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A. INTRODUCTION

Since the re-emergence of the highly pathogenic H5N1 influenza virus in poultry in 2003, the virus has been reported in many countries and has proven capability in infecting and causing severe illness in humans. Health experts fear the H5N1 virus could undergo genetic change and become capable of sustained transmission between humans, triggering an influenza pandemic with devastating impact. 
The overall objective of this UN Contingency Plan for Pandemic Influenza in Nairobi is to protect the health and safety of all United Nations staff and their dependants in the event of a pandemic, while at the same time and to the extent possible, maintain essential UN functions and services. The purpose of the Plan is to ensure advanced preparation for a timely, consistent and coordinated response to a possible Influenza pandemic across the UN System in Kenya.

This Contingency Plan sets out specific measures and actions required of the UN Designated Official, UN Security Management Team (SMT), Medical Service, Security and Safety, individual UN agencies, and staff members to support an effective response. While this Contingency Plan provides detailed guidelines for action at various stages of a pandemic influenza, it is important to stress that any course of action at the time of an actual emergency will depend on specific circumstances and a wide range of factors that are impossible to predict. Flexibility in implementing this Plan is essential and the most appropriate course of action will be decided on by the Designated Official and Senior Most Managers in each agency, in consultation with the Crisis Management Team and as per WHO recommendations.

This Contingency Plan must be read in conjunction with the revised UN Security Plan for Kenya as well as each agency’s Business Continuity Plan (BCP). 
This Contingency Plan has been drawn up by the Pandemic Influenza Coordinator – UNON on behalf of SMT, set up to advise the Designated Official and the Heads of UN agencies in Kenya on matters related to Influenza pandemic preparedness and response. The Plan is based on a number of key documents, including: 

i) WHO checklist for Influenza Pandemic Preparedness Planning, 2005
ii) Concept of Operations for the UN System in an Influenza Pandemic prepared by UN System Influenza Coordinator (UNSIC) and the Pandemic Influenza Contingency Team (OCHA-PIC), July 2008.
iii) United Nations Medical Directors Guideline for Preparedness to a Pandemic Influenza, received in June 2008.

iv) Consolidated Action Plan for Contribution of the UN System and Partners (UNCAPAHI), September 2007 

B. BACKGROUND INFORMATION

Influenza is a viral air borne respiratory disease affecting humans and certain animals.
Seasonal Influenza
Influenza epidemic occurs mainly during cold seasons. Most years there is an antigenic shift leading to new strains. Depending on the nature of the influenza strain, symptoms range from mild non-specific illness to life threatening complications, including pneumonia. There is no specific treatment. Vaccination against seasonal influenza is broadly recommended to mitigate severe epidemic impact. On average, seasonal influenza viruses infects 5 to 15 % of the global population resulting in 500,000 deaths annually. The influenza season in Kenya occurs between May and August.
Avian influenza

Different influenza strains can affect different animal species. Since 2003, the highly pathogenic avian influenza (HPAI), H5N1 virus has been widely circulating among birds in Asia, Europe and more recently Western and Northern Africa. Over the last three years outbreaks have been confirmed in more than 60 countries out of which 25 experienced outbreaks over the past year. The virus also proved able to infect humans. To date WHO reported 387 human cases (and over 245 deaths) that occurred in fifteen countries in Asia, Africa and Europe (occurring predominantly in Indonesia, although Egypt, China and Vietnam continue to experience cases and deaths). So far, human cases remain sporadic and almost exclusively caused by direct contact with infected birds. 
Since 2003, hundreds millions of birds have been culled worldwide as a result of local measures to contain the HPAI spread. In 2007, some countries successfully managed to eliminate infection thanks to rapid and effective detection and response. However, the virus is still entrenched in several places and the threat of further outbreaks persists across continents. A sustained vigilance and continued investment in surveillance and capacity to respond to HPAI is necessary to alleviate the negative economical impact of further spreading and reduce the probability of having the virus mutate or re-assort, thus increasing potential for human disease.
So far, no HPAI case has been reported among birds or human in Kenya. However, there is no guarantee that the situation will remain unchanged. Occurrence of even sporadic human cases would create enormous challenges to the surveillance system in both the health and the veterinary sectors that may not be poised for appropriate response.

Influenza pandemic

The world has experienced three influenza pandemics in the past: in 1918 (Spanish Flu), 1957 (Asian Flu) and 1968 (Hong Kong Flu) respectively.  The Spanish Flu of 1918 killed an estimated 40 to 50 million people worldwide and resulted in serious negative economic and societal impact. Scientists warn that HPAI viruses such as H5N1 have many characteristics of a deadly virus that may easily recombine into a human influenza virus and cause sustained human to human spread. History suggests that there will be another pandemic some time in the future.
If an influenza pandemic appears and starts anywhere in the world, Kenya could quickly become affected. The pandemic virus could reach Kenya in its human to human transmissible form regardless whether Kenya remains an avian influenza case’s free country at the time.

Given the high level of global travel, the pandemic virus may spread throughout the world within weeks to months, leaving little or no time to prepare. Once the virus has gained the ability to spread easily among people, then no country or region can be considered a low risk area for infection. In essence, there will be no "safe havens" from potential exposure to the virus. 

The following considerations will be important to understand and incorporate into planning efforts: 
· Many if not most medical facilities will be overwhelmed by patients. Some private hospital will refuse infectious patients at least during the early stage of the pandemic. 

· There will be shortage of medical personnel as well as medical supplies including Personal Protective Equipment (PPE).
· It will take 6-8 months before any effective pandemic vaccine becomes widely available. Importing these into Kenya may prove problematic.
· For weeks at a time, significant shortage of personnel may occur, disrupting essential community services.
· For UN staff, the window period for relocation or evacuation is likely to be narrow. Borders may close quickly to prevent the spread of the virus, and available airplane seats may be taken up quickly.

The table below illustrates the global WHO Pandemic alerts phases. We are currently in WHO Pandemic Alert Phase 3.
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More background information on influenza is available on WHO and UN Influenza web sites at:

http://www.who.int/csr/disease/influenza 
http://www.un-influenza.org/
And UNON Website at:

http://www.unon.org/avian 

1. Objective

In a public health emergency situation, all citizen and residents of Kenya will have to follow the Government public health measures in place. However, we expect Kenya to lack sufficient response capacity. Hence the overarching goal of this document is to help mitigate the risks posed by influenza pandemic by providing a framework of procedures, policies, organisational structures and preparedness measures focused on the following priorities:
· To   minimize the effect of a possible pandemic on the health of UN staff and their families using appropriate cost effective interventions
· Continuity of critical functions and programmes

· Liaison & coordination with local authorities, the UN System and other stakeholders

2. Scope

All persons, and their dependants, working for the UN in Kenya are covered by this plan, regardless of contractual status, but provided they are registered with the Safety and Security Section, UNON.

This Plan covers all UN Agencies (and UN-affiliated Agencies) in Kenya: ATMS-ROEA, CIP, FAO-(KENYA & SOMALIA), IBRD- (WORLDBANK), ICAO-(KENYA & SOMALIA), ICRAF, IFC, ILO-(ASIST, IPEC SWALIM & SOMALIA), ILRI, IMF, IMO-ESA, IOM, IPGRI, ITU-CEEA, SMG, UNAIDS (KENYA & SOMALIA), UNAMIS, UNCRD, UNDESA, UNDP-DDC, UNDP-(KENYA, SOMALIA, SUDAN & RC), UNEP, UNESCO-(& UNESCO-PEER), UNFPA-(KENYA & SOMALIA), UNHCR-(KENYA & SOMALIA), UN-HABITAT, UNIC, UNICEF-(ESARO, KCO & OLS), UNIDO, UN-ISDR, UNIFEM, UNMAS, UNOCHA-(IRIN, RSO, SOMALIA & SUDAN), UNODC, UNOIOS-(AUDIT, INVESTIGATIONS & PEACE-KEEPING), UNON, UNOPS (ESA & GEF), UNPOS, UNV, WFP (KENYA, SOMALIA & SUDAN), WHO-(KENYA, SOMALIA & SUDAN), WMO (DMC & SOESA and WSP-INTL. As of September 2008, the total number of national and international staff, and their dependents, of UN agencies is 11,468 broken down as follows: 5014 of international staff and dependents, 6454 national staff and dependents (source UNDSS database).
The UNON Pandemic Plan covers all UN agencies and affiliated bodies present in Kenya through covering the following: 

· Staff health and safety measures
· Administrative, infrastructure and security measures
· Monitoring of preparedness planning
· Business continuity of UNON critical services during readiness, crisis and emergency response modes
· UN system coordination
The UNON Pandemic Plan is intended to serve both as a work plan for achieving pandemic readiness and as a guiding tool for reference during a pandemic.

The UNON Pandemic Plan does not replace the requirement for agency specific business continuity plans for the continuation of essential programmes and services in case of pandemic.

3. Planning assumptions
The main threats posed by a pandemic are:

· Staff absenteeism

· Staff illness and/or death

· Breakdown of essential services
· Heightened insecurity
The general assumptions underlying the UNON Pandemic Plan are based on official Pandemic Planning and Preparedness Guidelines for the United Nation system (March 2006) as well as WHO and UNMD medical guidelines.

·    Pandemic Waves

Based on WHO guidelines, the UN system should be prepared to respond to two potential waves (each lasting up to 4-8 weeks) during an estimated 12-18 months pandemic period.
·    Clinical Impact 

During the six weeks pandemic period, approximately 25 % of the population (UN system staff and their dependants) are likely to develop clinical illness.  Over the pandemic periods, approximately 2 % among UN staff and dependants who have developed illness will be seriously ill and will require hospital care.
· Medical Requirements

For severe cases, the average duration of hospital treatment will be 14 days and symptoms will last for 5 – 7 days for moderate cases.  Some number of severe cases will require medical evacuation if available.  Isolation facilities for patients will be required at the hospital. People infected with influenza are highly infectious for 4 – 5 days from the onset of symptoms. 
· Medical Treatment

It is assumed that the pandemic virus will be sensitive to neuraminidase antiviral drugs (Oseltamivir - Tamiflu®).
· Planning Flexibility

The inherent uncertainty of pandemic conditions (whether it will be mild or severe, where it will strike and when, what its socio-politico-economic repercussions will be) means that the UN Pandemic Plan must focus on decision-making structures that cater for flexibility and leave room for enhancements

· System Disruptions

Planning will need to take into account that the global nature of influenza pandemic will have a direct impact outside of UNON.  Planning will therefore need to consider the impact of wide scale disruption to the greater UN system, National Authorities, service suppliers, donors and other key stakeholders.
· Use of Existing Systems

Where possible pandemic planning will make use of existing systems in order to ensure a sustainable and streamline approach. Measure taken by the government to ensure containment and also to prevent civil unrest will have a major impact on movement.

4. Key public health response strategies
The UN system in Kenya will achieve resilience under pandemic conditions provided the staff is knowledgeable in methods to protect themselves and that the agencies are prepared to adapt their activities and processes to maintain critical functions with significantly reduced staff presence. The following measures if timely implemented will be crucial in limiting infection among the UN staff and families in Kenya.

· Personal hygiene 

Respiratory illnesses such as influenza are spread by breathing, coughing, sneezing or touching contaminated surfaces. One of the most effective ways to reduce the risk of infection in any setting is to practice effective personal hygiene. 

· Social distancing 

As influenza is spread through close contact with others, a cornerstone of avoiding infection especially under pandemic conditions is to reduce contact with potentially infected persons. If the pandemic threat increases, this imply that staff should try to ensure that they do not come in close contact (< 1 meter or 3 feet) with any individual who is not known to be free of symptoms. If a pandemic alert materializes in the region, the risk of infection will be significantly reduced by avoiding social gathers and/or travelling to certain areas. 
As the pandemic unfolds and cases multiply locally, strict social distancing and isolation of confirmed and suspect cases will be recommended.  To this effect all stakeholders and staff members should be prepared for an eventual 6 weeks lock down situation at home or within the UN premises.

Through the preparation of business continuity plans, all agencies should ensure that only the minimum number of staff necessary to perform critical functions will be at the workplace when the emergency is declared and that activity planning will minimize the contact with others. 

During time of minimized presence, the workplace will not necessarily be a high risk area, providing that:

1) Numbers of staff are substantially reduced

2) Staff who come to work only do so if they are symptom free and have no known recent contact with infected persons

3) Staffs at work ensure avoidance of close contact with others at all time.

4) Working procedures (and working areas in use) are adapted to ensure that there is no close contact with staff performing critical functions with high risk of occupational exposure. If there is any sharing of equipment (eg: telephone, key board etc…), that they are cleaned between users.

From the onset of a pandemic crisis, staff identified to perform critical functions, either working on site or from home, should at all times avoid public gatherings, and public places where uncontrolled close contact (< 1 meter or 3 feet) with others might occur, or any other close contact with potentially infectious persons.
Guidelines for the key aspects of personal hygiene and social distancing relevant to the spread of influenza can be found in Annex 3 (General information to all staff). 

B. PLANNING FRAMEWORK
At different stages of the pandemic, the CMT will adapt to the situation by functioning under one out of three distinct Operating Modes:
· Preparedness Mode   

Focus on achieving pandemic readiness, the UN system is currently engaged in planning & preparedness activities. 
· Crisis Mode 

Focus on disease surveillance and containment, crisis management & operational continuity.  During a pandemic, the UN system will focus on managing the crisis – in addition to maintaining regular business functions.  Depending on circumstances, the UN system may at times need to operate at significantly reduced staff levels.
· Emergency Mode        
Focus on staff safety & sustaining minimum critical functions.  At the height of a severe pandemic, the UN system may need to suspend many services for a period of up to 6 weeks (with the exception of pre-designated critical activities).
The UN system may alternate between Crisis Mode and Emergency Mode throughout the course of a pandemic.  The decision for any change between operating modes will be taken by the Designated Official (or designated alternate) based on the advice of the CMT. 
The anticipated pandemic chronologic development and related operating modes are shown in the graph below. 
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The following tables provide guidance on the likely triggers that could activate a change in the operating modes and also the key activities, objectives and polices to be adopted by the UN system during each of the three operating modes.  
Readiness Mode

	Likely Triggers:
	Present state - WHO Pandemic Alert Phase 3

	Focus:
	Achieving pandemic readiness

	Key Activities:
	· Contingency and business continuity planning.
· Implementation of preparedness measures including stockpiling.
· Staff awareness & training. 

· Testing of preparedness through simulations & drills.
· Quarterly meetings of CMT.

	Objectives:
	· UN system Pandemic Plan is approved, disseminated and simulation exercises conducted.

· Critical staff are identified and trained.
· Medical and non-medical supplies are procured.
· Necessary arrangements are made with local authorities & servicing contractors.
· Business continuity management enhanced (ICT, security, medical services).
· All staff are made aware of policies, procedures and health guidelines for family and dependants.
· Security procedures are reviewed and enhanced as needed. 

	Key Policies:
	· “Business as usual” – all normal business functions are sustained, and all staff are expected to report to work.


Crisis Mode
	Likely Triggers:
	WHO declares Pandemic Alert Phase 4 (or above) after human clusters are confirmed abroad –or– first human clusters appear in the region - or - first H2H (confirmed human to human transmitted) case appears in Kenya

	Focus:
	Infection control; crisis management; operational continuity

	Key Activities:
	· Implementation of surveillance and containment measures.
· Crisis coordination and monitoring (weekly CMT meetings).
· Review of security situation and change of security phase as required.

