Vaccine:

Street Address: City:
Phone Number: ( ) Pin #:
(For Immunization Branch Use Only)
Provider Receiving Vaccine:
Street Address: City:
Phone Number: ( ) Pin #:

Vaccine(s) being transferred:

Vaccine Type EI ny/

Manufacturer/Lot#  Ayentis (1"0697_2“ >
DL =4

Expiration Date (Z/%@qm\ u

# of doses transferr@ 0535

Vaccine Type

Manufacturer/Lot #

Expiration Date

# of doses transferred

Vaccine Type

Manufacturer/Lot #

Expiration Date

# of doses transferred

Vaccine Type

Manufacturer/Lot #

Expiration Date

# of doses transferred

Vaccine Type

(For Immunization Branch Use Only)

Manufacturer/Lot #

Expiration Date

# of doses transferred

Vaccine Type

Manufacturer/Lot #

Expiration Date

# of doses transferred

Vaccine Type

Manufacturer/Lot #

Expiration Date

# of doses transferred

Vaccine Type

Manufacturer/Lot #

Expiration Date

# of doses transferred

Please call 1-877-873-6247 if you have any questions.

DHHS 4058 Immunization Branch 06/04, Rev. 06/05



Purpose:

To provide a generic method for immunization providers to report vaccine transfers between UCVDP

participants to the North Carolina Immunization Branch.

Preparation:

1. Complete the demographic data, including provider name and street address, for both the transferring

and receiving facilities.

2. Report all doses transferred, including multi-dose vials, single-dose vials, and manufacturers' pre-filled syringes.
Include vaccine type, manufacturer, lot number, expiration date and number of doses transferred.

3. Make a copy for your records.

Distribution:
Send form to: DHHS / DPH / Immunization Branch
1917 Mail Service Center
Raleigh, NC 27699-1917
or fax form to: 1-800-544-3058.
Disposition:

Retain a copy of the completed form for one year. The agency may destroy after one year if no longer needed.

Reordering:
User may copy form as needed or call 1-877-873-6247 or fax 1-800-544-3058 for more copies.



Section |1 Vaccine Maintenance
REFRIGERATOR/FREEZER ALARM SYSTEM

The pharmacy refrigerators and freezers are monitored by a temperature alert system. Once temperatures inside

the refrigerator or freezer move outside an acceptable range, the system is activated. An audible alarm sounds.

The alarm system notifies the system monitoring company when the alarm remains on for two minutes or longer.

The acceptable temperature range for the refrigerator is 36 fo 46 degrees Fahrenheit (2-8 degrees Celsius). The
acceptable temperature range for the freezer is 5 degrees Fahrenheit (-15 degrees Celsius) or below. The
freezer will automatically maintain a temperature that is no lower than -22 degrees.

DO NOT MOVE THE REFRIGERATOR OR FREEZER FROM ITS PRESENT POSITION. IF SO, THE TEMPERATURE PROBE
THAT IS CONNECTED TO THE TEMPERATURE DISPLAY BESIDE THE REFRIGERATOR AND FREEZER WILL DISLODGE.

PLEASE DO NOT MANIPULATE THE PROBES IN THE FREEZER OR REFRIGERATOR.

INDICATOR LIGHTS

Indicator lights on the command center keypad will alert you fo the status of the system. The keypad is located on
the wall outside the pharmacy door in both offices. When the system is ON, two lights appear in the upper left-
hand corner of the command center keypad. When the system is OFF, these lights are not visible. The AC light
should always be on. The AC light will blink during a power failure, indicating that the system is running on battery
back-up. A red light is present at #1 when the refrigerator temperature is too low. A red light is present at #2
when the refrigerator temperature is too high. A red light is present at #3 when the freezer temperatures are
out of range. When refrigerator and freezer temperatures are within range, these lights are not visible.

WHEN THE ALARM IS ACTIVATED

¢ When the alarm is audible, turn the system off by pressing 1,2 ENT

e Check the keypad to see which unit is out of range (#1 refrigerator temp. too low, #2 refrigerator temp. too
high, #3 freezer). Check the indicated unit to see why the alarm activated (i.e. refrigerator temperature too
low or too high). If you can, correct the situation and wait for the temperature(s) to return to an acceptable
range.

¢ When the temperatures have returned to an acceptable range, reactivate the alarm system by pressing
COMMAND 4 and again 1,2 ENT

e If the problem cannot be corrected, notify Judy Butler, Pam McCall or Sue Rankin. If none of these are
available advise the clinic manager for the respective site or Kathy Glassock.

e IF THE ALARM IS SOUNDING WHEN THE FIRST PERSON ARRIVES IN THE MORNING, ALSO NOTIFY
ONE OF THE ABOVE PERSONS EVEN IF THE PROBLEM IS CORRECTED. Follow-up with the monitoring
company may be needed.

MONITORING

The alarm system is monitored by the Security Central division of Security Concepts in Mebane. Their telephone
number is 1-800-762-4198. During regular working hours, if the alarm is activated for more than 2 minutes
without being turned off, Security Central will call the Health Department to alert staff to the problem. They may
ask for a security code. The Hillsborough code is D 20 6. The Chapel Hill code is D 72 6. After hours, staff
persons on the designated call list will be called at home. There are 3 persons on the list for each Health
Department site, based on the nearness of their home to the Health Department. If none of the 3 listed is
available, the Health Director is paged. If you need to come in after hours to deal with an
alarm/refrigerator/freezer situation and safety is an issue, feel free to call the appropriate law enforcement

agency and ask for someone to enter the building and stay with you.
G:immunizations/refrigerator alarm/alarm protocol, 5-18-01

Written 5/01 11-6
Last review/update 8/06



Refrigerated Vaccines Temper atur e Storage L og
Refrigerator logs must be maintained for 3 years.

Provider Name Month/Y ear
Use this log to record an AM and PM temperature check for DTaP, DTaP-Hep B-IPV, DT Pediatric, Td Adult, Hep A, Hep B, Hep
AJ/B, Hib, EIPV, Pneumococcal Conjugate (PCV7), Influenza, Pneumococcal Polysaccharide (PPV23). Refrigerated vaccines should
be kept on the middle shelf of the refrigerator between 2° C to 8° C (36°F to 46°F) with an optimum temperature of 5°C (40 °F). To
get an accurate reading, keep a thermometer on the same shelf as the vaccine. Refrigerated vaccines must not be exposed to
temperatures below 2° C (36°F) at anytime!

The temperature range is 2°, 3°, 4°, 5°, 6°, 7°, 8° C (36°, 37°, 38°, 39°, 40°, 41°, 42°, 43°, 44°, 45°, and 46° F).
AM Temperature PM Temperature Room Temperature | Comments

°C or °F (Circle One) | °C or °F (Circle One) | °C or °F (Circle One) | Optimum of 5°C (40 ° F

Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

****Alert! Action must be taken if you find temperatures outside of the temperature range of 2° C to 8° C (36° F to 46 ° F). Before
using the vaccine, call the Immunization Branch immediately at 1-877-873-6247.

Store refrigerated vaccines on the middle shelf with the thermometer. Never store vaccine in the door, on the bottom of the refrigerator,
or on the top shelf of the refrigerator. If vaccine must be stored in a spot other than the middle shelf, ensure a thermometer is placed in
that location and the temperature is checked there as well. Call the Immunization Branch at least four months before the expiration
date if you have vaccine that you will not use before it expires for locations to redistribute.

Keep empty space in the refrigerator filled with_iugs of water to help regulate t_emﬁeratures as well as maintain refrigerator temperatures
in t?}e %vent of a power outage or mechanical failure. Diluents may be stored in the door of the refrigerator, but never store vaccines
in the door.

Do not store vaccine in the same refrigerator or freezer as food or biological specimens.



Section II. Vaccine Maintenance

VACCINE WASTAGE/RETURN

Doses of vaccine that are wasted are to be reported to the one of the Community
Health Services Section nurses. This report may be verbal or written and should
include:

type of vaccine

# of doses wasted

reason wasted

date wastage occurred

manufacturer name

log number

expiration date

State-supplied vaccine that has expired or is otherwise unusable is returned to
the N.C. Immunization Branch. Before removing the vaccine from the refrigerator
or freezer, the Immunization Branch is called at 1-800-344-0569 to verify that the
vaccine is unusable. Viable vaccine is never sent back. One of the
Community Services Nurses is responsible for returning expired/unusable
vaccine. A “Wasted/Expired Vaccine Report” is completed whenever vaccine is
returned. Vaccine is packaged and returned per directions from the
Immunization Branch at Immunization Branch Materials Area, 2226 Capitol Blvd.,
STE A, Raleigh, NC 27690-7482.

Doses of State-supplied vaccine that have been wasted are subtracted from the
NCIR inventory by one of the Community Health Services nurses designated as
an NCIR administrator.

Updated 8/06



WHICH OFFICE? SHSC / WHITTED

DATE | VACCINE | MANUFACTURER | EXP. | REASON FOR SIGNATURE
& LOT NO. DATE | WASTAGE




Section 11 North Carolina Department of Health and Human Services Vaccine Maintenance
Division of Public Health
WASTED/EXPIRED VACCINE REPORT

Provider Name: Orange County Health Dept.  Person Completing Form: Six digit PIN #
(For Immunization Branch Use)

Provider Federal ID #: Hillshorough = 56-6000-327-01 Phone #: 245-2400 Date Reporting
(circle one) Chapel Hill = 56-6000-327-02
Please return all opened and unopened wasted/expired vaccines. Do not return drawn vaccine. See instructions in manual.

for Immunization Branch’s Use)

Vaccine # Estimated # | Total Date Vaccine’s | Date # of
Type Unopened | of doses left | Doses | Wastage Vaccine’s Expiration ﬁ?ﬁi‘l‘éed & \l'/'?;:ge“e"
vials x in opened Wasted | Occurred Reason Wastage Occurred Manufacturer & Lot # Date Returned
doses per | vials
vial

Documentation of precautions agency is taking to ensure that vaccine will not be wasted in this manner in the future:

H: personal health/immunizations/immunization protocols/wasted-expired vaccine report
Complete report and return all open and unopened vials and manufacturer’s pre-filled syringes if spoiled or expired vaccine. DO NOT return drawn or viable vaccines. Place wasted/expired vaccine (including opened partial
vials) in a plastic bag with the completed report form. Keep a copy of the report for your records. Package non-viable vaccine in foam container (no need to keep cool) and return to:
Call 1-800-344-0569 for information re. returning vaccine. Immunization Branch Materials Area
Fax 1-800-544-3058 to send this report 2226 Capital Blvd STE A
Raleigh NC, 27690-7482



Provider Name

Provider Federal ID Number

North Carolina Department Health and Human Services
Division of Public Health

WASTED/EXPIRED VACCINE REPORT

Person Completing Form

Phone Number

Six Digit PIN #

(For Immunization Branch Use)

Date Reporting

Please return all opened and unopened wasted/expired vaccines. Do not return drawn vaccine. See reverse for further instructions.

For Immunization Use

VACCINE | #UNOPENED # OF TOTAL REASON WASTED DATE MANUFACTURER LOT # | EXPIRATION DATE # OF
TYPE FULLVIALS x | ESTIMATED DOSES WASTAGE NAME DATE RECEIVED | UNOPENED
DOSES PER DOSES WASTED OCCURRED & VIALS FOR
VIAL LEFT IN INITIALS RETURN
OPENED
VIAL(S)
EXAMPLE | 1 vial x Tray fell on the floor and vials broke.
EIPV 10 doses = 10 3 doses 13 doses Vaccine disposed of at facility. 2/23/01 Aventis T0697-2 | 7/3/03

Document below what precautions your agency is taking to ensure that vaccine will not be wasted in this manner in the future.

DHHS #3974  IMMUNIZATION BRANCH (5/03) Rev (4/02)




Purpose: To provide a generic method for immunization providers to report wasted/expired vaccine to the North Carolina Immunization Branch.

Preparation: 1. Complete the form following the example. Include provider name and federal ID number.
2. Return all open and unopened vials and manufacturer’s pre-filled syringes of spoiled or expired vaccine.
3. Do not return drawn vaccine. Dispose of the vaccine at your facility. Document on this form the vaccine was wasted and disposed of at your
facility.
4, Place wasted/expired vaccine (even opened partial vials) in a plastic bag with the completed form.
d. Make a copy for your records.

Distribution:  Send the wasted/expired vaccine and form to:
Immunization Branch Materials Area
2226A Capital Blvd.
Raleigh, NC 27604
Disposition:  Retain a copy of the completed form for one year or destroy when agency need ends.

Reordering:  User may copy form as needed or call 1-877-873-6247 or fax 1-800-544-3058 for more copies.

If you have vaccine you can not use before its expiration date, call us at least four (4) months prior to the expiration date. Do not return viable vaccine.
Call 1-877-873-6247 if you have any questions.



NC Pandemic Influenza

Purpose:

Instructions:
Report Period:
Provider Name:

Address:
Page of :
Contact Person:

Patient Name:

Birth Date:
Eligibility/ Insurance:
Service Date:

Dose 1 or 2:

Risk Category:
Column Totals:

Preparation:

Disposition:
Ordering:

Plan Appendix C-4
Instructions for Influenza Vaccine Doses Administered Worksheet

To provide systematic reporting of influenza vaccine administered during a Pandemic Influenza period. Accurate
administration data will provide support for reallocation and redistribution of influenza vaccine.

Fill in blanks to indicate the week, month and year report covers.

Record the official name of your FACILITY on every page of the report. The physician's name associated with the facility
should not be listed as the facility name. For off-site or community clinics use the name of the provider/facility that coordinated
the event.

Include Street address, Post Office Box, City and County of Facility.

Number every page. Include total number of pages on the first and last pages submitted, i.e., "Page 1 of 24", Page 24 of 24."
Print the name and telephone number of the contact person 1) whose responsibility it is to ensure the logs are received by the
Immunization Branch on a weekly basis during the Pandemic Period and 2) whom you want the Immunization Branch to call
with questions. Document on the first page only.

Legibly print the full name of the patient in the appropriate areas for last name, first name, and middle initial.

Record birth date as "MM/DD/YR" i.e., 11/20/31.

Document whether reimbursement for vaccination is provided by Medicaid Part B, other types of insurance or self pay.
Record service date as "MM/DD/YR" i.e., 10/15/00.

Document whether the vaccine given is the first or second dose. (This area can be used to assist with tracking and follow-up
efforts if a second dose is required to enhance vaccine efficacy)

Record which high-risk priority level the patient is associated with as determined by the ACIP, state-specified
recommendations and county risk priority levels.

Total the number of Medicaid Part B and Private or Self Pay recipients. Total the number of dose 1 and dose 2 vaccines
administered. Also, total the number of persons receiving vaccine in each Risk Category.

Complete the report and return to the Immunization Branch after every "Special Vaccine Administered Event" or every Friday
during the Pandemic Period.

Mail completed forms to:

Pandemic Influenza Coordinator

Immunization Branch

1916 Mail Service Center

Raleigh, NC 27699-1916

Courier 56-23-01

Fax 800-544-3058

Obtain copies until the Pandemic Event is declared over by the Centers for Disease Control and Prevention.

Additional copies of this form can be obtained by completing an Immunization Materials Requisition Order Form or by calling
800-344-05609.



NC Pandemic Influenza Plan

Appendix C-3

Influenza Vaccine Doses Administered

Worksheet
Report Period Page of
Contact Person

week month year Contact Phone ( ) -
Provider Name
Street Address City County

Patient Name Birth Date Eligibility/ Service Date Dose 1 Dose 2 | Priority Group

Last, First, Ml MM/DD/YR Insurance MM/DD/YR or High Risk?
(specify)

Non-Medicaid Private

Part B

Self Pay

Column Totals:

Rev. 9/04



IMPORTANT NOTICE TO ALL PATIENTS

Please tell staff inmediately if you have flu symptoms

Flu symptoms include fever, headache, tiredness, dry cough, sore throat, nasal congestion and body aches.

Cover Your Cough and Sneeze
m Use a tissue to cover your mouth and nose when you cough
or sneeze.

m Drop your used tissue in a waste basket.
® You may be asked to wear a mask if you are coughing or sneezing.

and

Clean Your Hands
m Wash your hands with soap and warm water or clean with
gels or wipes with alcohol.

m Cleaning your hands often keeps you from spreading germs.
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Stop the spread of germs that make youand others sick!

Cover your mouth
and nose with a
tissue when you §\
cough or sneeze
or
cough or sneeze into

your upper sleeve,
not your hands. 4

_ 7

Put your used tissue in
the waste basket.

You may be asked to @
put on a surgical mask
to protect others. ’ ]

Clean =~ " —
Hands ===z

after coughing or sneezing. clean with
alcohol-based | -
hand cleaner.
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iDetén el contagio de gérmenes que te enferman a tiy a otros!

Cubrete

/]

\_

ltoser

-

s
cUbrete con la parte
superior del brazo cuando
tosas o estornudes, no
con las manos.

\.

-

Cubrete la boca y la nariz
con un panuelo cuando
tosas o estornudes

(0]

Tira el panuelo usado
a la basura.

Lavate
s MANOS

después de toser

oestornudar.

I

Quiza te pidan que uses
una mascara quirargica
para proteger a otros.

Lavate las manos con
agua tibia y jabon

utiliza un limpiador
de manos a base
de alcohol.