	Objectives:
	· Evolution of the pandemic is tracked / monitored.
· Containment and medical measures are operational.
· Education and counseling services are provided to staff.

	Key Policies:
	· Essential business functions are sustained as possible.
· Additional support to Kenyan government. 

· Mandatory health screening at UN building entrance.
· Some social distancing rules might be in effect.

· Flexibility exercised with regards to work schedule & location.


Emergency Mode
	Likely Triggers:
	WHO declares Pandemic Alert Phase 5 - 6, sustained human to human transmission is confirmed in the region–or– significant number of UN staff or dependants fall victim to the disease

	Focus:
	Staff health & safety; continuity of critical functions.

	Key Activities:
	· Sustenance of critical operations & services.
· Medical care and follow up of staff and dependents.
· Review security situation and revise security phase as required.

	Objectives:
	· Continuation of critical services.
· Limit transmission among staff & dependants.

· Provision of medical and security services to ALL staff and dependants.

	Key Policies:
	· Strict social distancing (access to UN complex restricted or banned).


C. MANAGEMENT STRUCTURE
The UN pandemic management structure in Kenya is currently in-operational and not ideal to adequately handle an upcoming crisis. The following section outlines the needs to streamline planning efforts and response throughout the UN system and in support to the Kenya National response:
· The operational decisions making process during a pandemic 

· The internal responsibility framework for pandemic crisis management
1. Crisis management team  

From November 2005, a special SMT meeting on Avian Influenza created a small Crisis Management Task Force to advise the Designated Official for Security (DO), the Security and Safety Section, Medical Service, and the UNCT as a whole on matters related to pandemic influenza preparedness and response. In addition, the Kenya Country Team under its Resident Coordinator endorsed the CMT role and responsibilities as below:
· Ensure the maintenance and readiness of the UN System Contingency Plan for Pandemic Influenza to safeguard the safety of UN staff in Kenya;

· Make recommendations to the DO and the Resident Coordinator on actions needed for the timely implementation and coordination of the UN-wide contingency plan for Kenya;
· On a continuous basis advise the DO and the Resident Coordinator on necessary actions and decisions for the preparations for, and during a possible influenza pandemic in Kenya;
· Assess business continuity readiness status and identify gaps and develop plans to address these gaps;
· Organize/coordinate briefings for all UN staff in Kenya as appropriate in order to ensure transparency and open lines of communication on the risks and safety precautions relating to the Pandemic Influenza;

· Liaise with the Kenyan Authorities to ensure access to the latest information on the risk of Avian Pandemic Influenza outbreak and to make necessary arrangements for the protection of UN staff.

The CMT is comprised of the following person/functions:

1. Mr. Alexander Barabanov, Director, Division of Administrative Services, UNON Chair of CMT
2. Mr Aeneas Chuma, Representative Resident Co-ordinator, UNDP 

3. Dr. David O. Okello, WHO Representative, KCO 

4. Dr. Ling Kituyi, Chief, Joint Medical Service, UNON
5. Christine Genevier, Coordinator Pandemic Preparedness, JMS, UNON
6. Mr. Peter Marshall, Chief, Security and Safety Service, UNON

7. Mr. Castro Camadara, FAO Representative a.i

8. Mr. Nasser Ega- Musa, Director, United Nations Information Centre (UNIC)

 

The CMT will report to the DO and SMT on a regular basis and as needed. It will also communicate through the Resident Coordinator and Kenya Country Team with the UN Agencies based in Nairobi and around Kenya to provide regular updates about the implementation of this Contingency Plan. The CMT will also communicate directly with UN staff, through a series of briefings to be led by WHO and Chief of JMS, and through other means.
2. Programmatic support to the Government of Kenya

A multi-sectoral Kenya National Avian Influenza Task Force comprised of Government representatives, UN system representatives and partner institutions has been in place since November 2005. Six sub-committees address the various technical and programmatic areas were created alongside an implementing secretariat which is based at the Ministry of Health. The National Disaster Operation Centre is represented in the KAITF. Its role in facilitating the coordination of cross ministerial and cross organizational national response should be emphasized.  
A draft Kenya HPAI Strategic Emergency Preparedness and Response Plan was released as early as November 2005. This Plan was finally tested through a desk top simulation co-organized with UN-OCHA and UNON in July 2007. However the simulation outcome remains yet to be reviewed and lessons learnt integrated into future contingency planning especially regarding care and public health aspects. After more than a year of inactivity the National Task Force re-convened for a meeting in August 2008.
The Consolidated Action Plan for Contribution of the UN System and Partners (UNCAPAHI) first released in July 2006 outlined the need to consolidate actions within the UN system and enhance support to National and Regional planning according to seven objectives: 1) animal health and Bio-security, 2) Sustaining Livelihood, 3) Human Health, 4) Continuity under Pandemic Conditions, 5) Humanitarian Common Services Support, 5) Communication; Public Information and Supporting Behavior Change, 7) Coordination of National, Regional and International Stakeholders. To this effect the Kenya Country Team appointed WHO, FAO, World Bank, UNICEF and other program in November 2006. This work needs to be monitored and coordinated by the RC office. 
The needs for staff protection that are identified in each agency’s business continuity plan should be communicated to the pandemic planning coordinator – UNON, so as to be included in this UN system pandemic plan. This linkage is currently weak. We advise that a SEPT Kenya (Senior Emergency Policy Team) as well as a technical working group be set up under the RC to facilitate coordination among UN programs and the Government of Kenya as well as to advise the CMT on staff protection and other operational matters.
3. Summary of key planning and coordination tasks
The UNCT will ensure the coordination of all agencies pandemic and business continuity planning with regards to staff protection and safety. The RC will inform the CMT who will implement the identified needs. The RC needs to liaise with other country teams operating out of Kenya (Sudan, Somalia, Regional…) to identify their needs. 
The following table summarizes the coordination actions per pandemic operating mode.
	Readiness Mode
	Crisis Mode 
	Emergency Mode

	· Monitoring and tracking of global situation and brief all UN organisations based in Kenya

· Review and maintenance of UN system business and contingency plans
· Coordination of agency pandemic contingency planning
· Conduct of simulations and drills
· Coordination of agency business continuity plans
· Communication strategy in place
Liaison with the National Authorities
	· Monitoring and tracking of global and national pandemic influenza status
· Revision of the contingency plan taking into account the developments of the pandemic and WHO, UNMD recommendations

· Provide continued advice to the DO on the status of influenza pandemic and implementation of the plan
· Ensure coordination and information sharing among all relevant stakeholders

	· Monitoring and tracking of global and national pandemic influenza status

· Provision of advice to the DO on the status of influenza pandemic and implementation of the plan

· Implement business continuity plans
· Ensure coordination and information sharing among all relevant stakeholders



D. COMMUNICATION PLAN

This section covers: 
· External and internal communication strategies and plans during a pandemic

· Emergency communication systems
The threat of a pandemic will create a high demand for information both within the UN and from external partners. It will be vital to coordinate the information that is circulated by headquarters, regional and country offices. Clear internal and external communication will be essential to rapidly deal with rumors and anxieties. The DO will be responsible of all level communication through standard procedures and an appointed spoke person. 
1. External communication
The DO will ensure that the communication system in centralized in order to have harmonized information. He/She  will also be responsible for informing the government of the move to crisis or emergency mode and of any implications that the move may have. In addition the CMT will maintain regular contacts with other national or international stakeholders. Agencies will need to be prepared to provide information to the media with regards to their own programs. 
The Kenyan Government will also issue information assisted by UN agencies directly involved in related programmatic matters with the Government. 

The heads of UN agencies will be responsible for informing their relevant headquarters of the move to the upper operating mode and for providing regular updates. The nominated spoke person will be in charge of providing regular information to the media with the facilitation of UNIC.
2. Internal communication
Readiness mode
During readiness mode, regular updates regarding Pandemic Influenza and UN contingency planning should be discussed by the CMT on at least a quarterly basis. There is an urgent need to identify a technical working group to undertake, ideally on a monthly basis, a review of new information and progress in pandemic planning in order to advise the SMT and provide updates to staff. 
A communication package covering hygiene rules, information on influenza and pandemic preparedness as well as FAQ was developed and distributed by JMS in 2006. Posters and booklets were disseminated in all UN offices in Kenya and are still available through UNON extranet and intranet.  The package is currently under review and will be updated through all available media at the end of 2008. 
Given the expected staff lock down situation during emergency phase, it is important to have tested communication systems in place. All critical staff members (especially those whose plan is to telecommute) as well as all wardens must be given VHF (Very High Frequency) radios as this may become the main and most reliable mean of communications during emergency mode. Each agency is responsible to ensure they have enough VHF radios for their needs during emergency mode.
UN emergency contacts play an important role and the warden system may play a crucial one in accessing staff and their families during isolation phase. The warden system in Nairobi is currently agency based and not always geographic. This will make it very difficult to follow up people and potentially provide medical support in one area across agencies. Therefore we strongly advise to revert to geographic warden system.
Crisis mode 
(Trigger: WHO declares Pandemic Alert Phase 4 (or above) after human clusters are confirmed abroad –or– first human clusters appear in the region - or - first H2H (confirmed human to human transmitted) case appears in Kenya)
The switch to crisis mode will be decided upon by the DO who will then inform all SMT members through an emergency meeting. All staff will be initially informed through the mass SMS system. Each Head of Agency will be then responsible to ensure that all their respective staffs are fully briefed and start implementing action plans accordingly. 

Awareness on the influenza disease using a very simplified case definition will be carried out and information on appropriate response to a suspected case in staff and their dependents circulated. An information kit containing relevant material will be updated by the CMT, printed and disseminated to all staff. The kit will include: 
· List of approved health care providers and related administrative guidance, 
· Help desk contact numbers, 
· Emergency contact lists of security and medical services, pandemic help desk hotline numbers
· A simple guideline for homecare of mild cases. 
The CMT will issue updated travel advisories as per the recommendations of WHO and UNMD.
UNON has planned for the implementation of a help desk/call centre of 10 posts centrally based in Gigiri. The primary role of the help desk will be to answer staff queries and provide peer support. The help desk hotline will be activated as soon as crisis mode is declared. It will operate under UNIC responsibility in close collaboration with the Security Control room and Medical Services to ensure orientation of queries to the appropriate respondent. 
Emergency mode 
(Trigger: WHO declares Pandemic Alert Phase 6, sustained human to human transmission is confirmed in the region–or– significant number of UN staff or dependants fall victim to the disease)
The switch to emergency mode will be made by the DO on advice of the CMT.  The DO will ensure that all SMT members are informed accordingly. Immediate information will be given to staff through the mass SMS system and e-mail. All staff will be requested to return immediately to their respective offices for briefing, issue of personal protection gears if relevant, as well as an updated list of emergency radio call signs, and for non critical staff to collect their belongings prior to leave the UN premises.
The existing security warden system could become a vital alternative for communicating with staff within their area (see UN Security Plan) and eventually facilitate outreach medical activities. The Security Wardens both in Nairobi and in provinces must be well briefed prior and during pandemic crisis and emergency operating modes.
In addition to the pandemic help desk, a 24x7 radio room manned by the Security Services will be activated to monitor and control all UN communication. For further information about emergency communication arrangement, see the UN Security Plan.

E. ACTION PLANS BY AGENCIES/OFFICES OR AFFILIATES
This section covers:

· Business continuity policies and measures 

· The pandemic action plan for each agency operating in and from Kenya

· Staff responsibilities, administrative policies and practicalities

1. Business continuity planning
Each UN agency will put in place individual plans that cover key issues for ensuring decision making at agency level and the continuity of business and vital projects as well as the operational system to support them.  
The plan will identify critical functions, the standing operating procedures and critical documents and systems required for implementation as well as the associated staff needed to maintain those functions during emergency operational mode (usually not more than 10% of staff). 
The defined critical functions will vary to some extent among Organizations due to differences in their mandate. Those functions specific to the mandate must be defined by the individual organizations, however, for all organizations they should include the following:
· Physical security of UN staff and assets

· Medical care of staff
· Maintenance of computers and telephone services
· Ability to communicate with other Organizations and Governments
· Maintenance of Utilities (electricity, water and sanitation)
· Ability to make important operational and policy decisions related to the pandemic
· Ability to make important operational and policy decisions related to critical operations and programs continuity

Based on the critical functions identified (including the additional programmatic actions planed), each agency will identify the staff structure needed to ensure these functions and alternates. This will imply reviewing each staff for potential other duties and eventually provide training for this, developing alternative staffing structures and maintain updated rosters of back-up staff.. 

A certain number of these critical functions can be carried out effectively by the identified staff from home provided they are adequately equipped, including with a reliable power back up system. Agencies may plan for telecommuting as an option for some or all of their critical staff. In this case it is the agency’s responsibility to ensure that critical staff can technically do so during a 6-8 weeks lock down situation. 
All critical staffs are expected to be fully briefed in advance about their role and responsibilities in relation to their critical function during a pandemic and each time there is a change of activities or of person in the critical staff team. Written SOPs for each critical function including a signed consent from each identified critical staff is highly recommended. 
2. Pandemic planning per pandemic operating mode
Readiness mode
All agencies covered by this contingency plan should have their own pandemic preparedness and business continuity plan and provide the CMT through the RC with the related information to facilitate the appropriate coverage of their respective medical and safety needs and allow continuous cohesion of the contingency plan for the UN system in Kenya. To this effect a pandemic preparedness and business continuity focal person should be identified in each agency.
The number of staff and dependents (national and international) in each agency should be updated regularly and forwarded to Security Services and availed to the Pandemic Planning Coordinator.  Ideally, for medical planning purpose the population data regarding staff dependents should include the following categories: national and international, stratifying per age groups: children under 24 months of age, children over 24 months and children under 13 years, people over 13 years. This in addition to the quantification of drug stockpiling needs will allow to identify in advance the priority groups for pandemic vaccination when/if the pandemic vaccines becomes available (see Medical Plan below).

In accordance with the recommendation of the UN Medical Directors agencies will ensure adequate stockpile of protection supplies and drugs (See Medical Plan below).  The procurement, stockpiling and stock refurbishment of all medical supplies will remain the responsibility of each individual agency. In 2006, UNON has organised consolidated bulk procurement for agencies or affiliates on cost sharing basis to which 23 contributed.
The information on stockpile available for the agencies who participated is centralized and monitored by the Pandemic Planning Coordinator – JMS, through a tracking system.  For those agencies having a separate stockpile we advise participating in the centralized system. This is not yet implemented as of now (October 2008) and the Pandemic Planning Coordinator has no overview over stocks. Each agency should ensure that the following updated information is compiled: 

· stockpile status of PPE, antipyretic, antibiotics and antiviral (Oseltamivir) per formulation (adult or pediatric), expiry dates of the items when relevant, stock replenishment plans as necessary
The preferred option for staff to obtain medical consultations is through the local existing medical channels. However, as we expect the medical network in Kenya to be inadequate and unable to cope with the demand in severe pandemic circumstances, JMS is prepared to provide support to the extent practicable. Given the potential  demand for medical assistance by UN staff and dependents in Kenya, we advise that the Pandemic Planning Coordinator maintains an inventory of available medical and nursing staff as well as SOS/counseling staff available within the UN system to provide back-up if deemed necessary. 
During readiness mode, all staff will continue to work in accordance with their normal terms of reference. Each agency is obligated to update their number of critical and non critical staff to the Security and Safety Section as well as to the UN medical services at least twice a year. 
Crisis mode (containment measures)
Once crisis mode is officially declared, non critical staff may be advised to stay home based on agency’s requirement or if the security situation required. Prior to sending staff home surgical masks will be distributed based on the number of family members. However, staff should be instructed to use those masks only in case of fever like symptoms.
Each agency will be responsible in enforcing the CMT travel advisory and determine their critical travel needs. All non critical travel should be deferred. UN staff presenting with influenza like symptom will not be allowed to travel. The CMT will also instruct to commence social distancing in and out of the work place. Conferences and office meetings (other than CMT) should be avoided unless critical for business continuity. UN international guests in ongoing conferences at the time of crisis declaration should be included in this plan during their stay, meanwhile their earliest safe return to duty station base be facilitated. Conferences planed within the forthcoming 3 months should be put on hold or relocation considered.
Critical staff who are able to work effectively from home should be encouraged to do so. However the principle of maintaining normal business continuity should still apply during this mode. List,  name and contacts of critical staff due to be operational during emergency operating mode should be updated and forwarded to Security and Safety Section as well as to Medical Services.