N SERVICE

Minnesota
o Antibiotic
« | Resistance

MINNESOTA

Minnesota Department of Health
717 SE Delaware Street

@
g
5
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2

4,
&
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MDH

DEPARTMENT of HEALTH

Minneapolis, MN 55414
612-676-5414 or 1-877-676-5414
www.health.state.mn.us
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Attachment T

Orange County Health Department
Continuity of Operations Plan
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Appen 2: Pan Flu Plan
Attachment S

Facility Name Contact Information

A TODDLER'S PLACE

ABUNDANT LIFE
CHRISTIAN ACADEMY

ADELL'S INFANT AND
TODDLER CARE

ALISON'S HOUSE

AMITY NURSERY AND
DAY CARE

ANDREA'S DAYCARE

ANN BARKLEY DAY
CARE HOME

AROUND THE CLOCK
DAYCARE

AUNT RENI'S DAY
CARE

BARBARA LATTA DAY
CARE HOME

Marie Turner Five Star Center License
1620 MARTIN LUTHER KING

CHAPEL HILL, NC 27514

(919) 932-6895

Debbie Winkler GS 110-106
512U S 70

HILLSBOROUGH, NC 27278

(919) 732-6460

Adell Paisant Two Star Family CC Home
928 WHITE ROCK CHURCH License
RD

CHAPEL HILL, NC 27514
(919) 933-8602

Alison Robertson Five Star Family CC Home
101 CYNTHIA DRIVE License

CHAPEL HILL, NC 27514

(919) 929-6413

Kristin Tinnen Three Star Center License
825 ESTES DRIVE

CHAPEL HILL, NC 27514

(919) 929-6149

Andrea Leroux One Star Family CC Home
3508 ALEX DRIVE License

HILLSBOROUGH, NC 27278

(919) 241-3243

Dorothy “Ann” Barkley Four Star Family CC Home
100 ELDERBERRY DR License

CHAPEL HILL, NC 27514

(919) 967-3739

Kimberly Lynn Prov FCCH License
614 COUNCIL LN

CHAPEL HILL, NC 27516

(919) 942-2162

Marinda Morrow Four Star Family CC Home
501 N NASH ST License

HILLSBOROUGH, NC 27278

(919) 883-4785

Barbara Latta Two Star Family CC Home
3315 EDMUND LATTA RD License

HILLSBOROUGH, NC 27278

(919) 732-3749

Page 1 of 12



http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000297
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000149
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000149
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000189
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000189
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000019
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000039
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000039
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000407
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000075
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000075
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000320
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000320
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000301
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000301
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805128
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805128
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BEVERLY
YARBOROUGH'S DCH

BLOSSOMS HOME
DAY CARE

BRIGHT KIDS
PRESCHOOL AND
LEARNING CENTER

BROOKS DAY CARE
CENTER

BUILDING BLOCKS
DAY CARE

BUTTONS & BOWS

CAMERON PARK
ELEMENTARY
AFTERSCHOOL
PROGRAM

CAROLINA FRIENDS
CAMPUS EARLY
SCHOOL

CARRBORO EARLY
SCHOOL

CARRBORO SCHOOL
AGE CARE PROGRAM

CARRBORO UNITED
METHODIST CHILD
CARE CENTER

Beverly Yarborough

516 W ROSEMARY ST
CHAPEL HILL, NC 27516
(919) 929-1100

Margaret Shelton Foushee
402 PRITCHARD AVE
CHAPEL HILL, NC 27516
(919) 933-1014

Janice Waters

9009 HABITAT CIRCLE
CHAPEL HILL, NC 27516
(919) 929-5932

Kimberly Johnson

814 FAUCETTE MILL RD
HILLSBOROUGH, NC 27278
(919) 732-2633

Lynne Snell

3627 HWY 57
HILLSBOROUGH, NC 27278
(919) 245-3221

Dorothy Harris

101 GLOSSON CIRCLE
CARRBORO, NC 27510
(919) 929-6902

Orange County School

240 E SAINT MARYS STREET

HILLSBOROUGH, NC 27278
(919) 732-4166

Libby Pendergrast
4809 FRIENDS SCHOOL
ROAD

DURHAM, NC 27705
(919) 383-6602

Rosalind Council

310 LLOYD ST
CARRBORO, NC 27510
(919) 929-9998

Orange County School
400 SHELTON ST
CARRBORO, NC 27510
(919) 968-3652

Jackie Whitfield

200 HILLSBOROUGH ROAD
CARRBORO, NC 27510
(919) 929-5143

Three Star Family CC Home
License

Five Star Center License

One Star Family CC Home

License

Three Star Center License

Four Star Family CC Home

License

Two Star Family CC Home
License

Five Star Center License

Four Star Center License

Five Star Center License

Five Star Center License

Four Star Center License

Page 2 of 12



http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000368
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000368
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000066
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000066
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000412
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000412
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000412
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6851593
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6851593
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000306
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000306
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000095
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000398
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000398
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000398
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000398
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855104
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855104
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855104
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000264
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000264
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855134
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855134
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6851382
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6851382
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6851382
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CEDAR GROVE DAY
CARE CENTER

CENTRAL
ELEMENTARY HEAD
START

CENTRAL
ELEMENTARY
SCHOOL
AFTERSCHOOL
PROGRAM

CHAPEL HILL
CHILDREN'S CARE

CHAPEL HILL CO-OP
PRESCHOOL

CHAPEL HILL CO-OP
PRESCHOOL INFANT
& TODDLER CTR

CHAPEL HILL DAY
CARE CENTER

CHERYL'S INFANT &
TODDLER
PRESCHOOL

CHILDREN'S CAMPUS
OF CHAPEL HILL

CHILDREN'S CENTER
AT CAROL WOODS

CHILDREN'S
LEARNING CENTER

Wandra Richardson
HIGHWAY 86 NORTH
HILLSBOROUGH, NC 27278
(919) 732-9223

Martha Monroe

154 HAYES STREET
HILLSBOROUGH, NC 27278
(919) 732-3622

Orange County School

154 HAYES STREET
HILLSBOROUGH, NC 27278
(919) 732-3622

Sujata Shah

109 ST THOMAS DR
CHAPEL HILL, NC 27517
(919) 370-9082

Susan Schenck

106 PUREFOY ROAD
CHAPEL HILL, NC 27514
(919) 942-3955

Marguerite Stimpson
110 N ELLIOTT RD
CHAPEL HILL, NC 27514
(919) 942-0220

Pam Davis

401 KILDAIRE ROAD
CHAPEL HILL, NC 27514
(919) 929-3585

Cheryl Alston

202 JUBILEE DR
CHAPEL HILL, NC 27516
(919) 933-8634

Lisa Marconi

110 KINGSTON DR
CHAPEL HILL, NC 27514
(919) 967-5020

Laurie Hart

7511 SUNRISE ROAD
CHAPEL HILL, NC 27514
(919) 960-5859

Judy O’Connell

500 NORTH NASH STREET
HILLSBOROUGH, NC 27278
(919) 644-6590

Three Star Center License

Three Star Center License

Four Star Center License

Four Star Family CC Home

License

Five Star Center License

Five Star Center License

Five Star Center License

Five Star Family CC Home

License

Five Star Center License

Five Star Center License

Five Star Center License

Page 3 of 12



http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855047
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855047
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000386
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000386
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000386
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000396
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000396
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000396
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000396
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000396
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000402
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000402
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6851103
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6851103
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000180
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000180
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000180
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000135
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000135
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000332
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000332
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000332
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000283
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000283
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000305
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000305
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000384
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000384
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CHILDREN'S
UNIVERSITY OF
CHAPEL HILL

CHRISTINE WANG
CHILD CARE HOME

COMMUNITY SCHOOL
FOR PEOPLE UNDER
SIX

CREATIVE
PRESCHOOL

DIANNE DAVIS DAY
CARE HOME

DIAS FELICES

EDWARDS DAY CARE

EFLAND CHEEKS
ELEMENTARY HEAD
START

EFLAND CHEEKS
ELEMENTARY
SCHOOL
AFTERSCHOOL
PROGRA

EMERSON WALDORF
SCHOOL

Lisa McEntyre

1702 LEGION RD
CHAPEL HILL, NC 27517
(919) 967-9248

Christine Wang

1709 FOUNTAIN RIDGE RD
CHAPEL HILL, NC 27514
(919) 942-6469

Anna Mercer-McLean
400 CALDWELL ST EXT
CHAPEL HILL, NC 27516
(919) 929-1543

Paula Jones

4803 GOVERNOR UMSTEAD
RD

EFLAND, NC 27243

(919) 563-3103

Dianne Davis

319 DAVIS RD
HILLSBOROUGH, NC 27278
(919) 732-3813

Sonja Rajo

108 WOODCREST DRIVE
CHAPEL HILL, NC 27516
(919) 619-3890

Ruth Edwards

222 KNOLLS STREET
CHAPEL HILL, NC 27514
(919) 942-2434

Martha Monroe
4401 FULLER ROAD
EFLAND, NC 27243
(919) 563-5112

Orange County School
4401 FULLER ROAD
EFLAND, NC 27243
(919) 563-5112

Robin Olson

6211 NEW JERICHO ROAD
CHAPEL HILL, NC 27516
(919) 967-3362

Five Star Center License

Four Star Family CC Home
License

Five Star Center License

Five Star Family CC Home
License

One Star Family CC Home

License

One Star Family CC Home

License

Four Star Center License

Five Star Center License

Four Star Center License

Three Star Center License
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http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000411
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000411
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000411
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000101
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000101
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855011
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855011
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855011
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000182
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000182
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805312
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805312
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000421
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855121
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000372
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000372
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000372
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000399
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000399
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000399
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000399
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000399
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855120
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855120
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ENRICHMENT
CENTER FOR
SCHOOL AGE
CHILDREN

EPHESUS
ELEMENTARY PRE-
K/HEAD START

EPHESUS SCHOOL-
AGE CARE PROGRAM

ESTES CHILDREN'S
COTTAGE

ESTES HILLS
SCHOOL-AGE CARE
PROGRAM

FAIRVIEW CHILD
AND FAMILY CENTER

FIRST START CHILD
CARE

FRANK PORTER
GRAHAM CHILD
DEVELOPMENT

CENTER

FRANK PORTER
GRAHAM
ELEMENTARY PRE-K

FRANK PORTER
GRAHAM SCHOOL-
AGE CARE PROGRAM

GLENWOOD EL
SCHOOL-AGE CARE
PROGRAM

CHCCS

106 NORTH ROBERSON
STREET
CHAPEL HILL, NC 27516
(919) 967-5323

CHCCS

1495 EPHESUS CHURCH RD

CHAPEL HILL, NC 27514
(919) 929-8715

CHCCS

1495 EPHESUS CHURCH
ROAD
CHAPEL HILL, NC 27516
(919) 929-8715

Cathy Tuttle

200 NORTH ESTES DRIVE

CHAPEL HILL, NC 27514
(919) 942-8485

CHCCS
500 ESTES DRIVE
CHAPEL HILL, NC 27514
(919) 967-8211

Katharine Cannon
125 LAWNDALE DR

HILLSBOROUGH, NC 27278

(919) 643-4000

Judy Morgan

322 MACE ROAD
MEBANE, NC 27302
(336) 639-1999

Maggie Connell
105 SMITH LEVEL ROAD
CHAPEL HILL, NC 27514
(919) 966-4713

CHCCS
101 SMITH LEVEL ROAD
CHAPEL HILL, NC 27516
(919) 942-6491

CHCCS

HIGHWAY 54 BY PASS
CHAPEL HILL, NC 27514
(919) 967-8211

CHCCS
PRESTWICK ROAD
CHAPEL HILL, NC 27514
(919) 967-8211

Four Star Center License

Five Star Center License

Five Star Center License

Five Star Center License

Three Star Center License

Five Star Center License

Two Star Family CC Home

License

Five Star Center License

Five Star Center License

Five Star Center License

Five Star Center License
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http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855092
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855092
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855092
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855092
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000337
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000337
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000337
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855080
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855080
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000393
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000393
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855099
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855099
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855099
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000326
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000326
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000391
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000391
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6852742
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6852742
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6852742
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6852742
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000417
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000417
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000417
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855079
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855079
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855079
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855100
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855100
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855100
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GLENWOOD PRE-
K/HEAD START

GOODY'S ANGELS

GRADY BROWN
ELEMENTARY
SCHOOL AGE CARE
PROGRAM

HAPPY DAY NURSERY
AND DAY CARE

HAPPYLAND CHILD
CARE

HILL TOP NURSERY
DAY CARE HOME

HILLSBOROUGH
ELEMENTARY
SCHOOL
AFTERSCHOOL
PROGRAM

HOLMES CHILD CARE

HOLY FAMILY DAY
CARE CENTER

JANICE 'S
PRESCHOOL
PROGRAM

KAMELA'S KIDDIE
CARE

Jill Kerr

PRESTWICK RD

CHAPEL HILL, NC 27514
(919) 968-3473

Renee Allen

181 LAWNDALE AVE
HILLSBOROUGH, NC 27278
(919) 241-3272

Orange County School
1100 NEW GRADY BROWN
ROAD

HILLSBOROUGH, NC 27278
(919) 732-4166

Maddie Wardsworth
107 LAUREL AVENUE
CARRBORO, NC 27510
(919) 967-2016

Annie Graves

6319 INDUSTRIAL DR
MEBANE, NC 27302
(336) 578-0388

Christine Campbell
100 ROBERTS ST
CARRBORO, NC 27510
(919) 969-6732

Orange County School

402 E KING STREET
HILLSBOROUGH, NC 27278
(919) 732-4166

Althea Alston

216 N ROBERSON ST
CHAPEL HILL, NC 27514
(919) 942-5493

Karen Carr

200 HAYES RD

CHAPEL HILL, NC 27517
(919) 929-5004

Janice Chavious

208 NC 86 N
HILLSBOROUGH, NC 27278
(919) 245-3750

Kamela Godfrey

106 BONAPARTE DR
HILLSBOROUGH, NC 27278
(919) 732-6356

Five Star Center License

Three Star Family CC Home

License

Three Star Center License

Five Star Center License

Three Star Center License

Three Star Family CC Home

License

Five Star Center License

Four Star Center License

Three Star Center License

Four Star Family CC Home

License

Five Star Family CC Home
License
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http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000018
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000018
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000331
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000389
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000389
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000389
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000389
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855122
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855122
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000273
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000273
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000094
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000094
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000397
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000397
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000397
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000397
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000397
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000329
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000316
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000316
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000262
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000262
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000262
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000318
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000318
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KID'S GARDEN

KID'S INC./KAREN
SNELL'S DAY CARE
HOME

KIDDIE KARE |

KIDS KARE INC.

KIMBER'S CHILD
CARE CENTER

KINDER CARE
LEARNING CENTER
#861

LIL TREASURES DAY

CARE

LITTLE TEDDIES DAY

CARE 11

LITTLE TEDDIES DAY

CARE, INC.

LOVING HEART DAY

CARE

MASTER'S GARDEN

PRESCHOOL

Catalina Sierra

301 SONOMA WAY
CHAPEL HILL, NC 27516
(919) 942-6765

Karen Snell

413 LAKESHORE DRIVE
HILLSBOROUGH, NC 27278
(919) 732-6098

Mary Beth Evans
7823 LEBANON ROAD
MEBANE, NC 27302
(919) 563-3158

Helen Haynes

9000 HABITAT CIRCLE
CHAPEL HILL, NC 27516
(919) 933-3096

Rachel Kimber

302 WEST CORBIN ST
HILLSBOROUGH, NC 27278
(919) 732-0800

CHCCS
210 SOUTH ELLIOTT ROAD
CHAPEL HILL, NC 27514
(919) 942-7223

Shawn Tate

554 NASH STREET
HILLSBOROUGH, NC 27278
(919) 732-8242

Norma Bell

8800 SEAWELL SCHOOL RD
CHAPEL HILL, NC 27516
(919) 967-5093

Norma Bell

1323 MEADOW LN
CHAPEL HILL, NC 27516
(919) 942-5265

Barbara Jones

303 THOMPSON COURT
HILLSBOROUGH, NC 27278
(919) 245-3655

Tammy Oliver

7500 SCHLEY ROAD
HILLSBOROUGH, NC 27278
(919) 732-3449

Four Star Family CC Home
License

Three Star Family CC Home

License

Two Star Center License

Two Star Family CC Home

License

Three Star Center License

Two Star Center License

Four Star Center License

Four Star Center License

Three Star Center License

Five Star Family CC Home

License

GS 110-106

Page 7 of 12



http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000405
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000137
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000137
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000137
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855082
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000344
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000231
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000231
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855067
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855067
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855067
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000350
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000350
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000336
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000336
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000184
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000184
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000309
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000309
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000414
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000414
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MCDOUGLE
ELEMENTARY
PREK/HEAD START