Planning for a pandemic necessitates the appropriate and through application of infection control measures, particularly in health care setting but also at home and at the workplace. From crisis mode UN offices should be adequately supplied with disinfectants and staff should be encouraged to make use of these.

Emergency mode (protection of staff and operations)
During the emergency mode, only nominated critical staff as per the critical functions above will be allowed access to UN premises. PPE will be distributed to staff according to their occupational exposure risk category. 
3. Summary of action points by UN agencies

	Readiness Mode
	Crisis Mode 
	Emergency Mode

	· Familiarized with the UN Medical Services Pandemic Guidelines

· Familiarise with UN system Contingency Plan for Kenya
· Identify pandemic and business continuity planning focal person

· Write organization’s business continuity plan and establish related staff needs

· Ensure that communication (VHF) and telecommuting equipment is sufficient to cover agency’s needs.

· Plan for critical service location or re-location during emergency mode

· Facilitate seasonal flu vaccination of staff and dependents (subscribe to JMS services)

· Ensure sufficient stockpile drugs and PPE including surgical masks to cover for the organization needs (through UNON or own arrangements)
· Keep stock of sufficient supplies to run the office for 2 months without re-supply.
	· Agencies keep their staff informed and updated on the developments

· Ensure that drug and PPE stockpiles are accessible and available at offices and sub-offices 

· Defer non critical meetings and travels

· Organize relocation of staff based in location where security or health cover cannot be ensured.

· Evacuation or re-location of non essential staff if recommended and possible

· Review and update lists of critical staff who will need to access offices during emergency phase 
· Issue surgical masks to staff and families

· Update and test organization warden communication system

· Ensure that hygiene rules are applied across offices and that sufficient disinfectant is available
	· Agencies keep their staff informed and updated on the developments

· Follow the lead of CMT

· Nominated critical staff only in the offices

· Issue PPE to critical staff according to distribution list

· Link between agency HRM and medical services maintained

· Facilitate pandemic vaccination for all staff if available




4. Staff responsibilities
All UN staff and their dependants will be required to comply with the public health measures taken by the national authorities, particularly those relevant to social gathering (such as take children from school, travel restrictions, access to public health network). Staff will also undertake all necessary steps in preparation of potential change in UN security phases including for an evacuation as per the DO decisions.
All staff should organise the stockpiling of sufficient supplies to cover up to six weeks. Staffs should also make plans to ensure a sufficient supply of clean water in case of disruption to the mains supply. Advice on stockpiling of essential supplies is provided in annex 3 (General information for all staff)
The UN system will provide access to the relevant UN guidelines and regular updated information packages. Administrative guidance for staff and human resources management is provided in the “administrative guidelines for an Influenza Pandemic Situation” in annex 10.
From crisis mode staff will be instructed to screen themselves and their families on a daily basis. If any fever symptoms are diagnosed (in the staff or dependents) the staff member should communicate this to his/her line management as well as to UN medical services and remain at home.  If symptoms continue, medical treatment should be sought. The pandemic influenza self care algorithm for adults and young children and related recommendations are available in annex 6 (Clinical algorithm for the management of infected persons)
If influenza is diagnosed the staff member should take a course of Oseltamivir and not report to the office until 7 days after resolution of symptoms.  The infection control precautions for infected children below 12 years of age will be maintained for 21 days after the onset of symptoms. This implies that the patient wears a surgical mask if meeting with any other people and infection control measures implemented from the onset to 7-10 days after resolution of symptoms. Infection control recommendations for the home setting are available in annex 4 (Infection control recommendations for avian/pandemic influenza patients)
The staff responsibilities during the three pandemic operating modes are summarized in the table below.

	Readiness Mode
	Crisis Mode 
	Emergency Mode

	· Familiarise with UN Contingency Plan fro Kenya

· Implement recommended personal hygiene

· Implement own preparedness: 
1) Registration at DSS,
2) Inventory of personal effects and compile important document file

3) Review emergency stockpile, non perishable items ready 

4) Emergency contact lists.
· Stock own thermometers and antipyretics
· Persons under medical treatment have at least 1 month medication stock
· Take yearly seasonal flu vaccination 
	· Check validity of documents
· Complete stockpile of food, water and essential supplies for a period of 6-8 weeks
· Pack on suitcase per person (max 15kg) considering carefully the needed items. 

· Ensure vehicles are refueled and in good working order
· Inform medical services of any flu like symptoms or special requirements. 
· Persons under medication should stockpile 3 months supplies. 
· Check fever on a daily basis and report to the UN designated physician of any respiratory symptom
· Discourage visits at home and restrict staff movement as much as possible.
· Withdraw children from school and avoid social gatherings


	· Home isolation: sending home staff (except guards) back home or make arrangement for them staying with you.  

· Check fever on a daily basis and follow the self heath assessment recommendation,

· Report to the UN medical services of any influenza symptoms by phone. 

· Any visitor requested to return home (or being given a mask and > 1 meter distance rule maintained)




F. MEDICAL PLAN  
This section covers the key medical requirements for each operating mode:
· Protection of staff who are expected to perform critical functions with high risk of occupational  exposure;

· Care delivery and treatment

· Guidance to travellers 
· Vaccination against seasonal influenza, and when available, pandemic influenza.

The following table outlines the recommended UNSIC assumptions on influenza case load as guidance for operational planning only. In a real situation these figures could be substantially higher as no-one can predict the expected virulence of a new pandemic virus.
	Parameter


	UNSIC Estimates
	Cases per 1000 persons
	Extrapolation to UN population in Kenya

	
	Range
	Likely Estimate
	
	

	Illness rate

(% of total population)
	15-50%
	25%
	250
	2875 

	Outpatient visit

(% of ill cases)
	5-50%
	10%
	25
	287

	Hospitalisations

(% of ill cases)
	0.5-10%
	2%
	5
	57

	Deaths

(% of ill cases)
	0.25-10%
	0.5%
	1.25
	15


If possible, the preferred option for staff to obtain medical consultation and advice is through the standard local medical infrastructure. Ideally JMS will identify hospitals in the country and region where critically ill staff may be sent and develop specific plans for facilitating their rapid hospitalization. A contractual agreement should then be established to facilitate the care of UN staff and dependents at reasonable customary costs. 
Currently none of the private hospitals are willing to accept suspected cases of new communicable disease. In time of crisis, we expect the Kenyan Government to issue exceptional public health rules forcing them to act. At the moment, patient care remains the least elaborated component of the National Pandemic Contingency plan. 

Following the planning assumption above and pending the number of staffs and dependents, UNMD has issued precise recommendations on items and quantities that need to be quickly availed once crisis mode is declared. 
It is very likely that in Kenya stocks of both, medicines useful against influenza and personal protection supplies will be rapidly exhausted. Thus, stockpiling remains the best way to ensure rapid availability of these items. Each UN agency is responsible to ensure appropriate stockpiling and stock replenishment as well as a distribution plan for protection gears and the delivery of drugs as close as possible to the expected prescriber.
Supplies of routine medical needs and equipment specific to individual staff and family needs should be procured and stored by each staff member at the earliest opportunity. Should guidance and support be necessary, we advise the staff to consult the UN medical services.
READINESS MODE (preparedness measures)
1. Public and occupational health
· Stockpile of personal protective equipment (PPE) 
Personal protective equipment (PPE) is primarily for health care workers and who are in close contact with patients or suspect cases and who are trained on how to use it. Recommendations for the selection and use of PPE by staff depend on the characteristics and circumstances of their potential exposure to the virus and body fluids. 

The UNMD guidelines has established 5 risk categories that staff can be classified into depending of the nature of their exposure to the virus. These are:

· Risk category 1: medical staff who manage known or suspected cases, direct or close contact (< 1m)

· Risk category 2: other staff with supportive duties implying < 1m contact with known or suspected cases (security, cleaning, medical administration)

· Risk category 3: staff who have < 1m close contact with persons of unknown pandemic status (essential travelers)

· Risk category 4: staff who are symptomatic or infected with pandemic influenza (e.g. seeking consultation at the clinic)

· Risk category 5: staff with no known close contact (< 1m) with known/suspected pandemic influenza patient or their infectious material
The following table details the recommendations on which type of PPE should be made available per staff category.


[image: image2]
The PPE kits contain all protection supplies and gears for one critical staff of exposure risk category 1 changing twice daily during 42 days. UNON have stock piled 87 of these for medical and security personnel. Other agencies will have to review their PPE needs according to staff risk exposure categories. 
· Stockpile of surgical masks

Patients or suspected cases should wear a simple surgical mask in order to limit the spread of the virus through cough, speech, and vomits.  In the event of a pandemic, it is also anticipated that many staff will request masks as they may provide some sense of security although no 100% guaranteed protection. As a result, masks may be in short supply. It is recommended that all UN Agencies procure and stockpile 84 disposable surgical masks per staff and dependent (2 per day per staff/dependent for 42 days). The UN medical services have procured 400,000 units covering the needs for a third of the UN system population in Kenya.

· Seasonal influenza vaccination
While seasonal influenza vaccine will not protect against a pandemic strain and does not provide protection against the many other viruses that can cause respiratory illnesses, widespread use of seasonal influenza vaccines may be very helpful in a pandemic situation. Any reduction in seasonal influenza cases due to use of seasonal influenza vaccine will reduce the possibility that a case of seasonal influenza might be mistaken for a case of pandemic influenza, thereby reducing unnecessary worry and actions. Influenza vaccine can also be a highly cost-effective countermeasure against seasonal influenza.

All UN staff and dependents are strongly advised to take seasonal influenza vaccination. Vaccination campaigns should be commenced once the vaccine for the appropriate hemisphere becomes available. In the Northern Hemisphere this will generally be in October and November and in Kenya from March to May. 
· Pneumococcal vaccination
The WHO recommends pneumococcal vaccination for all people at particular risk for the bacterial pneumonia complication of influenza. , including those 65 years of age or older, those with heart failure, emphysema, diabetes mellitus, alcoholism, or chronic liver disease, and those who are otherwise immune compromised.  Staff members concerned are advised to get pneumococcal vaccines as a matter of routine prevention from their personal treating physicians
2. Stockpile of drugs 
· Osletamivir (Tamiflu®)
The anti-viral medication Oseltamivir
 is widely considered to be the best available option for pharmacological mitigation of the morbidity and mortality of an influenza pandemic. The evidence base for effectiveness of treatment of H5N1 avian influenza patients, however, is sparse, and reports already exist regarding resistance in this treatment. Most importantly, the effectiveness and sensitivity of a viral strain that has not yet emerged cannot be assessed with any certainty. At this time, the evidence is that Oseltamivir can reduce the duration of viral replication and improve prospect of survival, provided it is administered within 48 hours from the time of onset of symptoms.

In symptomatic patients suspected of having pandemic influenza, Oseltamivir should be administered in a dose of two 75 mg. capsules a day (total of 150 mg. per day) for 5 days. Children should be administered bi-daily does adjusted to their respective weight. Specific Oseltamivir paediatric formulations in capsules of respectively 33 mg and 45 mg are now available in Europe. JMS is currently assessing feasibility to have a bulk consignment imported in Kenya for the UN system.
As per 2006 UNMD recommendations, the UN System in Kenya procured a basic stockpile allowing for a 5-day course of Oseltamivir treatment for 25 % (+ 15 % buffer) of all their staff and their dependants, on an agency-by-agency cost-sharing basis. Among the 84 agencies/affiliates comprising the UN system in Kenya, 24 participated in a bulk purchase initiated by UNON Joint Medical Services.
Preventive treatment is likely to be less effective than proper use of PPE and should not be considered as a substitute to protection measures. However, it might be considered for staff at high risk exposure, for the period of time these are considered to be exposed to the increased risk. The Medical Services have stockpiled enough Oseltamivir to provide prophylaxis for 6 weeks only for staff performing critical functions with deemed occupational risk exposure (e.g. Risk Categories 1, 2 and 3). 
Post exposure prophylaxis may be considered (eg: for staff experiencing close contact with a known infected individual such as a family member). However, this will be dependent on the sensitivity to medication data available at the time, and consequent WHO recommendations. During a widespread pandemic, it may not be feasible to give post-exposure treatment to all non-ill contacts. Non-medical interventions and isolation will be the principal means of control.
Because antiviral medications will become valuable commodities during a pandemic, they should be stored in a secure place. Stocks of medications are under the responsibility of the UNON Medical Service and should be administered only under the direction of the UNON Medical Officer or his designate (s). However, the stocks may be located at decentralized individual UN Agency offices, if deemed necessary and provided the stock is kept according to the recommended conditions including temperature control. 
Information on Oseltamivir is available in annex 8 and recommendations about procurement and storage of medical supplies can be found in annex 9.
· Antipyretics, antibiotics and medical supplies
Monitoring one’s own body temperature is essential during an influenza pandemic, and staff, are advised to purchase individual thermometers. 
Antipyretic such as Paracetamol or Panadol (not aspirin as it is contraindicated for those having influenza under the age of 12 and those with known contraindications) will be indicated as in most febrile diseases to relieve pain and control fever.  Antipyretics are widely available and staff members are advised to stockpile their own supplies. A minimum of 10 days treatment for each family member appears a reasonable key for calculation. 
As influenza is often complicated by secondary bacterial infection of the lungs, antibiotics could be life saving in the case of late-onset pneumonia. Therefore the UN system will stockpile four types of antibiotics: 
· Amoxicillin + Clavuclanic acid (500mg/125mg tablets) : 1 course of 30 tablets for 7,5% of the number of  staff and dependents
· Ciprofloxacin (500mg tablets): 1 course of 20 tablets for 2,5 % of the number of staff and dependents
· Azythromicin (500 mg tablets): 1 course of 5 tablets for 2.5 % of the number of staff and dependents
Since syringes and needles may be in short supply and are necessary for administration of any possible vaccine that may become available, Medical Service have procured and stockpiled two sets of syringes and needles for 25% of staff and dependents, as recommended by UNMD. 
3. Planning access to medical care
While Nairobi has good health care facilities, most of these may not accept infectious patients immediately from the onset of the crisis. Then these may become quickly overwhelmed as the pandemic unfolds especially in the hospitalization sector. There are less than 20 ICU beds available in the City, most of these are located in private institutions and may be un-accessible for highly infectious cases. The current Government plan does not provide an overview of the facilities identified for pandemic response, nor comprises a check list for preparedness.
If local private or public health services are overwhelmed and/or their infection control system assessed inefficient, it will be necessary to create auxiliary outpatient care clinics for UN staff and their dependents (fever clinics). Ideally, such clinic should be located as close as possible to the medical services to minimize logistical problems and maximize infection control. At best, such an expansion will be difficult and advanced planning will be done by the UN medical services with the support of UNCT operational agencies.
The UNON joint medical service is developing a plan for a “fever clinic” located at the Recreation Centre in Gigiri. As per UNMD recommendations (see annex 7: “establishment of a fever clinic”), the RC “fever clinic” will be situated outside the complex perimeter and will be accessible directly from outside. The fever clinic role and objectives, the lay out and staff requirements will be established. The set up should include an outpatient triage/treatment facility and the minimum structural requirements for day care of a limited number of patients (5-10 at a time). Such day care admission criteria could follow the WHO vulnerability priority list (e.g. the same categories as for the administration of pandemic vaccination priority list). The medical and communication equipment as well as logistic and sanitation supplies will be procured as per the UNMD guidance.
Given the large number of UN staff at Nairobi duty station and in order to mitigate the potential high demand at health institutions or at the UN clinics, an advanced plan for home care support services will be designed. This plan combines four strategies:  
· Guidance for home care: staff preparedness on self assessment and self care, home quarantine. A practical guideline for homecare has been developed.  See annexes 4 and 5 for details. 
· Mobile fever clinic: set up ready for up to two outreach teams (1 nurse/1Driver) to provide home care to mild or severe cases. 
· Distant staff support: UN medical services have pre-positioned a 10 posts help desk set up (phone, radio, internet access). The help desk objective will primarily be to answer staff queries, provide information, medical advice and peer support as needed. If situation justifies, medical staff will be assigned to the help desk that will also serve as a base to  remotely monitor and record influenza cases and their outcome, orientate referrals or outreach team for further care, authorize distribution of Tamiflu for specific cases (see paragraph below). 
· Remote case management: in case of massive pandemic morbidity over the City or if the security situation does not allow any movement and UN population needs cannot be covered by the above strategies, another alternative for having Tamiflu treatment reaching patients at home would be through UN security wardens. This alternative can be envisaged only if a geographical security warden system is pre-established and a sub-stock allocation plan is prepared including the allocation of additional protection gears and training to the wardens (masks, reception/delivery forms, communication with the prescribing physician ensured). 