MCDOUGLE SCHOOL
AGE CARE PROGRAM

MELISSA'S DAY CARE

CENTER

Ml CASITA HOME
DAY CARE

MI ESCUELITA

SPANISH IMMERSION

PRESCHOOL

MT. HERMON DAY
CARE

MUNDO PEQUENO
EARLY CHILDHOOD
BILINGUAL SCHOOL

MYRNA BIGGS DAY
CARE HOME

NEGEST KINTE'S
SMALL DAY CARE
HOME

NEW HOPE
ELEMENTARY HEAD
START

NEW HOPE
ELEMENTARY
SCHOOL AGE CARE
PROGRAM

Jill Kerr

800 OLD FAYETTEVILLE ROAD
CHAPEL HILL, NC 27516
(919) 969-2435

CHCCS

OLD FAYETTEVILLE RD
CARRBORO, NC 27516
(919) 967-8211

Lisa Yarborough

6506 LEBANON ROAD
MEBANE, NC 27302
(919) 563-1169

Martha Calle

309 SONOMA WAY
CHAPEL HILL, NC 27516
(919) 357-0275

Claudia Ladina

405 SMITH LEVEL RD
CHAPEL HILL, NC 27516
(919) 969-7949

Wendi Truitt

HWY 10 & MT HERMON
CHURCH RD

DURHAM, NC 27705
(919) 383-3719

Claudia McLoughlin

806 CHRISTOPHER ROAD
CHAPEL HILL, NC 27514
(919) 967-0558

Myrna Biggs

227 GOV BURKE RD
HILLSBOROUGH, NC 27278
(919) 732-7310

Negest Kinte

102 JAMES STREET
CARRBORO, NC 27510
(919) 942-7775

Jill Kerr

1900 NEW HOPE CHURCH
ROAD

CHAPEL HILL, NC 27514
(919) 942-9696

Orange County School

1900 NEW HOPE CHURCH Rd
HILLSBOROUGH, NC 27514
(919) 942-9696

Five Star Center License

Five Star Center License

Three Star Center License

One Star Family CC Home

License

Four Star Center License

GS 110-106

Five Star Center License

One Star Family CC Home
License

Five Star Family CC Home
License

Five Star Center License

Five Star Center License
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http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000381
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000381
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000381
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000150
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000150
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000173
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000173
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000423
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000423
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000267
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000267
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000267
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855124
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855124
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000225
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000225
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000225
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805072
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805072
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000050
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000050
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000050
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000373
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000373
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000373
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000388
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000388
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000388
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000388
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ONE TWO BUCKLE
MY SHOE

ORANGE CHATHAM
EARLY SCHOOL

PATHWAYS
ELEMENTARY PRE-K

PATHWAYS
ELEMENTARY
SCHOOL AGE
PROGRAM

PHASE DAY CARE

RASHKIS
ELEMENTARY PRE-
K/HEAD START

RASHKIS SCHOOL
AGE CARE PROGRAM

SCROGGS SCHOOL
AGE CARE PROGRAM

SEAWELL
PRESCHOOL

SEAWELL SCHOOL-
AGE CARE PROGRAM

SMALL PEOPLE
CHILD CARE CENTER

Erma Jacobs

2406 NEVILLE RD
CHAPEL HILL, NC 27516
(919) 942-0649

Rosalind Council

1740 SMITH LEVEL ROAD
CHAPEL HILL, NC 27516
(919) 928-9145

Martha Monroe
431 STROUDS CREEK

HILLSBOROUGH, NC 27278

(919) 732-9136
Orange County School

431 STROUDS CREEK ROAD
HILLSBOROUGH, NC 27278

(919) 732-9136

Faye West

121 OVERLAND DR
MEBANE, NC 27302
(919) 563-0285

Jill Kerr
601MEADOWMONT LN
CHAPEL HILL, NC 27517
(919) 918-2160

CHCCS

601 MEADOWMONT LANE
CHAPEL HILL, NC 27517
(919) 918-7165

CHCCS
501 KILDAIRE RD
CHAPEL HILL, NC 27516
(919) 967-8211

Jill Kerr

SEAWELL SCHOOL ROAD
CHAPEL HILL, NC 27514
(919) 967-4343

CHCCS
SEAWELL SCHOOL ROAD
CHAPEL HILL, NC 27516
(919) 967-4343

Shamartha Paisant

922 WHITE ROCK CHURCH Rd

CHAPEL HILL, NC 27514
(919) 960-0777

Four Star Family CC Home

License

Five Star Center License

Five Star Center License

Five Star Center License

Two Star Family CC Home

License

Five Star Center License

Five Star Center License

Five Star Center License

Four Star Center License

Five Star Center License

Three Star Center License
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http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000257
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000257
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000395
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000395
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000374
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000374
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000354
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000354
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000354
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000354
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000270
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000338
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000338
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000338
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000341
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000341
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000236
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000236
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855139
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855139
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855138
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6855138
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000277
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000277
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SPANISH FOR FUN
ACADEMY

SUNRISE CORNER AT
HORIZONS

TALENTOS

THE CENTER OF
LOVE

THE LITTLE SCHOOL
OF HILLSBOROUGH

THE WRIGHT PLACE

TINY STEPS-
(PASITOS)

TINY TOTS

TINY TOTS TOO

UNIVERSITY
CHILDREN LEARNING

CENTER, LLC

VICTORY VILLAGE
DAY CARE CENTER
INC.

Adriana Martinez

1001 S COLUMBIA STREET
CHAPEL HILL, NC 27516
(919) 969-9055

Deborah Morton

400 ROBERSON ST
CARRBORO, NC 27510
(919) 966-9803

Lucy Rodriguez
306 PLUM LANE
CHAPEL HILL, NC 27517
(919) 338-2561

Sandra Keith

802 MILLER RD
HILLSBOROUGH, NC 27278
(919) 732-7511

Crista Niven

200 DAVIS ROAD
HILLSBOROUGH, NC 27278
(919) 644-1818

Felicia Roberson/Jennifer
Dock

318 N NASH STREET
HILLSBOROUGH, NC 27278
(919) 732-4586

Nidia Mercado

4 BYPASS LANE
CHAPEL HILL, NC 27517
(919) 928-0024

Dreama Caldwell

323 CRAWFORD RD
HILLSBOROUGH, NC 27278
(919) 732-3102

Rusti Sharpe

2711 HWY 86 S
HILLSBOROUGH, NC 27278
(919) 245-3101

CHCCS
1804 HOMESTEAD ROAD
CHAPEL HILL, NC 27516
(919) 370-9082

Jeanne Wakefield

130 FRIDAY CENTER DR
CHAPEL HILL, NC 27514
(919) 929-2662

Four Star Center License

Five Star Center License

Four Star Family CC Home

License

Two Star Family CC Home
License

Four Star Center License

Four Star Family CC Home
License

Four Star Center License

Temporary License

Temporary License

One Star Family CC Home

License

Five Star Center License
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http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000299
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000299
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000304
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000304
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000404
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000175
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000175
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000380
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000380
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000310
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000287
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000287
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000427
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000429
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000431
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000431
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000431
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000204
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000204
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000204
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Virginia Patillo One Star Family CC Home
VIRGINIA PATILLO 110 GLOSSON CIRCLE License
DAY CARE HOME CARRBORO, NC 27510

(910) 929-6631

Charlene Wade Four Star Center License
WADE'S CHILD CARE 7619 US 70 EAST
CENTER MEBANE, NC 27302

(919) 563-5081

Charlene Wade Four Star Center License
WADE'S CHILD CARE |2517 MILL CREEK ROAD
CENTER # 2 MEBANE, NC 27302

(919) 304-4358

Layne Mottola/Garland Five Star Center License
WEAVER DAIRY Hattman
COMMUNITY 124 WEAVER DAIRY ROAD
PRESCHOOL CHAPEL HILL, NC 27514

(919) 932-1300

Wendy Young Three Star Family CC Home
YOUNG'S UNLIMITED 407 N HASSEL STREET License
DAY CARE HILLSBOROUGH, NC 27278

(919) 241-4361
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http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805149
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=6805149
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000266
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000266
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000369
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000369
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000177
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000177
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000177
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000418
http://ncchildcaresearch.dhhs.state.nc.us/Main_info.asp?Facility_ID=68000418
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School Board Members Chapel Hill — Carrboro

Appen 2

: Pan Flu Plan
Attachment R

Member Address Email Phone Term
Ends

Pam Hemminger, 407 Sharon Road, phemminger@bellsouth.net 919-942-2273 2009

Chair Chapel Hill, NC
27517

Lisa Stuckey, Vice 115 Virginia Dr., stuckey4schools@hotmail.com 919-942-8373 2009

Chair Chapel Hill, NC
27514

Jamezetta Bedford 401 Knob Ct., Chapel | jamezetta@juno.com 919-933-5391 2011
Hill, NC 27517

Mia Day Burroughs | 110 Cedar Hills Drive | mia@miaburroughs.com 919-932-6282 2011
Chapel Hill, NC
27514

Jean Hamilton 2466 Foxwood Dr., Jean8113@hotmail.com 919-960-3241 2009
Chapel Hill, NC
27514

Mike Kelley 205 Ukiah Lane mkelly3@nc.rr.com 919-969-8734 2011
Chapel Hill, NC
27514

Annettea Streater H12 Highland Hills, streater@intrex.net 919-918-2037 2011
180 BPW Club Rd.
Carrboro, NC 27510

School Board Members Orange County Schools

Member Address Email Phone Term

Ends

Stephen Halkiotos, 2930 Franklin Rd. Not yet available 919-732-4813 June

Chair Hillsborough, NC 2012
27278

Tony McKnight, 301 Split Rail Lane Not yet available 919-644-2670 June

Vice Chair Hillsborough, NC 2012
27278

Eddie M. Eubanks 634 McAdams Rd., Not yet available 919-732-8126 June
PO Box 761 2010
Hillsborough, NC
27278

Susan Hallman 211 Caine Street Not yet available 919-732-2682 June
Hillsborough, NC 2010
27278

Anne Medenblik 500 Dumont Dr., Not yet available 919-643-7538 June
Hillsborough NC 2010
27278

Debbie Piscitelli 1822 Patrick Henry Not yet available 919-732-7160 June
Lane Hillsborough 2010
NC 27278

Ted Triebel 6601 Sir Laddin Lane | Not yet available 919-732-6691 June
Rougemont, NC 2010
27572



mailto:phemminger@bellsouth.net
mailto:stuckey4schools@hotmail.com
mailto:jamezetta@juno.com
mailto:mia@miaburroughs.com
mailto:Jean8113@hotmail.com
mailto:mkelly3@nc.rr.com
mailto:streater@intrex.net

2008 Listing of Schools in Orange County

Attachments Q

FY |SCHOOL NAME PRINCIPAL [STREET LONG PHYS CITY [PHYS ZIH PHONE FAX ST |[EMAIL ADDRESS

2008 [Carrboro Elementary Bivins, Emily|400 Shelton Street Carrboro 27510 [ (919) 968-3652 [ (919) 969-2476| P [ebivens@chccs.k12.nc.us

2008 [Carrboro High Thomas, Jef|201 Rock Haven Road |[Carrboro 27510 [ (919) 918-2200 [ (919) 929-3898 | P [jthomas@chccs.k12.nc.us

2008 [Woods Charter King, Simon|208 Cole Park Plaza Chapel Hill| 27517 | (919) 960-8353 | (919) 960-0133 [ C |sking@woodscharter.org

2008 [PACE Academy Franklin, Rh¢1713 Legion Rd. Chapel Hill] 27517 | (919) 933-7699 | (919) 967-9905| C |rhondafranklin@pace-academy.com
2008 [New Hope Elementary |Rumley, Cat|1900 New Hope Church |Chapel Hill| 27514 | (919) 942-9696 | (919) 942-2493| P |[cathy.rumley@orange.k12.nc.us
2008 [Chapel Hill High Ellis, Jacque[1709 High School Rd Chapel Hill| 27516 | (919) 929-2106 | (919) 969-2455| P |[jellis@chccs.k12.nc.us

2008 [McDougle Mid Scott, Debral900 Old Fayetteville Rd |Chapel Hill| 27516 | (919) 933-1556 | (919) 969-2433| P |dscott@chccs.k12.nc.us

2008 [Elizabeth Seawell El Pegg, Susarn 9115 Seawell School Rd [Chapel Hill] 27516 | (919) 967-4343 | (919) 969-2404 | P |spegg@chccs.k12.nc.us

2008 [Ephesus Road Elem Holmes, Phil|1495 Ephesus Ch Rd Chapel Hill| 27514 | (919) 929-8715 | (919) 969-2366 | P |pholmes@chccs.k12.nc.us

2008 [Estes Hills Elem Carnahan, (/500 N Estes Drive Chapel Hill| 27514 | (919) 942-4753 | (919) 969-2475| P |ccarna@chccs.k12.nc.us

2008 [East Chapel Hill Hi Thaden, Da\500 Weaver Dairy Road [Chapel Hill| 27514 | (919) 969-2482 | (919) 969-2492| P |dthaden@chccs.k12.nc.us

2008 [Frank P Graham Elem |Burnette, Sh|101 Smith Level Road |Chapel Hill| 27516 | (919) 942-6491 [ (919) 942-5405| P [sburnette@chccs.k12.nc.us

2008 [Glenwood Elementary |Rickard, Amy2 Prestwick Road Chapel Hill| 27514 | (919) 968-3473 | (919) 969-2387 | P |arickard@chccs.k12.nc.us

2008 [Grey Culbreth Middle  |Wells, Susar|225 Culbreth Rd Chapel Hill] 27516 | (919) 929-7161 | (919) 969-2412| P |swells@chccs.k12.nc.us

2008 [Guy Phillips Middle Tully, Eileen|606 Estes Drive Chapel Hill| 27514 | (919) 929-2188 | (919) 969-2477 | P |etully@chccs.k12.nc.us

2008 [McDougle Elem Ford, Tekeis[890 Old Fayetteville Roa{Chapel Hill] 27516 | (919) 969-2435 | (919) 969-2454 | P |tford@chccs.k12.nc.us

2008 [Memorial Hospital Bateman, FI{UNC Hospital Sch 7th FI{Chapel Hill] 27514 | (919) 966-1288 | (919) 966-6805| P [fbateman@chccs.k12.nc.us

2008 [Mary Scroggs Elem Repass, Gra|501 Kildaire Road Chapel Hill| 27516 | (919) 918-7165 | (919) 918-7173 | P |grepass@chccs.k12.nc.us

2008 [Rashkis Elem Mack, Deshg601 Meadowmont Lane [Chapel Hill] 27517 | (919) 918-2160 | (919) 918-7085| P |dmack@chccs.k12.nc.us

2008 [RD & E Smith Middle |Reinhardt, V|9201 Seawell School RogChapel Hill| 27516 | (919) 918-2145 | (919) 918-2079| P |vreinhardt@chccs.k12.nc.us

2008 [Orange Charter Christenbury|920 Corporate Drive Hillsboroug| 27278 | (919) 644-6272 | (919) 644-6275| C [ocs@orangechartersc

2008 [A L Stanback Middle Daniels, Claj3700 NC 86 South Hillsboroug| 27278 | (919) 644-3200 | (919) 644-3226 | P |clara.daniels@orange.k12.nc.us
2008 [Cameron Park Elem Rogers, Ter240 St. Mary's Road Hillsboroug| 27278 | (919) 732-9326 |(919) 732-9736| P |terry.rogers@orange.k12.nc.us
2008 [Cedar Ridge High Thornburg, 1125 New Grady Brown {Hillsboroug| 27278 | (919) 245-4000 | (919) 245-4010| P |gary.thornburg@orange.k12.nc.us
2008 [Central Elementary McDonald, §154 Hayes St Hillsboroug| 27278 | (919) 732-3622 | (919) 732-2352| P |sheila.mcdonald@orange.k12.nc.us
2008 [Charles Stanford Mid Kozak, Richg308 Orange High Rd Hillsboroug| 27278 | (919) 732-6121 | (919) 732-6910| P [richard.kozak@orange.k12.nc.us
2008 [Grady Brown Elem Leplin, Sherf1100 New Grady Brown RHillsboroug| 27278 | (919) 732-6138 | (919) 644-2800| P |sherron.leplin@orange.k12.nc.us
2008 [Hillsorough Elem Jay, Mamie [402 North Nash Street [Hillsboroug| 27278 | (919) 732-6137 | (919) 732-7791| P |mamie.jay@orange.k12.nc.us
2008 [Orange High Dishmon, Je[500 Orange High Rd Hillsboroug| 27278 | (919) 732-6133 | (919) 644-7699| P |jeff.dishmon@orange.k12.nc.us
2008 [Partnership Academy |Kimball, Paid229 West Tryon Street |Hillsboroug| 27278 | (919) 732-1312 [ (919) 732-1721| P [paige.kimball@orange.k12.nc.us
2008 [Pathways Elementary |Brimmer, Co/431 Strouds Creek Road|Hillsboroug| 27278 | (919) 732-9136 [ (919) 732-9142| P [connie.brimmer@orange.k12.nc.us

http://www.ncpublicschools.org/nceddirectory/
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FACT SHEET
Information About Influenza Pandemics

Pandemic: A Worldwide Outbreak of Influenza

An influenza pandemic is a global outbreak of disease that occurs when a new influenza A virus appears or
“emerges” in the human population, causes serious illness, and then spreads easily from person to person
worldwide. Pandemics are different from seasonal outbreaks or “epidemics” of influenza. Seasonal
outbreaks are caused by subtypes of influenza viruses that already circulate among people, whereas
pandemic outbreaks are caused by new subtypes, by subtypes that have never circulated among people,
or by subtypes that have not circulated among people for a long time. Past influenza pandemics have led
to high levels of iliness, death, social disruption, and economic loss.

Appearance (Emergence) of Pandemic Influenza Viruses

There are many different subtypes of Influenza or “flu” viruses. The subtypes differ based upon certain
proteins on the surface of the virus (the hemagglutinin or “HA” protein and the neuraminidase or the “NA”
protein).