The above strategies will be progressively tested and activated once crisis mode is declared. During emergency phase, these should be continuously reviewed and adjusted. Fever clinic and/or outreaches could be independently activated or de-activated according to the following factors: the evolution of local public or private health service’s capacity, the UN medical staff availability and/or safety (particularly regarding outreaches) and the evolution of the influenza case load among UN population. 
The UN physicians will be responsible for out patient triage, case management of UN staff, liaison with the identified facilities and remote staff support as required. 
4. Plan for psychological support to staff
The psychosocial aspects during pandemic need to be taken into account and addressed properly since different psychological reactions may occur during all phases. 
The staff counselor will provide a list of SOS and peer counselors and their contact numbers. Within the help desk their role and responsibilities and mode of intervention should be clarified and strengthened through specific training. Their input could become crucial during the pandemic phase to provide peer support either from home (if efficiently equipped) or as critical staff attached to the help desk. 
5. Planning vaccination against pandemic influenza
If a new pandemic virus strain emerges, there will be a focused effort by public health authorities and manufacturers worldwide to develop, distribute and administer an effective and specific pandemic vaccine. This is unlikely to happen during the first pandemic it is estimated that at best 4 to 6 months will be needed to develop and start manufacturing a vaccine for a new influenza virus strain. 

Currently, vaccines against the influenza virus A/H5N1 continue to be developed and tested, and WHO is in the midst of creating a stockpile for international use of emergency assessment teams. However, the current vaccine containing a recent H5N1 virus may or may not be effective against a modified strain, if such a strain emerges with the ability to spread easily among people. 

WHO is closely following the development, protective effect and safety other new pre-pandemic vaccines and will make recommendations on its use as soon as the product is available. If deemed appropriate based on safety and efficacy, WHO will also contact manufacturers beforehand to arrange the procurement of the vaccine in advance of its need.  Under the best of circumstances, given the global population size and limited production capacity for influenza vaccine, any pandemic vaccine will initially be in short supply. Demand will far exceed availability. 

Based on current WHO recommendations, guidance for the priority for administration of a pandemic vaccine is as follows:

1) Medical staff who, as part of their duties, manage infected patients clinically and have close contact (<1 meter  or 3 feet) with known/suspected patients or their infectious material (Risk category 1)
2) Other staff who, as part of their duties of performing critical functions, have close contact (1 meter or 3 feet) with known/suspected patients or their infectious material (Risk Category 2)
3) Remaining staff performing critical functions (both on-site, and tele-commuting)

4) Persons at high risk of severe or fatal outcomes following influenza infection (high risk medical condition, immuno-compromised, >65 years of age, children under 23 months of age, pregnant women)

5) Children 24 months to 18 years

6) Healthy adults
CRISIS MODE (containment measures)
6. Surveillance 

JMS will follow up staffs and dependents who have reported influenza like symptoms through their daily self assessment and ensure appropriate tracing, monitoring and quarantine of close contacts of infected persons (see annex 5 for more details) A specific influenza data collection and treatment monitoring system will be launched. The indicators will include: cases directly managed by JMS, home cases, hospitalizations and treatment outcomes. 

A daily monitoring of influenza like case load at Kenya major care providers will be implemented to detect signs of pandemic by JMS. 

Clinical teams will be trained and provided with updated guidelines on case detection, reporting, case investigation, case management, infection control as well as communication of surveillance data.  Updated case definition of Avian and Human Influenza will be made available by WHO as required. Guidelines for Case management, case investigation, and handling of specimen will be distributed to all staff concerned.
7. Case management 
The UN Medical Services will confirm the inventory of approved private and public facilities for UN staff and dependents and will confirm with these facilities that contractual agreements and protocols for use by staff are still valid.
A special area for staff with flu like symptoms will be opened at JMS clinic for the workplace. The expanded fever clinic set up at the recreation centre should be tested by conducting “dry run tests”. 

Medical evacuation, of severe cases that cannot be dealt with locally will be assessed on a case-by-case basis according to the realities of the time. This will not be a first option however.
8. Special advisory

In the case of non-influenza type illness, normal UNON medical treatment and evacuation proceeds will apply, as at this stage it is unlikely that travel restrictions will be in place.  If travel restrictions are in place, or the symptoms are influenza related, then initial treatment will have to be provided locally and quarantine imposed prior to any medical evacuation being allowed.

Persons affected by chronic disease will be advised to stockpile a minimum of six months supplies of their regular treatment.
Travelers returning from affected areas to Kenya will be required to stay at home, monitor their health and report any symptom for a period of 7 days. Surgical mask should be distributed to all essential travelers. Depending on their destination and the WHO and UN medical services recommendations, prophylactic treatment could be considered.
EMERGENCY MODE (protection of staff and operations)
The activities in this mode will focus on case follow up and monitoring. If required, the activation of UN case management facilities such as “fever clinic” or mobile clinics or for medical evacuations should be endorsed by the CMT. 
JMS will facilitate anti-viral distribution to staff and track any adverse effects. If available, pandemic vaccine will be acquired and JMS will plan for administration of vaccines starting with the recommended priority groups, or for all if vaccination supply is sufficient. 
9. Summary of medical actions by mode

	Readiness Mode
	Crisis Mode 

	Emergency Mode


	· Develop a business continuity plan for medical services

· Assess medical preparedness status of UN system and identify actions to fill gaps
· Liaise with national medical authorities and other stakeholders on their preparedness

· Brief senior officials of the UN on medical situation, possible outcome and resources needed

· Provide seasonal influenza vaccination to staff and dependents annually
· Stockpiling of Oseltamivir for:
5) 40% of UN population

6) Prophylaxis for C/Staff risk exposure categories 1, 2 and 3
7) Children < 13 years, pediatric doses (pending availability)
· Stockpiling of Antibiotics

· Stockpiling of PPE kits and supplies 
· Procure 2 sets of syringes or needles for 25% of staff
· Ensure stock management and stock refurbishment as needed
· Review of national medical providers and establishment of specific agreement and user guide for UN staff. 
· Develop plans and procedures for case management and patient support (check lists, SOP, procurement)
· Issuance of travel advisories as required
· Update lists of priority beneficiaries for pandemic vaccination when available

· Establish lists of critical staff of exposure risk category 1,2 and 3

· Staff briefing/critical staff training sessions

	· Daily monitoring of national health care facilities for signs of pandemic

· Initiate surveillance system and related data collection

· Provide situation updates (pandemic status) to stakeholders

· Update and disseminate to all staff relevant materials to support pandemic response:

1) Organization pandemic plan

2) Local healthcare arrangements and location of fever clinics

3) General information to all staff 

4) Self care algorithm 

5) Care for pandemic influenza patients at home
6) Distribution and guide for use of supplies

· Ensure that drugs are accessible and ready for distribution (at agency’s offices)
· Activation of triage fever clinic for staff at Joint Medical Services
· Run “dry” test of fever clinic at the RC

· Issue masks and syringes/needles to staff and families

· Defer all non critical travel and meetings/conferences

· Educate critical travelers and provide prophylaxis as required
· Medical back up to evacuation of non critical staff and dependents if feasible/relevant.

· Support pandemic help desk

	· Monitor and disseminate updated guidance on strategies, effectiveness and priorities for use of Oseltamivir

· Reinforce staff education on care seeking at home

· If recommended by WHO/UNMD at the time, provide prophylactic treatment with Oseltamivir of critical staff category 1, 2 and 3
· Activation of medical care systems pending the situation and CMT approval
1) Follow up of referrals at national institutions

2) Fever clinic at the RC

3) Outreach clinics according 
4) Distribution of Tamiflu through warden system

5) Track antiviral distribution to staf and adverse effects

· Support pandemic help desk


G. SECURITY AND INFRASTRUCTURE PLAN
This section covers key points and policies regarding:
· Facility management and practicalities

· Security considerations and policies
1. Facilities 

There are 84 offices of UN funds, programmes and agencies operating in or from Kenya based in Nairobi. These include two global UN programmes (UNEP and UN-HABITAT) and UNON the established common services that manages the Gigiri complex where more than 3,000 UN staff are working. Other offices are located either in close vicinity to the complex (22 agencies) or spread throughout the Nairobi city. 

All agencies based outside Gigiri should prepare for either relocation of critical activities at Gigiri or make own arrangement and inform the CMT of their plan as soon as crisis mode is declared for the duty station. The agencies that have shifted to the Gigiri complex during emergency mode will comply with UNON business continuity plans and security arrangements as endorsed by the SMT.
UNON was created to provide administrative services to UNEP and UN-Habitat. UNON also coordinates security arrangements for the UN common system and provides support services and management of facilities at the Gigiri complex. In addition to the provision of medical support to staff, several of UNON functions and services will remain highly critical during a crisis.

Since February 2008, UNON is developing a multi-hazard business continuity management plan focussing on continued service delivery as well as on improving the resilience at Gigiri complex. The matrix in annex 1 outlines the preparedness steps and the actions that will be undertaken by UNON according to pandemic likely triggers and related operating modes.   
2. Evacuation/relocation of staff
In case of increasing pandemic threat in the region, it is likely that other countries will be affected quickly and disruption of travel and health services is to be expected. It will be difficult to predict whether it will be possible and/or advisable to order the relocation and/or evacuation of international staff. Should the pandemic spread quickly across the globe, no place could be considered a “safe haven” for evacuation of international staff.

It is thus advisable to allow a certain degree of flexibility in this Contingency Plan, as well as in the Security Plan, to allow the Designated Official to take the most appropriate decisions in response to prevailing circumstances, as per advise given by WHO and the CMTF

Crisis operating mode

If pandemic cases are confirmed in Kenya or in a neighboring country the Designated Official may, depending on circumstances, recommend that non-essential international staff and dependants, who are not ill and have no exposure to a known case may relocate directly to their country of origin where health services are less congested, providing this is the case and that travel is possible. In this case staff and/or dependants about to be relocated will be screened by a UN-designated physician before their departure to decrease the risk of spread of the disease through their movement. 
If such relocation is not possible due to the impossibility of travel, or due to a high risk of exposure that such relocation would involve, the Designated Official, as per advice from WHO and CMT, may instead instruct staff to remain in their homes and isolate themselves from outside contact to minimize the chances of contagion. 
At this stage, all national staff should receive an advance payment of their salary to a maximum of three months. In addition, the costs of relocation transport should be paid to those members of the national staff who would wish to relocate themselves and their recognized dependants to a more isolated part of the country. It should be noted, however, that the medical facilities available in the rural areas may not be as well developed as those in the capital. It is important to avoid large transport vehicles such as buses and pick-up trucks.  Hiring of private transport may be the best course of action. 

Emergency operating mode 

As from emergency mode and until the pandemic alert has been officially declared over, all UN staff remaining in the country should stay isolated in their homes, minimize outside contacts, and check their body temperature at least once daily and notify the UN physician on duty of any respiratory symptoms, such as cough or any fever (temperature above or equal to 38°C) by phone. 

3. Repatriation of remains
The remains of deceased international staff and their dependants as a result of the influenza pandemic will be subject to WHO guidelines for disposal. As the repatriation of the remains of international staff and their dependants to their home country may be an unlikely option under the pandemic realities, they may have to be cremated or buried in Kenya after legally valid identification of the body. 

In preparation for the prospect of staff casualties, UN Agencies has procured a total of 90 mortuary bags stockpiled at the Medical Service. 

ANNEX 1 : PLAN FOR OPERATIONAL CONTINUITY PER OPERATING MODE
READINESS MODE 

	FUNCTION


	ACTION 
	STATUS / RESSOURCES NEEDED
	ASSUMPTION 

	ALL HEADS OF DEPARTMENTS

	Business continuity planning
	· Identify critical functions to be maintained during crisis level, and those to be maintained during emergency level, identify staff needs and structure to carry out these functions:
· prioritize staff with potential to carry out several duties

· if necessary plan specific training for identified staff

· develop alternative staffing structures (back-up or alternates)

· maintain duty rosters 

· identify critical staff able to work efficiently from home and those required on site

· inform staff of the plans 

· Prepare standing operating procedures (SOP) for all critical processes, clarify access to necessary documents and tools, decisional processes
· Stock sufficient office supplies for 2-3 months without re-supply.
· Organise simulations and integrate lessons learnt in future planning

	
	Essential functions can be carried out during crisis mode.

Not more than 10% staff on duty during emergency mode.

Telecommuting equipment available.

Critical staff  responsibilities written and consent signed

	STAFF 

	Critical staff
	· Ensure that they are trained on pandemic preparedness and PPE use
· Ensure they are briefed as to their specific role and responsibilities in relation to their critical function during crisis and emergency modes. 
· Be technically trained on the use of telecommunication equipment as required by their function (telecommuting, own security).
· Register to webmail and all remote access required fro telecommuting

· Finalize family plan for a potential 6 weeks absence.
· Prepare a check list of personnel items necessary during 6 weeks “confinement” at Gigiri.
	
	

	JMS

	Pandemic preparedness/ business continuity unit
	· Stockpile emergency items in order to sustain staff in case of Gigiri complex closure (food, necessities, hygiene, bedding)

· Manage and maintain emergency stocks
	9000 ready to eat meals (in progress)
200 bedding sets

Hygiene products in stock
2 water purifying units (400 litre/hour) in stock

Emergency lighting kits (in progress)
	200 critical staff sustained at Gigiri during 42 days


	FUNCTION


	ACTION 
	STATUS / RESSOURCES NEEDED
	ASSUMPTION 

	BFMS: PAYROLL/ACCOUNTS/TREASURY

	Manage payroll
	· Make a plan on how 3 month staff salary will be distributed in the event of a pandemic crisis or security phase 3
	IMIS
	Potential bank closure during emergency phase

	Manage cash then bank system
	· Establish the amount of cash required for 2-3 months crisis
· Make special arrangements with banks to get fast and easy access to cash in time of emergency.