Pandemic viruses emerge as a result of a process called "antigenic shift,” which causes an abrupt or
sudden, major change in influenza A viruses. These changes are caused by new combinations of the HA
and/or NA proteins on the surface of the virus. Changes results in a new influenza A virus subtype. The
appearance of a new influenza A virus subtype is the first step toward a pandemic; however, to cause a
pandemic, the new virus subtype also must have the capacity to spread easily from person to person.
Once a new pandemic influenza virus emerges and spreads, it usually becomes established among people
and moves around or “circulates” for many years as seasonal epidemics of influenza. The U.S. Centers for
Disease Control and Prevention (CDC) and the World Health Organization (WHO) have large surveillance
programs to monitor and detect influenza activity around the world, including the emergence of possible
pandemic strains of influenza virus.

Influenza Pandemics during the 20th Century

During the 20th century, the emergence of several new influenza A virus subtypes caused three
pandemics, all of which spread around the world within a year of being detected.

e 1918-19, "Spanish flu," [A (H1N1)], caused the highest number of known influenza deaths.
(However, the actual influenza virus subtype was not detected in the 1918-19 pandemic). More
than 500,000 people died in the United States, and up to 50 million people may have died
worldwide. Many people died within the first few days after infection, and others died of secondary
complications. Nearly half of those who died were young, healthy adults. Influenza A (H1N1)
viruses still circulate today after being introduced again into the human population in 1977.

e 1957-58, "Asian flu," [A (H2N2)], caused about 70,000 deaths in the United States. First
identified in China in late February 1957, the Asian flu spread to the United States by June 1957.
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Information About Influenza Pandemics
(continued from previous page)

¢ 1968-69, "Hong Kong flu,” [A (H3N2)], caused about 34,000 deaths in the United States. This
virus was first detected in Hong Kong in early 1968 and spread to the United States later that year.
Influenza A (H3N2) viruses still circulate today.

Both the 1957-58 and 1968-69 pandemics were caused by viruses containing a combination of genes from
a human influenza virus and an avian influenza virus. The 1918-19 pandemic virus appears to have an
avian origin.

Stages of a Pandemic

WHO has developed a global influenza preparedness plan, which defines the stages of a pandemic,
outlines the role of WHO, and makes recommendations for national measures before and during a
pandemic. The phases are:

Interpandemic period

Phase 1: No new influenza virus subtypes have been detected in humans. An influenza virus subtype that
has caused human infection may be present in animals. If present in animals, the risk of human infection
or disease is considered to be low.

Phase 2: No new influenza virus subtypes have been detected in humans. However, a circulating animal
influenza virus subtype poses a substantial risk of human disease.

Pandemic alert period

Phase 3: Human infection(s) with a new subtype, but no human-to-human spread, or at most rare
instances of spread to a close contact.

Phase 4: Small cluster(s) with limited human-to-human transmission but spread is highly localized,
suggesting that the virus is not well adapted to humans.

Phase 5: Larger cluster(s) but human-to-human spread still localized, suggesting that the virus is
becoming increasingly better adapted to humans but may not yet be fully transmissible (substantial
pandemic risk).

Pandemic period
Phase 6: Pandemic: increased and sustained transmission in general population.

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

The distinction among phases 3, 4, and is based on an assessment of the risk of a pandemic. Various
factors and their relative importance according to current scientific knowledge may be considered. Factors
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Information About Influenza Pandemics
(continued from previous page)

may include rate of transmission, geographical location and spread, severity of illness, presence of genes
from human strains (if derived from an animal strain), and other scientific parameters.

Vaccines to Protect Against Pandemic Influenza Viruses

A vaccine probably would not be available in the early stages of a pandemic. When a new vaccine against
an influenza virus is being developed, scientists around the world work together to select the virus strain
that will offer the best protection against that virus. Manufacturers then use the selected strain to develop
a vaccine. Once a potential pandemic strain of influenza virus is identified, it takes several months before
a vaccine will be widely available. If a pandemic occurs, the U.S. government will work with many partner
groups to make recommendations guiding the early use of available vaccine.

Antiviral Medications to Prevent and Treat Pandemic Influenza

Four different influenza antiviral medications (amantadine, rimantadine, oseltamivir, and zanamivir) are
approved by the U.S. Food and Drug Administration (FDA) for the treatment and/or prevention of
influenza. All four usually work against influenza A viruses. However, the drugs may not always work,
because influenza virus strains can become resistant to one or more of these medications. For example,
the influenza A (H5N1) viruses identified in human in Asia in 2004 and 2005 have been resistant to
amantadine and rimantadine. Monitoring of avian viruses for resistance to influenza antiviral medications
continues.

Preparing for the Next Pandemic

Many scientists believe it is only a matter of time until the next influenza pandemic occurs. The severity of
the next pandemic cannot be predicted, but modeling studies suggest that the impact of a pandemic on
the United States could be substantial. In the absence of any control measures (vaccination or drugs), it
has been estimated that in the United States a “medium—level” pandemic could cause 89,000 to 207,000
deaths, 314,000 and 734,000 hospitalizations, 18 to 42 million outpatient visits, and another 20 to 47
million people being sick. Between 15% and 35% of the U.S. population could be affected by an influenza
pandemic, and the economic impact could range between $71.3 and $166.5 billion.

Influenza pandemics are different from many of the threats for which public health and health-care
systems are currently planning:

e A pandemic will last much longer than most public health emergencies and may include “waves” of
influenza activity separated by months (in 20th century pandemics, a second wave of influenza
activity occurred 3 to 12 months after the first wave).

e The numbers of health-care workers and first responders available to work can be expected to be
reduced. They will be at high risk of illness through exposure in the community and in health-care
settings, and some may have to miss work to care for ill family members.

e Resources in many locations could be limited, depending on the severity and spread of an influenza
pandemic.

Because of these differences and the expected size of an influenza pandemic, it is important to plan
preparedness activities that will permit a prompt and effective public health response. The U.S.
Department of Health and Human Services (HHS) supports pandemic influenza activities in the areas of
surveillance (detection), vaccine development and production, strategic stockpiling of antiviral
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Information About Influenza Pandemics
(continued from previous page)

medications, research, and risk communications. In May 2005, the U.S. Secretary of HHS created a multi-
agency National Influenza Pandemic Preparedness and Response Task Group. This unified initiative
involves CDC and many other agencies (international, national, state, local and private) in planning for a
potential pandemic. Its responsibility includes revision of a U.S. National Pandemic Influenza Response

and Preparedness Plan.

For more information, visit www.cdc.gov/flu,
or call CDC at 800-CDC-INFO (English and Spanish) or 888-232-6348 (TTY).
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Avian Influenza (Bird Flu)

Avian influenza is an infection caused by avian (bird) influenza (flu) viruses. These influenza viruses
occur naturally among birds. Wild birds worldwide carry the viruses in their intestines, but usually do
not get sick from them. However, avian influenza is very contagious among birds and can make some
domesticated birds, including chickens, ducks, and turkeys, very sick and kill them.

Infected birds shed influenza virus in their saliva, nasal secretions, and feces. Susceptible birds become
infected when they have contact with contaminated secretions or excretions or with surfaces that are
contaminated with secretions or excretions from infected birds. Domesticated birds may become
infected with avian influenza virus through direct contact with infected waterfowl or other infected
poultry, or through contact with surfaces (such as dirt or cages) or materials (such as water or feed)
that have been contaminated with the virus.

Infection with avian influenza viruses in domestic poultry causes two main forms of disease that are
distinguished by low and high extremes of virulence. The “low pathogenic” form may go undetected
and usually causes only mild symptoms (such as ruffled feathers and a drop in egg production).
However, the highly pathogenic form spreads more rapidly through flocks of poultry. This form may
cause disease that affects multiple internal organs and has a mortality rate that can reach 90-100%
often within 48 hours.

Human infection with avian influenza viruses

There are many different subtypes of type A influenza viruses. These subtypes differ because of
changes in certain proteins on the surface of the influenza A virus (hemagglutinin [HA] and
neuraminidase [NA] proteins). There are 16 known HA subtypes and 9 known NA subtypes of
influenza A viruses. Many different combinations of HA and NA proteins are possible. Each
combination represents a different subtype. All known subtypes of influenza A viruses can be found in
birds.

Usually, “avian influenza virus” refers to influenza A viruses found chiefly in birds, but infections with
these viruses can occur in humans. The risk from avian influenza is generally low to most people,
because the viruses do not usually infect humans. However, confirmed cases of human infection from
several subtypes of avian influenza infection have been reported since 1997. Most cases of avian
influenza infection in humans have resulted from contact with infected poultry (e.g., domesticated
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chicken, ducks, and turkeys) or surfaces contaminated with secretion/excretions from infected birds.
The spread of avian influenza viruses from one ill person to another has been reported very rarely, and
transmission has not been observed to continue beyond one person.