	
	

	SUPPORT SERVICES: BGMU/ BMTU/ COU/MAIL AND POUCH

	Manage maintenance of facilities


	· Pre-planning for facility use according to pandemic triggers and potential needs during crisis and emergency response modes:
· Office space (determine bocks and office allocations per department and agencies)

· Facility management for a fever clinic at the recreation centre. 

· Sanitary blocks (plan selection of operating blocks)

· Sleeping quarters (identify quarters for 200 staff)

· Shower availability

· Water supply: establish minimum reserve level, triggers for rationing, safe drinking water distribution sites.
· Ensure food storage and cooking facility
· Make a plan for power back up system, fuel needs, minimum reserve level, triggers for rationing.

· Waste disposal: identify collection points, plan of sorting categories of waste, disposal area.
	Plan to be written down

Tools and equipment required – Proposal issued to UNON_DAS
Blocks: ………………………

60 KVA generator, independent borehole available (5.3m3/hour). UPS and data connection ports required.

Blocks: ………………….

Roof top conference rooms: 6 available
Block H: 7 for gents, 6 for ladies. Main gate and  block M & R have 1 each.

2 boreholes (yield: 7m3/hour each). 2 reservoirs of 600 m3 each. Regular water consumption 300 m3/day. 
5 cold rooms available. Equipment and utensils likely available at cafeterias. Limited gas stock (contractors).

6 generators 350KVA, 6,000 reserve stock, 100,000 required for 6 weeks (8H/day).  
Site enclosure next to gardener’s shed. Containers.
	3 months crisis and 6 weeks emergency period expected before recovery.

200 critical staff working

200 critical staff decently accommodated in the complex during  6 weeks of emergency phase

Consumption can be reduced by 10 folds with control. 

The contractors may take back their assets. 

35,000 litres available at station. Rationing plan crucial. 

	FUNCTION


	ACTION 
	STATUS / RESSOURCES NEEDED
	ASSUMPTION 

	Manage transportation of staff


	· Identify vehicle required for critical activities.
· Determine transport plan for critical staff in crisis response mode
· Ensure a stock of spare parts or consumables for 2-3 month without re-supplies, minimum tool box available
· Ensure fuel stocks at any time: minimum required reserve, trigger points for rationing

	9-pool vehicles, 6-pool drivers

Not started. All sub-contracted
….K litres unleaded, …K litres diesel reserve
	Social distancing will commence gradually. 

No public transport allowed for critical staff from crisis response mode.

	Manage procurement and contracts 
	· Maintain a database of suppliers specific to emergency and medical items.

· Facilitate contract for delayed delivery of perishable items of use during emergency.

· Establish a fast tract procurement system and related client manual for early crisis phase.
	
	

	ICTS

	Manage telecommuting capacity and systems
	· Review remote access policy and capacity inventory
· Provide home telecommuting set up system for selected highly critical staff
· Carry out test for telecommuting of Critical Staff
	Proposal for additional equipment issued to UNON-DAS, as follow:
· for 20 “peer to peer” kits

· for 50 modem + computer 

· For 70 power back up kits 
	

	Maintain  IT systems and telephone services
	· Administration and maintenance of all critical IT systems
· Maintain and improve back-up system. 


	IMIS, Equip, MIP, CPMS, LN, F10 system, 

Citrix: access to all applications remotely via NY (7 days delay)
	

	HRMS: 

	Manage rules and regulations
	· Review administrative pandemic guidelines in accordance with local contest and specificities.
	
	

	Manage employee’s data, entitlements, benefits, contracts
	· Ensure that all staff members have valid appointments and medical insurance cover and their records are up to date
· Scan all critical forms into a database, i.e. birth/ marriage certificates, beneficiary forms.
· Create a Staff Member Profile data verification sheet from IMIS. The documents to be sent electronically to all staff members.
· Explore the possibility of including a compulsory contact address field in e-Leave, to extract data of all staff members on leave during the pandemic.
	
	

	FUNCTION


	ACTION 
	STATUS / RESSOURCES NEEDED
	ASSUMPTION 

	Manage certifications and approvals
	· Identify certifying officers to be included in the critical personnel team (including for UNEP and UN-Habitat)

	
	

	Manage recruitment 


	· Identify and anticipate fast track recruitment procedures of temporary paramedical or security staff.


	
	

	SECURITY

	Maintain provision of security to staff and assets
	· Regularly revise Security Risk Assessment (SRA) in terms of security implications of a pandemic
· Review security plan according to the pandemic response strategies and modes whereby social distancing should prevail. 
· Assess and monitor state of preparedness at national security institutions
· Maintain updated staff database, staff and dependent lists and contact information.
· Update security warden list and related zones of responsibilities (add a pandemic component in warden training)
· Identify restricted areas of operations in Gigiri during emergency mode and plan related security measures
· Make a plan aligned to the UN medical services action plan for provision of security back up: (fever clinic, outreach, staff referral and evacuation)
· Review list of security personnel according to their duties and subsequent risk category (Cat 2, 3 essentially)
· Assess strategies to mitigate high absenteeism of guards
	Centralized mapping of staff residence

Space for medical staff and other critical working areas should be separated to limit risk of contamination. 

Security escorts

Access control at RC

Patient ambulance services.


	Up to date information provided by all agencies

Guards are amongst the most occupationally exposed staff categories.


CRISIS MODE

Likely trigger: WHO declares Pandemic Alert Phase 4 (or above) after human clusters are confirmed abroad –or– first human clusters appear in the region - or - first H2H (confirmed human to human transmitted) case appears in Kenya.

	CRITICAL AREA

	ACTION 
	REMARKS

	HEADS OF DEPARTMENTS

	Business continuity
	· Test established business continuity processes and adjust as necessary

· Keep testing communication trees
· Ensure direct or remote access to all necessary tools or critical documents required
· Finalize list of critical staff who will ensure the critical functions to be maintained during emergency phase


	

	STAFF

	Critical staff
	· Staff required at the Gigiri complex pack a 6 weeks supply of necessary personal items. 
· Staff able to work effectively from home should be encouraged to commence telecommuting
· Briefing on telecommunication procedures and print updated call sign lists (for those equipped with VHF)

	

	FACILITY MANAGEMENT

	BFMS
	· Provide 3 months salary advance payments through Electronic Money Transfer.
· Have cash on hand for any needed emergency and medical supplies


	

	BMTU
	· Ensure availability of official transport for critical staff
· Identify official vehicles that shall be used and which drivers shall be assigned to each vehicle
· Fuel these vehicles.


	

	BGMU
	· Liaise with UNON Security to enhance access control to the complex 
· Identify and contain parking areas; restrict access to other parking areas.
· Provide logistic support to the set up of a fever clinic at the RC
· Suspend commercial operation at UN fuel station.
Maintain and monitor water supply and storage at the complex  

	

	ICTS
	· Ensure that the Internet, IMIS, telephones and other communication devices are up and running and are available
· Provide technical support as required to staff telecommuting

	

	PTSS
	· Activate fast track procurement procedures for emergency purchase
· Speed up urgent pending deliveries
	

	CRITICAL AREA

	ACTION 
	REMARKS

	HRMS

	HRMS
	· Keep in touch with all staff members for updates (from them and to them)
· Contact all staff members who will be on leave at that time and advise them of the actions in place (and also as per Administrative Guidelines) e.g. SLWOP or SLWFP.
· Know where all staff members are: at complex, at home, away from the country
· Make a record of Staff who may get sick.

	

	SECURITY 

	Security Phase and Plan


	· SRA revised, SMT convened, UNDSS notified
· DSS/DO to  notify staff of any restriction of movement (security phase, stay at home)

· Review security wardens system (and staff) and provide updated training

· The Designated Official approves all missions


	

	UN staff, location and contacts

	· Review staff and dependents lists and status

· Pending security phase in force: necessary evacuation ,measures undertaken for non essential international staff and international dependents if appropriate

	

	UN premises
	· Maintain liaison with National security agencies and private security firms

· Adjust security system to back up medical activities (fever clinic)

· Activate security crisis coordination centre


	


EMMERGENCY MODE

Likely trigger: WHO declares Pandemic Alert Phase 6 – sustained human to human transmission confirmed in the region –or– significant number of UN staff or dependants fall victim to the disease.
	AREA
	ACTION
	REMARKS

	STAFF

	Critical staff
	· Strict isolation at home if telecommuting or at the UN complex if required as highly critical staff

	

	FACILITY MANAGEMENT

	BFMS
	· Have cash on hand for any needed emergency and medical supplies

	

	BGMU
	· Shut down areas not in use and restrict access to these areas (to conserve on water, electricity and generator fuel consumption) – e.g. concentrate all activities in the central area.
· Convert the rooftop conference room structures into sleeping quarters.
· Maintain and ration water supply for critical needs such as drinking, hygiene and medical uses.  
· Ensure that electrical supply to selected areas of the complex is maintained – firstly by KPLC (if possible), and by stand-by generator if necessary.
· Ensure proper and safe storage/disposal of waste including medical waste.


	

	ICTS
	Ensure that the Internet, IMIS, telephones and other communication devices, remote and in site are up and running and are available.
	

	HRMS
	· Know where all staff members are: at complex, at home, away from the country
· Make a record of Staff who may get sick.
	

	SECURITY

	Security plan and phase
	· Revise Security Risk Assessment (SRA): update critical information (roads, airport, potential evacuation routes)
· Notify staff of any important information and advice

· Provide back up to medical teams (fever clinic, ambulance, emergency immunization if vaccine available)

· Coordination centre activated and running

· DO of neighbouring countries and safe havens notified

· Necessary evacuation measures undertaken if appropriate
	


ANNEX 2 : MEDICAL PREPAREDNESS MATRIX
	ACTION
	STATUS / RESSOURCES NEEDED
	ASSUMPTION/REMARKS


	PLANNING AND COORDINATION

	Business continuity 

	· Develop a business continuity plan for medical services allowing performance of critical functions with reduced number of staff:
· List critical activities, related human resources needed, mitigation strategies and options for back-up
· Ensure access to critical documents (vendor list, hospitals, patient files.)
· JMS communication tree operational, critical staff equipped for radio telecommunication and aware of their roles

	Started
Budget + fast track recruitment of two nurses from pandemic crisis mode remains critical
Complete and ongoing
	Some contribution by medical human resources available in other UN agencies required during  emergency mode.


	Medical preparedness
	· Assess medical preparedness status of UN system and identify actions to fill gaps:
· Stockpile inventory across agencies vs population numbers
· Seasonal influenza vaccination coverage across UN system
· Assess and improve level of awareness, preparedness and hygiene practice at the workplace, home
· Provision of technical guidance and support to UN agencies as required and requested 


	Ongoing
Started

Started 

Started – A survey on level of awareness on HPI done in August.

Ongoing: bulk procurement of drugs and PPE was effected for 24 agencies. 

	Pending responsiveness of each UN agencies.

Possibility of centralising drug stocks at JMS.


	Liaison with national stakeholders
	· Liaison with the National Avian Influenza task force 
· Liaison with National Disaster Operation Centre 

· Participation of JMS to the national laboratory surveillance system on influenza 

· Liaison with national health providers (public and private)

	Resumed in August
Started 

Resumed in October

Ongoing – So far no contract agreement on pandemic care feasible 
	National plan still weak on pandemic specific aspects including the planning for delivery of care.
No plan yet established at major Nairobi hospitals.

	Briefing of senior UN officials

	· Regularly brief senior official on medical situation , changes of medical policies, possible pandemic outcome and resources needed
· Provide updated information to CMT and  SMT 

· Initiate simulation exercises, review lessons learnt and provide recommendations for integration into future planning
	Ongoing
Planed 

Not started - Simulation planed (with business continuity) early 2009


	CMT to be convened, participants mobilized
Simulation carried out based on a pandemic scenario


	ACTION
	STATUS / RESSOURCES NEEDED
	ASSUMPTION/REMARKS


	PUBLIC AND OCCUPATIONAL HEALTH

	Seasonal influenza vaccination
	· Promote and facilitate an annual seasonal vaccination programme for all staff and dependents (if budget allows)


	Ongoing – for agencies subscribing to the travel services
	Northern hemisphere specific vaccine also available at JMS for travellers.

	Personal Protection Equipment 
	· Stockpile PPE for protection of  critical staff according to their occupational risk exposure

· Stockpile of surgical masks for 42 days coverage of all UN staff and dependents 
· Stockpile alcool rub to complete PPE kits, clinic needs
· Develop distribution plan of PPE


	Complete (100 units)
Complete (420,000 units)
Complete (150 units)
In process 
	Covering UNON-UNEP- UN-Habitat
Distribution plan is pending agencies and departments business continuity plan  review

	Other emergency items 
	· Stockpile 2 sets of syringes and needle for each staff and dependents (precautionary in case of national shortage)
· Stockpile body bags according to case fatality assumptions 

	Complete (4,800 units)
Complete (90 units)

	Covering UNON-UNEP-UN-Habitat

	MEDICAL CARE

	Stockpile of drugs
	· Stockpiling of Oseltamivir for:
· 40% of UN adult population (including for post exposure prophylaxis)

· All under 13 years old among children population (9%)

· 6 weeks prophylaxis for critical staff exposure cat. 1,2 & 3

· Stockpile of antibiotics:
· Amoxicillin + Clavuclanic acid for 7,5% of UN pop.
· Ciprofloxacin for 2,5 % of UN pop. 
· Azythromicin (500 mg tablets) for 2.5 % of UN pop.
· Stock management system established

	Complete (2000 treatments)
Under process

Complete (200 treatments)
Complete 
Complete

Complete

Complete and ongoing
	Pediatric Oseltamivir  not registered in Kenya – Bulk purchase among all agencies to be initiated ASAP for importation by official distributor on UN behalf.
Covering UNON-UNEP-UN-Habitat 



	Case management plan
	· Develop plans and procedures for case management and patient support
· Check list for procurement of medical equipment for patient care at fever clinic (O2 concentrators, examination material, disinfection material, nurses kits and supplies)

· Develop SOP, clinic set up plans and staffing plans
· Patients files, case monitoring, data collection system to be established
	IN process - Proposal submitted to UNON-DAS
Not started

Not started
	

	Pandemic vaccination
	· Update list of priority beneficiaries for pandemic vaccination when available and vaccination campaign plan

	Not started
	

	ACTION
	STATUS / RESSOURCES NEEDED
	ASSUMPTION/REMARKS


	MEDICAL CARE

	Patient support


	· Procure equipment to set up a 10 posts help desk/call centre 
· Identify (peer counselling staff) to provide services
· Write SOP
	Complete

Not started

Not started


	Volunteer SOS counsellors among UN staff identified, trained and available

	COMMUNICATION AND TRAINING

	Risk communication 
	· Raise awareness among staff and implement pandemic prevention strategies of personal hygiene and social distancing
· Provide regular updates on status of pandemic and preparedness activities through available media

· Disseminate relevant material for staff use to support pandemic response (medical guidelines, health care arrangements 
· Provide critical staff with sensitization to pandemic risk, business continuity in practice and PPE use training

· Write risk communication plan framework according to crisis and emergency mode (SOPs)

	Ongoing 
Started 

Not started

To resume by November

Not started
	Communication plan under review

	Medical services staff  preparation

	· Identify training needs according to staff categories, provide or sub-contract such training
· Prepare a “ tool kit” for all medical or paramedical staffs
	Not fully assessed
In process
	Training needed: 

· medical staff

· counsellors 

	External communication

	· Enhance health care provider’s awareness of the potential for a pandemic. 
· Disseminate information on identification of suspect cases, clinical management and infection control


	Ongoing
Ongoing at Ministry of Health

Not started at private providers


	Pending support of WHO 


ANNEX 3: GENERAL INFORMATION FOR ALL STAFF

Personal Hygiene

Practice of good personal hygiene is one the most effective strategies any individual can implement to reduce their risk of being infected by the influenza virus.  Important points are:. 

· Cover your mouth and nose with a tissue when you cough or sneeze;
·  If you don't have a tissue, cough or sneeze into your upper sleeve (not with the hand, as that contaminates the hand and can spread organisms further by touching any surface);

· Use a tissue for cleaning/blowing the nose, and dispose of it after use in the waste;

· Wash your hands after coughing or sneezing, using a tissue, or touching any surface that may have become contaminated by a prior user.  If using a surgical mask, dispose of it carefully after use and wash hands;

· Wash hands with soap and water or clean with alcohol-based hand cleaner;

· When you wash your hands, wash for at least 20 seconds, making sure that all surfaces of hands and fingers are cleaned.

· Become “touch aware”, and avoid touching surfaces that are likely to have been touched by others (door handles, stair railings, etc);

· Avoid handshaking, social kissing, and other social rituals that involve touching others;

· Avoid respiratory secretions when around other people (e.g. coughing and sneezing).  If possible, avoid contact with individuals at risk (small children or those with underlying or chronic illnesses such as immune- suppression or lung disease) until respiratory symptoms have resolved.
For more information on personal hygiene measures, see:

· http://www.cdc.gov/flu/protect/habits/index.htm
· http://www.cdc.gov/cleanhands/

Hand Hygiene Techniques
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Avian Influenza Information for Travelers

The following recommendations are directed to UN staff and their recognized dependents travelling to/through or living in areas where avian influenza A (H5N1) outbreaks among poultry or human H5N1 cases have been reported.  These recommendations may be revised as more information becomes available. 

Basic Precautions

· To minimize the possibility of infection, observe precautions to safeguard your health. Specifically, travellers should avoid touching live or dead poultry (e.g., chickens, ducks, geese, pigeons, quail) or any wild birds or their faeces, and avoid settings where H5N1 infected poultry may be present, such as commercial or backyard poultry farms and live poultry markets. 

· Do not eat uncooked or undercooked poultry or poultry products, including dishes made with uncooked poultry blood especially in places where you are not sure that proper food precautions have been taken.

· As with other infectious illnesses, one of the most important preventive practices is careful and frequent hand washing.  Cleaning your hands often, using either soap and water (or waterless, alcohol-based hand rubs when soap is not available and hands are not visibly soiled), removes potentially infectious materials from your skin and helps prevent disease transmission. 

Food Preparation
· Separate raw meat from cooked or ready-to-eat foods.  Do not use the same chopping board or the same knife for preparing raw meat and cooked or ready-to-eat foods.

· Do not handle either raw or cooked foods without washing your hands in between. 

· Do not place cooked meat back on the same plate or surface it was on before it was cooked. 

· All foods from poultry, including eggs and poultry blood, should be cooked thoroughly. Egg yolks should not be runny or liquid.  Because influenza viruses are destroyed by heat, the cooking temperature for poultry meat should reach 70°C (158°F). 

· Wash egg shells in soapy water before handling and cooking, and wash your hands afterwards. 

· Do not use raw or soft-boiled eggs in foods that will not be cooked. 

· After handling raw poultry or eggs, wash your hands and all surfaces and utensils thoroughly with soap and water. 

If You Believe You May Have Been Exposed:

· Monitor your health for 10 days.

· If you become ill with fever and develop a cough or difficulty breathing, or if you develop any illness during this 10-day period, consult a health-care provider.

· At first contact with your health-care provider, remember to provide the following information:
1)  Your symptoms;

2)  Whether or not you had direct poultry contact;

3)  Where you travelled. 

· Do not travel while sick, and limit contact with others as much as possible to help prevent the spread of any infectious illness. 

Guidance for Reducing the Risk of Exposure during Transport To Work

General Measures

Staff who are identified as required to perform critical activities, either on-site or off, should at all times avoid public gatherings, public places where uncontrolled close contact (<1 meter or 3 feet) with others might occur, or any other close contact with potentially infectious persons.

Staff who are identified to perform on-site critical functions should not come to work under any of the following circumstances:

· They are feeling unwell, or have any cold/’flu type symptoms (headache, fever, sore throat, cough, body aches, running nose, nasal congestion, abdominal pain, cramps or diarrhea).  Staff will be advised to acquire a thermometer, and to check their body temperature each morning and evening.  No staff member should go to work if the measured temperature is higher than 38oC (100.4oF);

· One of their family members has suspected or confirmed infection with influenza;

· They are aware that they have had recent contact (<48 hours) with someone who is now known to have contracted influenza.

Transport to the Workplace

Public transport should be avoided at all times. Options for transport to the workplace, in order of preference from a risk perspective, are:

· Travel alone in own vehicle.  

· Under such circumstances, no special protective measures are required.

· Travel alone in a rented vehicle.  

· On first acquisition of the vehicle, commonly touched surfaces (door handles, driving controls, surfaces in immediate vicinity of seating) should be wiped down with a recommended disinfectant solution
.

· Hands should be washed after any wipe down procedure.

· Shared travel where passengers come < 1 meter or 3 feet of one another.  

· Vehicle occupants are advised to wear a surgical mask while in the vehicle.  Commonly touched surfaces (door handles, driving controls, surfaces in immediate vicinity of seating) should be wiped down with a recommended disinfectant solution before each use of the vehicle
.

· All occupants should wash their hands soon after leaving the vehicle, and avoid touching their faces during transport.

· Hands should be washed after any wipe down procedure.

Any staff member who becomes ill should be asked to stay at home for 7-10 days from the onset of symptoms (or longer if still symptomatic).  In addition, he/she should, as soon as possible, start a treatment course of oseltamivir and wear a simple surgical mask when meeting other people.

Persons who have been exposed to a known case of pandemic influenza (i.e. “contacts”) should also be asked to stay home for 7-10 days after last exposure to the virus, to cover the incubation period.

If a staff member has a relative or someone else at home suspected of being affected by pandemic influenza, he/she should be monitored at least daily for fever and respiratory symptoms and not come to work for 10 days after the resolution of fever of the infected household member. 
List of Six-Weeks Supplies To Be Stocked

Water

Stock bottled water or store water in plastic containers such as soft drink bottles.  Plan to store 4 litres of water per person per day (2 litres for drinking and 2 litres for household use).  Water requirements will also depend on other factors such as temperature.  In hot climates an individual’s water requirement may double and children, nursing mothers and those who are ill often require additional supplies.  You should store enough water for at least a six-week period. Water purification kits or filters are readily available and should be purchased as a backup.

Food

· Store a six-week supply of non-perishable foods.  You may wish to consider if you can start a vegetable garden and what you could grow yourself during the winter season, in order to supplement your provisions.

· Select foods that require no refrigeration as electricity supplies may not be available. Consider how you will cook the food, if you need to stock up on gas bottles, for example.  As clean water may be limited, choose foods that require little or no water to prepare. Foods that you may consider are:

· Ready-to-eat canned meats and soups, fruits and vegetables
· Dry goods such as noodles (remember that you will need to allow for enough water to cook these items). Dry cereal, granola, dried fruits and crackers

· Canned juices

· Peanut butter or nuts

· Staples (salt, sugar, pepper, spices, etc.)

· High energy foods such as protein or fruit bars

· Food for infants – canned or jarred baby food and formula

· Comfort/stress foods

· Pet food

Food Storage Advice

· Keep food in the driest and coolest spot in the house – a dark area if possible.  Make sure that it is sealed off from possible vermin.

· Keep food covered at all times.

· Open food boxes or cans carefully so that you can close them tightly after each use.

· Wrap cookies and crackers in plastic bags and keep them in tight containers.  This will stop them from going stale and prolong shelf life.

· Empty opened packages of sugar, dried fruits and nuts into screw-top jars or airtight cans to protect them from pests.

· Inspect all food containers for signs of spoilage before use.

· If you lose power, minimize waste by using the food in your fridge first, then the freezer and then finally your non-perishable items.

Guidelines on the Storage Shelf Life of Common Emergency Foods 
Use within six months:

Powdered milk (boxed), dried fruit (in metal container), dry, crisp crackers (in metal container), and potatoes.

Use within one year:

Canned condensed meat and vegetable soups: canned fruits, fruit juices and vegetables; ready-to-eat cereals and uncooked instant cereals (in metal containers); peanut butter, jams; hard candy, chocolate bars and canned nuts.

May be stored indefinitely (in proper containers and conditions):

Wheat: vegetable oils; corn; backing powder, soybeans, instant coffee, tea, vitamin C and cocoa, salt, non-carbonated soft drinks, white rice, bouillon products, dry pasta, powdered milk (in nitrogen-packed cans).

Fuels

· Purchase an emergency supply of petrol/diesel for your car.

· Buy extra provisions of candles, paraffin lamps, batteries, etc. as electricity supplies may not be available.

· Consider how you will prepare foods and consider non-electrical alternatives.

Medical Kits

Emergency services may be limited during a time of crisis.  Therefore, make sure your home emergency medical kit is not out-of-date, check all supplies for expiry dates and replace any items that are out-of-date or nearing the expiration date.

You may wish to consider stockpiling the following items:

· Glucose and blood pressure monitoring kit

· Adhesive bandages, various sizes

· Sterile dressings, small and large

· Conforming roller gauze bandage

· Triangular bandages

· Packs of sterile gauze pads, large and small

· Adhesive tape, 2” width

· Pairs of medical grade non-latex gloves, medium and large

· Waterless alcohol-based hand sanitizer

· Antiseptic wipes

· Anti-bacterial ointment

· Cold pack

· Scissors (small, personal)

· Tweezers

· Thermometers – remember to have a spare

· CPR breathing barrier, such as a face shield

· Face masks, 3-ply simple surgical masks

· Pain and fever reliever – remember to include both children and adult supplies

· Anti-diarrhea medication

· Antacid (for stomach upset)

· Vitamins

· Fluids with electrolytes (an oral rehydration solution (ORS))

· Stock up on prescription medications that you might need.  For example, if one of your family members is diabetic, ensure that you have enough supplies for at least 6 weeks, or if someone has a heart condition, ask your doctor for an extra prescription so that you can have an emergency supply of all the medications your family members need.

· You may need extra bedding if a family member becomes sick, such as sheets, towels, plastic mattress covers, etc.  Consider where you could make up a sick bay which could be isolated from the rest of the house, how would you ventilate this room?  It is important that air from the room is expelled to the outside of the house and not back into the house.  Consider how this might be done.

Other Supplies

· Soap and water or alcohol-based hand wash

· Garbage bags and cleaning supplies; influenza viruses are easily cleaned away with formalin and iodine-based disinfectants. For bathing, soap and water is sufficient.

· Spare contact lenses

· Denture and personal hygiene needs (tissues, toilet paper, disposable diapers)

· Hearing aid batteries

· Fire extinguisher (make sure you all know how to use it)

· A clock that runs off batteries (include spare batteries)

· Flashlight

· Extra batteries

· Portable radio

· Manuel can opener

Disposal of Wastes

Remember that if there is movement restrictions imposed in an area, the collection of waste may not be possible.  It is important that you consider alternative arrangements such as composting food wastes, worm farms, etc.  If you live in a multiple storey building, ask the building manager if there are emergency plans in place to deal with not only waste disposal but also possible disruption to water and electrical supplies.

ANNEX 4: INFECTION CONTROL RECOMMENDATIONS FOR AVIAN/PANDEMIC INFLUENZA PATIENTS 

This annex provides interim guidance for protection of health-care workers involved in the care of known or suspect avian or pandemic influenza patients. It should be used in conjunction with the two WHO guidelines referenced, “Avian Influenza, Including Influenza A (H5N1), in Humans: WHO Interim Infection Control Guideline for Health Care Facilities” (10 May 2007) and “Infection Prevention and Control of Epidemic- and Pandemic-Prone Acute Respiratory Diseases in Health Care” (June 2007).  

Of note, the latest WHO infection control guidelines have changed its recommendations from the use of particulate respirators (e.g. NIOSH-certified N95, EU FFP2 or equivalent masks) for routine care of patients (old guidance) to using particulate respirators only if aerosol-generating procedures
 are performed (updated guidance).
The infection control guidance provided here is based on current knowledge of routes of influenza transmission, the pathogenesis of influenza, and the effects of influenza control measures used during past pandemics.  Given some uncertainty about the characteristics of a new pandemic strain, all aspects of preparedness planning for pandemic influenza must allow for flexibility and real-time decision-making that takes new information into account as the situation unfolds.  The specific characteristics of a new pandemic virus—virulence, transmissibility, initial geographic distribution, clinical manifestation, risk to different age groups and subpopulations, and drug susceptibility—will remain unknown until a pandemic is underway.  If the new virus is unusual in any of these respects, the UN Medical Service will provide updated infection control guidance.

The following table summarizes the infection control precautions that health care workers and caregivers should adhere to, depending on the pathogen.
Table 1. Infection control Precautions for Health Care Workers (HCWs) and Caregivers Providing Care for Patients According to Pathogen

	Precaution
	Pathogen

	
	Influenza virus with sustained human-to-human transmission (e.g. seasonal influenza, pandemic influenza)
	New influenza virus with no sustained human-to-human transmission (e.g. avian influenza)

	Hand hygienea
	Yes
	Yes

	Gloves
	Risk assessmentb
	Yes

	Gownc
	Risk assessmentb
	Yes

	Eye Protection
	Risk assessmentd
	Yes

	Surgical mask
	Yes
	Yese

	Particulate respirator
	For room entry
	No
	Not routinelye

	
	Within 1 m of patient
	No
	Not routinelye

	
	For aerosol-generating proceduresf
	Yes
	Yes

	Surgical mask on patient when outside isolation areasg
	Yes
	Yes

	Single room
	Yes, if availableh
	Yes

	Airborne Precaution roomi
	No
	Not routinelyj

	Summary of infection control precautions for routine patient care, excluding aerosol-generating proceduresf
	Standard plus Droplet Precautions
	Standard plus Droplet plus Contact Precautions


a. Perform hand hygiene in accordance with Standard Precautions.

b. Gloves and gowns should be worn in accordance with Standard Precautions. If glove demand is likely to exceed supply, glove use should always be prioritized for contact with blood and body fluids (nonsterile gloves), and contact with sterile sites (sterile gloves).

c. If splashing with blood or other body fluids is anticipated and gowns are not fluid-resistant, a waterproof apron should be worn over the gown.

d. Facial protection (surgical masks and eye protection) should be used in accordance with Standard Precautions by HCWs if activities are likely to generate splashes or sprays of blood, body fluids, secretions and excretions on to mucosa of eyes, nose or mouth; or if in close contact with a patient with respiratory symptoms (e.g. coughing/sneezing) and sprays of secretions may reach the mucosa of eyes, nose or mouth.

e. As of the date of this document, no sustained efficient human-to-human transmission of avian influenza A is known to have occurred, and the available evidence does not suggest airborne transmission from humans to humans. Therefore a surgical mask is adequate for routine care.

f. Examples of aerosol-generating procedures include: endotracheal intubation, administration of aerosolized or nebulized medication, bronchoscopy, airway suctioning, tracheostomy care; chest physiotherapy, nasopharyngeal aspiration, positive pressure ventilation via face mask (e.g. BiPAP, CPAP).

g. If surgical masks are not available, use other methods for source control (e.g. handkerchiefs, tissues or hands) when coughing and sneezing.

h. Cohort patients with the same diagnosis. If this is not possible, place patient beds at least 1 m apart. 

i. Airborne precaution rooms can be naturally or mechanically ventilated, with adequate air change rate of at least 12 ACH and controlled direction of air flow.

j. Airborne precaution rooms, if available, should be prioritized for patients with airborne infections
Transmission-Based Precautions
Available evidence suggests that transmission of human influenza viruses occurs through multiple routes including large droplets, direct and indirect contact, and droplet nuclei.  However, observational studies conducted in health-care facilities suggest that droplet transmission is the major mode of transmission in that setting. 