“Human influenza virus” usually refers to those subtypes that spread widely among humans. There are
only three known A subtypes of influenza viruses (HLN1, HIN2, and H3N2) currently circulating
among humans. It is likely that some genetic parts of current human influenza A viruses came from
birds originally. Influenza A viruses are constantly changing, and they might adapt over time to infect
and spread among humans.

During an outbreak of avian influenza among poultry, there is a possible risk to people who have
contact with infected birds or surfaces that have been contaminated with secretions or excretions from
infected birds.

Symptoms of avian influenza in humans have ranged from typical human influenza-like symptoms
(e.q., fever, cough, sore throat, and muscle aches) to eye infections, pneumonia, severe respiratory
diseases (such as acute respiratory distress), and other severe and life-threatening complications. The
symptoms of avian influenza may depend on which virus caused the infection.

Studies done in laboratories suggest that some of the prescription medicines approved in the United
States for human influenza viruses should work in treating avian influenza infection in humans.
However, influenza viruses can become resistant to these drugs, so these medications may not always
work. Additional studies are needed to demonstrate the effectiveness of these medicines.

Avian Influenza A (H5N1)

Influenza A (H5N1) virus — also called “H5N1 virus” — is an influenza A virus subtype that occurs
mainly in birds, is highly contagious among birds, and can be deadly to them. H5N1 virus does not
usually infect people, but infections with these viruses have occurred in humans. Most of these cases
have resulted from people having direct or close contact with H5N1-infected poultry or HSN1-
contaminated surfaces.

Avian influenza A (H5N1) outbreaks
For current information about avian influenza A (H5N1) outbreaks, see our Outbreaks page.
Human health risks during the H5N1 outbreak

Of the few avian influenza viruses that have crossed the species barrier to infect humans, H5N1 has
caused the largest number of detected cases of severe disease and death in humans. However, it is
possible that those cases in the most severely ill people are more likely to be diagnosed and reported,
while milder cases go unreported. For the most current information about avian influenza and
cumulative case numbers, see the World Health Organization (WHQO) avian influenza website.

Of the human cases associated with the ongoing H5N1 outbreaks in poultry and wild birds in Asia and
parts of Europe, the Near East and Africa, more than half of those people reported infected with the
virus have died. Most cases have occurred in previously healthy children and young adults and have
resulted from direct or close contact with HSN1-infected poultry or HSN1-contaminated surfaces. In
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general, HSN1 remains a very rare disease in people. The H5N1 virus does not infect humans easily,
and if a person is infected, it is very difficult for the virus to spread to another person.

While there has been some human-to-human spread of H5N1, it has been limited, inefficient and
unsustained. For example, in 2004 in Thailand, probable human-to-human spread in a family resulting
from prolonged and very close contact between an ill child and her mother was reported. Most
recently, in June 2006, WHO reported evidence of human-to-human spread in Indonesia. In this
situation, 8 people in one family were infected. The first family member is thought to have become ill
through contact with infected poultry. This person then infected six family members. One of those six
people (a child) then infected another family member (his father). No further spread outside of the
exposed family was documented or suspected.

Nonetheless, because all influenza viruses have the ability to change, scientists are concerned that
H5N1 virus one day could be able to infect humans and spread easily from one person to another.
Because these viruses do not commonly infect humans, there is little or no immune protection against
them in the human population. If HSN1 virus were to gain the capacity to spread easily from person to
person, an influenza pandemic (worldwide outbreak of disease) could begin. For more information
about influenza pandemics, see PandemicFlu.gov.

No one can predict when a pandemic might occur. However, experts from around the world are
watching the H5N1 situation in Asia and Europe very closely and are preparing for the possibility that
the virus may begin to spread more easily and widely from person to person.

Treatment and vaccination for H5N1 virus in humans

The H5N1 virus that has caused human illness and death in Asia is resistant to amantadine and
rimantadine, two antiviral medications commonly used for influenza. Two other antiviral medications,
oseltamavir and zanamavir, would probably work to treat influenza caused by H5N1 virus, but
additional studies still need to be done to demonstrate their effectiveness.

There currently is no commercially available vaccine to protect humans against HSN1 virus that is
being seen in Asia and Europe. However, vaccine development efforts are taking place. Research
studies to test a vaccine to protect humans against HSN1 virus began in April 2005, and a series of
clinical trials is under way. For more information about H5N1 vaccine development process, visit the
National Institutes of Health website.
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Enhanced Surveillance for Avian Influenza in Humans

Assumptions
e CDC will provide updated information and guidance on avian influenza through the
Health Alert Network
e The current threat from a novel influenza virus with the potential to cause significant
human illness and possibly a pandemic is the avian influenza A (H5N1) virus which has
been widely circulating in poultry since December 2003 throughout Asia and parts of
eastern Europe.
o0 This outbreak of influenza A (H5N1) virus has resulted in over 150 human cases
in six countries; over 80 of these cases have been fatal.
0 All of these cases have had exposure to poultry.
o0 No evidence of sustained person to person transmission of the virus has been
documented.
o If this novel virus does become efficiently transmitted from person to person, a
pandemic would likely ensue.
e While H5NL1 is the greatest current threat, other avian influenza subtypes have infected
humans, and surveillance should be in place to detect other novel influenza viruses as
well.

Surveillance Criteria and Epidemiologic Risk Factors

The current outbreak of influenza A (H5N1) in humans is still zoonotic in nature. The HSN1
virus has been transmitted directly from infected birds to humans in the vast majority of cases;
there has been no evidence to suggest person to person transmission of the H5N1 virus.

The risk factor associated with these H5SN1 infections in humans is intense direct contact with
poultry. All of the human cases have occurred in countries where a simultaneous outbreak of
H5N1 in poultry is occurring.

Updated information on human cases of avian influenza is available on the World Health
Organization website. The Animal World Health Organization maintains a list of countries
experiencing the outbreak in animals. (Links to these websites are provided under Resources).

During a pandemic alert phase 3 with a novel influenza virus infecting humans but no / minimal
evidence of person to person transmission (as in the current outbreak with influenza A [H5N1]),
all patients with an influenza-like illness should be asked about:
e recent travel to countries where the novel virus has been identified in animals or humans
e exposure to anyone with suspected or known avian influenza
e intense exposure to poultry or domestic birds
o Did the patient come within 3 feet of any live poultry or domesticated birds?
o Did the patient visit a poultry farm, a household raising poultry, or a live bird
market?
o Did the patient touch any recently butchered poultry or surfaces where poultry
was recently butchered?

January 2006
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Testing for novel or avian influenza virus infection in humans should be considered in the
following situations

e A hospitalized patient with a radiographically confirmed pneumonia or severe respiratory
illness for which an alternative diagnosis has not been established who has a history of
travel within 10 days of symptom onset to a country with documented avian influenza
infections in poultry or humans.

e A patient (hospitalized or ambulatory) with less severe influenza-like illness* with onset of
symptoms within 10 days of contact with poultry, domestic birds, or a known or suspected
novel influenza virus case patient within an affected country.

e A refugee from a country with outbreaks of avian influenza in poultry or humans who
develops an influenza-like illness within 10 days of arrival to the United States.

e A poultry or swine worker who develops an influenza-like illness with a history of exposure
to infected? poultry or swine within 10 days of symptom onset.

L For the purposes of enhanced surveillance for avian influenza infections in humans, influenza-like illness is defined
as documented fever > 100.4°F (38.0°C) AND cough, sore throat, or shortness of breath.

2 Poultry and swine would be considered infected if they tested positive for influenza through routine surveillance
coordinated by the NC Department of Agriculture or if influenza testing was requested because of illness in the
animals.

Testing for some novel influenza viruses (H5 and H7) is available at the State Laboratory
of Public Health (SLPH). To request testing for novel influenza viruses in humans,
healthcare providers should call the General Communicable Disease Control branch
epidemiologist on-call at (919) 733-3419; an epidemiologist is available 24/7 for consultation
regarding testing and management of patients with suspected novel influenza virus
infections.

Resources

1. US DHHS Pandemic Influenza Plan has a supplement on surveillance (Supplement 1)
which contains interim recommendations for the surveillance and diagnostic evaluation
of cases of human infection with avian influenza A (H5N1) as well as a human influenza
(H5) case screening and report form. These documents are available at
http://www.hhs.gov/pandemicflu/plan/supl.html

2. Situation updates on avian influenza infections in humans infections can be found at the
World Health Organization website http://www.who.int/csr/disease/avian_influenza/en/

3. Up to date information on the current outbreak of avian influenza H5N1 in poultry can be
found at the World Organization for Animal Health [Office International des Epizooties
(OIE)] website http://www.oie.int/downld/AVIAN%20INFLUENZA/A_Al-Asia.htm
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