According to WHO, Standard plus Contact plus Droplet Precautions should be applied for routine patient care of suspected or confirmed AI-infected patients; whereas Standard plus Droplet Precautions should be applied for suspected or confirmed Pandemic Influenza patients. In either case, if aerosol-generating procedures are performed, PPE should include particulate respirator (e.g. NIOSH-certified N95, EU FFP2 or equivalent masks) instead of medical/surgical mask. 

Details of each of these transmission-based precautions are as follows:

Standard Precautions 

Standard precautions should be used when dealing with all patients receiving care, regardless of their diagnosis or presumed infection status.  Standard precautions apply to (1) blood; (2) all body fluids, secretions, and excretions except sweat, regardless of whether or not they contain visible blood; (3) non-intact skin; and (4) mucous membranes. 

Standard precautions include:

· The use of gloves and facial (nose, mouth, and eye) protection by health care workers when providing care to coughing/sneezing patients.

· Hand hygiene before and after patient contact, and after removing gloves or other PPE. Routine hand hygiene is performed either by using an alcohol-based hand rub or by washing hands with soap and water and using a single-use towel for drying hands.  If hands are visibly dirty or soiled with blood or other body fluids, or if broken skin might have been exposed to infectious material, health care workers should wash their hands thoroughly with soap and water.

· Standard operating procedures to handle and disinfect patient care equipment, patient rooms, and soiled linen; prevent needlestick/sharp injuries; and address environmental cleaning, spills-management, and handling of waste.

Contact Precautions

In addition to standard precautions, contact precautions are indicated when dealing with patients known or suspected to have serious illnesses easily transmitted by direct patient contact or by contact with items in the patient’s environment.  In addition to standard precautions, contact precautions include:

· Putting on PPE (such as gowns) prior to entry into a patient room and taking off PPE prior to exit.

· When possible, dedicate the use of patient-care equipment to a single patient (or cohort of patients with the same infection) to avoid sharing between patients.  If use of common equipment or items is unavoidable, then adequately clean and disinfect them before use for another patient.

· Limiting patient movement.

· Placing the patient in a private room or with patients who have active infection with the same microorganism or who are suspected to have active infection with the same microorganism but with no other infection (cohorting).

Droplet Precautions

In addition to standard precautions, droplet precautions include the use of a surgical mask when working within 1 meter or 3 feet of the patient and the placement of the patient in a private room or with patients who have an active infection with the same microorganism but with no other infection (cohorting).

Isolation Room Recommendations

General Principles of an Isolation Unit
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Suggested Checklist for Isolation Room/Area Trolley/Table

The following items should be kept on this trolley at all times so that personal protective equipment is always available for staff.

· Face shield/visor/goggles

· Single use gloves for clinical use (sizes: small, medium, and large)

· Gloves (reusable for environmental cleaning)

· Hair covers (optional for high-risk procedures, but should be

· available)

· Particulate respirators (NIOSH-certified N95, EU FFP2 or equivalent masks)

· Surgical masks

· Single-use long-sleeved fluid-resistant gowns

· Single-use plastic aprons (optional; for use if splashing is

· anticipated)

· Alcohol-based hand rub

· Plain soap (liquid if possible, for washing hands in clean water)

· Clean single-use towels

· Sharps containers

· Appropriate disinfectant for environmental cleaning

· Large plastic bags

· Appropriate clinical waste bags

· Linen bags

· Collection container for used equipment

For more information on isolation precautions, see:

· “Practical guidelines for infection control in health-care facilities” at: http://www.wpro.who.int/publications/PUB_9290222387.htm
· “Prevention of hospital-acquired infections: A practical guide” at:

http://www.who.int/csr/resources/publications/drugresist/WHO_CDS_CSR_EPH_2002_12/en/
Family Member/Visitor Recommendations

Visitors should be strictly limited to those necessary for the patient’s well-being and care.  They should be advised about the possible risk of avian or pandemic influenza transmission.


· Visitors should be provided with PPE, and be instructed in its use and in hand hygiene practices prior to entry into the patient isolation room/area.

· Parents/legal guardians of paediatric patients should be strongly supported to accompany the patient throughout the hospitalization.

· Parents/relatives/legal guardians may assist in providing care to infected patients in special situations (e.g. lack of resources, paediatric patients, etc.) if adequate training and supervision of PPE use and hand hygiene is ensured.

· Because family members may have been exposed to the influenza virus via the patient or similar environmental exposures, all family members and visitors should be screened for symptoms of respiratory illness at entry to the facility.

· Family members and visitors with symptoms should be considered as possible infected cases and should be evaluated for avian or pandemic influenza infection.

Recommendations on Pre-hospital Care and Transport Outside Health Care Facilities

· If tolerated by the patients, place a surgical mask on all patients with respiratory illness to contain droplets expelled during coughing. If this is not possible (i.e. would further compromise respiratory status, difficult for the patient to wear), have the patient cover the mouth/nose with tissue when coughing, or use the most practical alternative to contain respiratory secretions.

· Screen patients with severe acute febrile respiratory illness for avian influenza risk factors.

· Health care workers should use Standard plus Contact plus Droplet Precautions if pre-hospital care is being provided for a suspected or confirmed avian influenza-infected patient or during transport of the patient in a vehicle.

· Unless medically necessary to support life, aerosol-generating procedures (e.g. mechanical ventilation) should be avoided during pre-hospital care or during transport. 

· During transport, optimize the vehicle’s ventilation to increase the volume of air exchange. When possible, use vehicles that have separate driver and patient compartments that can provide separate ventilation to each area. In this situation, drivers do not require particulate respirators (e.g. N-95 masks).

· Notify the receiving facility as soon as possible prior to arrival that a patient with suspected avian or pandemic influenza infection is being transported to the facility and of the precautions that are indicated.

· Follow recommended procedures for disposal of waste and cleaning and disinfecting the emergency vehicle and reusable patient-care equipment after pre-hospital care or transport has been provided.  Use a gown and gloves followed by hand hygiene for these procedures.

Environmental Management Strategies Recommended for Health Care Facilities

Environmental Cleaning and Disinfection

Please note that cleaning must precede disinfection.  Influenza virus is inactivated by a range of disinfectants, including phenolic disinfectants, quaternary ammonia compounds, peroxygen compounds, sodium hypochlorite (household bleach), alcohol and other germicides with a tuberculocidal claim on the label.  Follow the manufacturers’ recommendations for use/dilution, contact time, and handling of disinfectants.

Use of bleach and alcohol are as follows:

	Disinfectants 
	Recommended use 
	Precautions 

	Sodium 
hypochlorite (“bleach”) 

For 5% solutions (initial concentration), mix with clean water in the ratio 1:100 to achieve final use concentration of 0.05%.  
	Disinfection of material 
contaminated with blood and body fluids 
	Should be used in well-ventilated areas 
Protective clothing required while handling and using undiluted 
Do not mix with strong acids to avoid release of chlorine gas 
Corrosive to metals 

	Bleaching powder 

7g/litre with 70% available chorine. (Available chlorine is the proportion of chlorine remaining in chlorinated water that has not reacted with contaminants)
	For toilets / bathrooms – and may be used in place of liquid bleach if this is unavailable 
	Same as above 

	Alcohol (70%) 

Isopropyl, ethyl alcohol, methylated spirit. 
	Smooth metal surfaces, 
tabletops and other surfaces on which bleach cannot be used. 
	Flammable, toxic, to be used in well-ventilated area, avoid inhalation. 
Keep away from heat sources, electrical equipment, flames, and hot surfaces. 

Allow it to dry completely, particularly when using diathermy as this can cause diathermy burns. 


· Medical equipment should be cleaned and disinfected between use.

· Patient rooms/areas should be cleaned at least daily and terminally at discharge.  In addition to daily cleaning of floors and other horizontal surfaces, special attention should be given to cleaning and disinfecting frequently touched surfaces (e.g. medical equipment, bedside and over-bed tables, television controls, call buttons, safety/pull-up bars, doorknobs, commodes, ventilator surfaces).

· To avoid possible aerosolization of the virus; damp, rather than dry dusting or sweeping should be performed whenever possible; dust horizontal surfaces by moistening a cloth with a small amount of disinfectant.

· During wet cleaning, cleaning solutions and equipment soon become contaminated; clean less heavily contaminated areas first and change cleaning solutions, cleaning cloths, and mop heads frequently.

· The double bucket method (i.e. one bucket for cleaning solution, one for rinsing) is recommended.

· Equipment used for cleaning and disinfection must be cleaned and dried after each use. Mop heads should be laundered daily and dried thoroughly before storage or reuse.

· Paper sheeting that is changed between patients is appropriate for patient examination tables in outpatient areas; use disinfectant to wipe down table between patients.

· Do not spray (i.e. fog) occupied or unoccupied rooms with disinfectant.  This is a potentially dangerous practice that has no proven disease control benefit.
Dishes and Eating Utensils

· Use standard precautions for handling dishes and eating utensils used by suspected or confirmed avian or pandemic influenza-infected patients outside of the isolation room/area.

· When possible, wash reusable items in a dishwasher with detergent at the recommended water temperature. I f dishwashers are not available, detergent and water should be used to wash items.  Rubber gloves should be used if washing items by hand. 

· Disposable items should be discarded with other general waste.

Linen and Laundry

The use of standard precautions is recommended for handling linen and other laundry that may be contaminated with blood, body fluids, secretions, or excretions from suspected or confirmed avian or pandemic influenza-infected patients.

· Place soiled linen directly into a laundry bag in the isolation room/area.

Contain linen in a manner that prevents the linen bag from opening or bursting during transport and while in the soiled linen holding area.  Heavily soiled linen should be rolled or folded to contain the heaviest soil in the centre of the bundle. Large amounts of solid material (e.g. faeces) should be removed from linen with a gloved hand and toilet tissue and then placed into a toilet for disposal (close toilet lid when flushing), before linen is placed into the laundry bag.

· When transporting soiled linen and laundry outside the isolation room/area, use gloves followed by hand hygiene.

· Soiled linen and laundry should not be shaken or otherwise handled in a manner that might create an opportunity for contamination of the environment or aerosolization of virus.

· Laundry personnel should use standard precautions and perform hand hygiene after removing PPE that has been in contact with soiled linen and laundry.

· Wash and dry linen according to routine facility standards and procedures.

Waste Disposal

Use standard precautions when working with solid waste that may be contaminated with the influenza virus outside of the isolation room/area.  Clinical (infectious) waste includes waste directly associated with blood, body fluids, secretions and excretions; laboratory waste that is directly associated with specimen processing, human tissues, including material or solutions containing blood, and animal tissue or carcasses used for research; and also includes discarded sharps.

· All waste generated in the isolation room/area should be removed from the room/area in suitable containers or bags that do not allow for spillage or leakage of contents.

· Waste should be classified as directed by the national laws or regulations and disposed of as per facility policy and in accordance with national regulations pertaining to such waste.

· One layer of packing is adequate providing the used equipment and soiled linen and waste can be placed in the bag without contaminating the outside of the bag.  Double bagging is unnecessary.

· When transporting waste outside the isolation room/area, use gloves followed by hand hygiene.

· Although the risk of transmission of infection via human faeces is unknown, faeces of infected patients should be handled with caution and possible aerosolization of faeces (e.g. removal of faeces from bedpan, commode, clothing, or reusable incontinence pads by spraying with water) should be avoided.

· Liquid waste such as urine or faeces can be flushed into the sewerage system if there is an adequate system in place. Close toilet cover when flushing faeces.

Duration of infection Control Precautions and Patient Discharge

The duration of infection precautions for avian and pandemic influenza should be implemented according to the patient’s age:

· Adults and adolescents > 12 years of age – implement precautions at time of admission and continue for 7 days after resolution of symptoms.

· Infants and children ≤ 12 years of age – implement precautions at time of admission and continue for 21 days after symptom onset (young children can shed seasonal influenza viruses for up to 21 days).
Note that for immuno-compromised patients, pathogen shedding may be protected and there are no data to define the duration of infectiousness at the moment. Microbiologic monitoring to determine lack of pathogen delectability is advised whenever possible.

Infection Control Recommendations for the Home Setting

During a pandemic, it may not be possible to provide acute or ambulatory-care services for all persons who might need them.  It is possible that health care facilities will triage patients and may only be able to provide care for the most severely ill patients who are considered to have a chance of survival.  It is also possible that ambulatory-care facilities may be unable to meet the demand for health-care services.  As such, patients with pandemic influenza may require care in the home setting. Such patients may be quite ill and will be infectious to others for a period of time and could transmit secondary infection or disease to their household contacts.

Pandemic influenza can spread easily within a household.  Everyone in contact with an ill person who has not already been infected is at risk for infection.  Household members should observe the following recommendations:

· Limit contact with the ill person as much as possible.  Stay in a different room or if that is not possible, stay as far away from the ill person as possible, e.g. sleep in a separate bed and bedroom, if possible.

· Shared spaces (restrooms, kitchen, bathroom, etc) should be well ventilated (e.g. natural ventilation, keeping windows open).

· Cleaning of the environment is important to prevent indirect transmission, particularly in shared spaces.

· If close contact care must be provided to the ill person, the ill person should cover their mouth/nose with hands or other materials (e.g. tissues, handkerchiefs, or if available, a cloth or surgical mask).  If available, the caregiver also should wear a surgical mask or the best available protection against respiratory droplets when in close contact with the ill person.

· Materials used to cover the mouth/nose should be discarded or cleaned appropriately.

· Avoid direct contact with body fluids. If contact occurs, perform hand hygiene immediately afterwards.

· Hand hygiene can be performed by means of hand washing with soap and water or an alcohol-based hand rub.  There are safety concerns (i.e. accidental ingestion, fire hazards) that must be addressed before alcohol-based hand rubs can be recommended for household use.

Annex 5: Management of Close Contacts

The management of close contacts is an important strategy in preventing the spread of infectious diseases that transmit from person-to-person.  During Level 3 Emergency Mode (with potentially high case load), it is likely that it will not be possible to trace and quarantine close contacts of all suspected or confirmed cases within 48 hours.  However, in certain situations, particularly during Level 2 Crisis Response Mode, efforts to identify exposed individuals or groups might be recommended.  

Specific recommendations on the management of close contacts will be provided to duty stations as the situation changes. However, the general principles of how contacts may be managed are as follows.

Tracing and Monitoring of Contacts

A patient’s close contacts may include household and social contacts, family members, workplace or school contacts, and/or health care providers who had unprotected close contact (1 meter or 3 feet) starting 24 hours prior to the patient’s symptom onset.  Contacts may be managed either by the use of passive or active monitoring for at 7-10 days after their last contact with the infected person.  Passive monitoring relies on the affected person to contact a health care provider if symptoms develop.  Active monitoring involves direct assessment (by phone or in person) of each contact at least once a day by a designee of the health care provider. Regardless of the type of monitoring recommended, all contacts of confirmed cases should be advised to:

· Be vigilant for fever (i.e. measure temperature twice a day), respiratory symptoms and other symptoms of pandemic influenza for at least 7-10 days after last exposure to the virus or until the diagnosis of avian/pandemic influenza has been excluded.

· If symptoms develop, contact a health care provider so that clinical evaluation can be performed without delay.

An important category of staff to be monitored are all health care workers who are in contact with suspected or confirmed cases
. 

Quarantine of Contacts

Quarantine is the separation and restriction of movement or activities combined with the monitoring of contacts to prevent further transmission of disease.  Depending on the situation, quarantine can be conducted in the home, in designated facilities or at the workplace (e.g. for health care workers).  The recommended duration of quarantine for H5N1 is generally 7-10 days from the last exposure to the virus.  During that period, contacts should be monitored at least daily for fever and respiratory symptoms.  If feasible, necessary support (e.g. psychosocial support, food, household and medical supplies and care for family members) may be required to enable contacts to comply with quarantine appropriately. 

ANNEX 6: CLINICAL ALGORITHMS FOR THE MANAGEMENT OF INFECTED PERSONS

Algorithm for the Clinical Management of Persons with Acute Febrile Respiratory Illness Suspected of Being Avian Influenza


[image: image5]
Pandemic Influenza Self Care Algorithm for Adults
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What You Can Do For Yourself

· Rest – you will probably feel very weak until your temperature returns to normal

· Fluids – extra fluids are needed to replace those lost is sweating and respirations. If your urine is dark, you need more to drink. Warm fluids help loosen mucus.
· Take paracetamol as recommended on the package for fever and muscle pain. 
· Children less than 18 years of age should NOT take acetylsalicylic acid (Aspirin, ASA) or any products containing acetylsalicylic acid (ASA) or other salicylates.
· Antibiotics will not help, except for bacterial complications.
· Treat your symptoms, e.g. cough suppressant
· Stay home – adults for 7-10 days from the onset of fever and children for 21 days after the initial onset of symptoms
· Ask for help from family/friends if you live alone, are a single parent with  small children, or are having a hard time taking care of your own/your family’s needs.

Oseltamivir (Tamiflu)

· Oseltamivir (Tamiflu) is a prescription medication and should be taken according to medical advice. To obtain oseltamivir (Tamiflu) – first contact your health care provider – if possible by phone. 

· Oseltamivir (Tamiflu) needs to be taken as soon as possible. 

· Adult treatment dose – 75mg capsules twice a day for 5 days. Weight-adjusted doses in children.
· If supplies are unavailable, contact your UN health care facility/fever clinic.  Other antiviral drugs may be recommended under some circumstances.

Medical Attention

If any of the following happen during the flu, SEEK MEDICAL ATTENTION when:

· you are short of breath especially while resting
· you have pain in your chest when you breathe
· you are coughing up bloody sputum
· you are wheezing
· you still have a fever and are not feeling better after 5 days
· you are feeling better and then you develop a new fever or worsening cough with sputum
· you or others note that you are extremely drowsy or are confused/disorientated or develop a severe headache.

Pandemic Influenza Self Care Algorithm for Older Children (Age 6 to Adolescence)

)
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What You Can Do For Your Child

· Allow your child to rest. He/she will probably feel very weak until their temperature returns to normal

· Offer fluids frequently while awake; extra fluids are needed to replace those lost in sweating. If your child’s urine is dark, they need more to drink.

· Give your child paracetamol as recommended on the package for fever and muscle pain. 

· Children less than 18 years of age should NOT take acetylsalicylic acid (Aspirin, ASA) or any products containing acetylsalicylic acid (ASA) or other salicylates.
· Antibiotics will not help, except for bacterial complications.
· Treat your child’s symptoms, e.g. cough suppressant, salt water nose drops. Teach your child to cover their mouth when they cough and then throw the tissue away. Wash your hands often and teach your child to do the same.

· Keep your child at home for 21 days after the initial onset of symptoms.

Oseltamivir (Tamiflu)

· If your child is over the age of one and is taking oseltamivir/Tamiflu  for treatment, the dose will be prescribed according to the child’s weight. Please follow the weight dose regime prescribed, this information can be found on the information sheet given with the medication.

· Oseltamivir/Tamiflu is a prescription medication and should be taken according to medical advice. To obtain oseltamivir/Tamiflu – first contact your health care provider.

· If supplies are unavailable, contact your UN health care facility/fever clinic.

Medical Attention

If any of the following happen during the flu -- TAKE YOUR CHILD TO SEE A DOCTOR

Your child:

· is short of breath even while resting

· has pain in their chest when you breathe

· is coughing up bloody sputum

· is wheezing

· still have a fever and are not feeling better after 5 days

· is feeling better and suddenly develops a fever

· is hard to wake up, unusually sleepy or unresponsive
Pandemic Influenza Self Care Algorithm For Young Children (Age birth to 6 years)
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What You Can Do For Your Child

· Give your child paracetamol as recommended on the package for fever and muscle pain. Children less than 18 years of age should NOT take acetylsalicylic acid (Aspirin, ASA) or any products containing acetylsalicylic acid (ASA) or other salicylates.
· Antibiotics will not help, except for bacterial complications. 

· Dress in light-weight clothing and keep room cool, if possible around  20oC

· Offer cool fluids frequently while awake

· Allow your child to rest. Keep home for 21 days from the onset of symptoms so that the virus does not spread.

· Use salt water nose drops to treat a stuffy nose. Teach your child to cover their mouth when they cough and then throw the tissue away. Wash your hands often and teach your child to do the same.

· Avoid cool baths

Oseltamivir (Tamiflu)

· If your child is over the age of one and is taking oseltamivir (Tamiflu) for treatment, the dose will be prescribed according to the child’s weight. Please follow the weight dose regime prescribed. 

· Oseltamivir (Tamiflu) is a prescription medication and should be taken according to medical advice. To obtain oseltamivir/Tamiflu – first contact your health care provider

· If supplies are unavailable, contact your UN health care facility/fever clinic.

ANNEX 7: ESTABLISHMENT OF A FEVER CLINIC

Fever clinics are facilities where patients with symptoms of pandemic influenza can be assessed and managed to minimize influenza transmission in the community.  They are a significant part of an organized response to an influenza pandemic within the UN system and will be activated during Level 3 Emergency Mode.  While the role played by fever clinics may be different for various duty stations, the level of resources necessary to operate them will depend on the stage of the pandemic and the demand by staff.  Where fever clinics are not foreseen in national plans, UN Country Teams should develop plans to establish these facilities.

When large localized clusters of influenza are occurring in the community, fever clinics will be vital to the rapid identification of suspected and confirmed cases, thus allowing the spread of the disease to be delayed through case isolation, rapid treatment and the provisions of antivirals to those at risk, education and information, and infection control practices.  When widespread transmission is occurring in the community, fever clinics will provide standardized assessment, triage and management of patients with suspect influenza in accordance with UNCT plans.  Cases will be streamed for care in home, or for admission to hospital.

Objectives

The objectives of fever clinics are as follows:

· To provide standardized assessment and triage of suspected cases of pandemic influenza

· To direct cases to the home for self-care or inpatient healthcare facilities

· To decrease patient presentations to the normal healthcare facilities thereby allowing those facilities to continue their core business and reducing the risk of transmission within those settings

· To minimize the number of healthcare workers and other patients exposed to patients with influenza

· To maintain optimal infection control practices

Planning assumptions

As a guide to operational planning, the United Nations System Influenza Coordinator’s estimates of illness rate, outpatient visits and hospitalizations (Table 1) may be utilized.  It should be noted, however, that a range of estimates exists, depending on the local circumstances and health seeking behavior of staff in individual duty stations.  For example, WHO states that in refugee and displaced population, all symptomatic patients will seek health care and that an additional 15% of the population will present to outpatient services as the “worried well” 
.  As such, duty stations should always consider their individual situation and use the higher planning figures/estimates for operations planning and management of their fever clinic.

Activation 

Fever clinics will be activated in Level 3 Emergency Mode. Once activated, fever clinics should be fully operational within 24 hours.

Site Selection

When assessing potential sites for a fever clinic, considerations should be given to the following:

· Location: Close proximity, preferably within walking distance, to medical care facilities designated for inpatient care of influenza patients.  The site should be accessible directly from outside and should not require patients to transit through a UN medical care facility or building in order to reach the fever clinic.  It should be accessible by staff, with vehicular access with clearly designated areas for asymptomatic staff and suspected cases. Areas for secure storage of pharmaceuticals and equipment should be available.

· Layout: The layout should ensure a unidirectional flow of patients from entry to exit.  A one metre distance between patients should be ensured using adequate signage and proper layout. Separate waiting and assessment areas for patients who meet the case definition of pandemic influenza and those who do not should be designated.  Designated staff rest areas, changing rooms, and toilet facitlities should be out of public view and in line with infection control practices.

· Infection control: The main principles are to limit contact between infected and non-infected patients, protect people caring for influenza patients and contain infectious respiratory secretions.  Strict adherence to the infection control guidelines recommended in Annexes 2 and 3 is necessary. Infection control training and routine briefing and practice is essential for all non-clinical and clinical staff prior to and ongoing during operation of clinics.  Adequate signage to remind staff of correct infection control practices should be positioned in all relevant areas.  Areas that are considered clean and contaminated should be clearly designated.  Hand washing facilities and surgical masks for patients should be made available at the entry to the fever clinic as well as throughout all areas.  Large quantities of medical and regular waste will be generated, therefore secure waste collection bins and frequent waste disposal should be arranged and be in line with national guidance (e.g. incineration).

· Utilities: A reliable water and electricity supply, adequate hand washing facilities, storage space and access to hospital telephone and computer networks are required.  

· Ventilation: There is no evidence to link air conditioning systems with transmission of influenza.  Therefore, for planning purposes, separate air conditioning systems for fever clinics are not necessary.  Rooms within the fever clinic should be ventilated to the outside.

Operation

· Following triaging and primary assessment, patients will be streamed for further care at home or an inpatient healthcare facility.

· When homecare is indicated, the physician may have to dispense antiviral medication, provide instruction on its use, educate the patient on the need for home isolation (for those who are ill) or quarantine (for contacts).

· Telephone or other follow-up of some patients who are streamed for care at home is needed.  The collection and recording of the information required to facilitate this follow-up will be an important function of fever clinics.

Human Resources

The numbers and mix of staff will be dependent on the stage of the pandemic and the demand in each situation.  However, each fever clinic will require the following at all stages of the pandemic:

· At least one medical officer to provide overall clinical coordination, advice and expertise specifically where complex patients require assessment and management.

· Nurses who are trained in public health triaging and application of case definitions.

· Clerical support staff to manage administrative functions 

· Security staff to maintain order, ensure staff safety and issues with inappropriate demand for antiviral medication.

· Adequate cleaning and maintenance staff

Additionally, note the following:

· Working in PPE is hot and tiring.  Staff need frequent breaks when they can remove their PPE, and short shifts.

· Role delineation of staff is important.  This may need to be done with color-coded markings or disposable theatre caps, as use of name badges or color-coded uniforms may not be possible with PPE

· All staff require orientation to their role and appropriate training.  They also required briefings at the beginning of each shift as case definitions and clinical protocols are likely to change rapidly.

· Additional staff may be required depending on patient case loads.

Material Resources

Minimum requirements for fever clinics include:

· Adequate supplies of PPE according to function and risk of exposure (Annex 3, Table 3).

· Adequate supplies of consumables to perform an assessment and an adequate supply of drugs, including antibiotics and antivirals, for management in accordance with clinical protocols.  Other equipment needed include oxygen and oxygen masks, thermometers, sphygmanometers, examination tables and privacy curtains, wheelchairs and patient trolleys, specimen containers, hand hygiene products, cleaning products to clean surfaces (1 in 5 dilution of hospital grade bleach, granular chlorine, 70% Isopropyl, ethyl alcohol 60%), clinical waste and linen bags.  Some of the equipment may need to be improvised according to local availability.

· Toilet facilities for patients.

· Telephones, at least one facsimile machine and computer workstations.

The following is a suggested checklist for supplies

	Medicines
	Medical Supplies

	 FORMCHECKBOX 
Antivirals

 FORMCHECKBOX 
Antibiotics

 FORMCHECKBOX 
Antipyretics

 FORMCHECKBOX 
Antidiarrhoea medication

 FORMCHECKBOX 
Antiemetics

 FORMCHECKBOX 
IV fluid kits for adults and infants (cannulas, lines, IV Fluids: Normal saline, Dextrose Saline, Hartmans, 5% dextrose)


	 FORMCHECKBOX 
Needles

 FORMCHECKBOX 
Syringes

 FORMCHECKBOX 
Simple Surgical masks

 FORMCHECKBOX 
PPE supplies according to risk of exposure

 FORMCHECKBOX 
Mortuary Bags



	Examination Room Supplies
	ICT

	 FORMCHECKBOX 
Three chairs

 FORMCHECKBOX 
Desk

 FORMCHECKBOX 
Examination Trolley

 FORMCHECKBOX 
Examination Table

 FORMCHECKBOX 
 Disposable paper sheeting

 FORMCHECKBOX 
 Linen (curtains, pillows, blankets, sheets, pillow slips, towels, linen bags etc)

 FORMCHECKBOX 
 Thermometers

 FORMCHECKBOX 
 Tongue depressors

 FORMCHECKBOX 
 Stethoscope

 FORMCHECKBOX 
 Syphgmanometer

 FORMCHECKBOX 
 Specium Containers and Swabs

 FORMCHECKBOX 
 Alcohol

 FORMCHECKBOX 
 Swabs

 FORMCHECKBOX 
 Torch (neurological testing equipment kit is possible)

 FORMCHECKBOX 
 Orascope

 FORMCHECKBOX 
 Oxygen equipment including spare O2 cylinders

 FORMCHECKBOX 
 Oxygen Masks and nasal prongs

 FORMCHECKBOX 
 Suction equipment including yanker suckers, suction tubing and receptacles

 FORMCHECKBOX 
 Wheelchairs

 FORMCHECKBOX 
 ECG Machine

 FORMCHECKBOX 
 Waste disposal

 FORMCHECKBOX 
 Hand washing facilities with hand wash solution or soap, water, paper towel etc.


	 FORMCHECKBOX 
Reception Desk/Counter

 FORMCHECKBOX 
Computer (Network)

 FORMCHECKBOX 
Telephone lines

 FORMCHECKBOX 
Telephones

 FORMCHECKBOX 
Fax Machine

 FORMCHECKBOX 
Pagers

 FORMCHECKBOX 
Designated Mobile Phones

 FORMCHECKBOX 
VHF Radios

 FORMCHECKBOX 
A4 Paper

 FORMCHECKBOX 
Prescription pad

 FORMCHECKBOX 
Patient Notes Folder (manual records)

 FORMCHECKBOX 
Headed note paper

 FORMCHECKBOX 
Stationary Supplies : Pens, Pencils, Post-it Notes, etc

	Cleaning Supplies
	Sundries

	 FORMCHECKBOX 
Refuse Bags (plain and clinical waste)

 FORMCHECKBOX 
Detergent

 FORMCHECKBOX 
Hospital Grade Bleach, granular chlorine

 FORMCHECKBOX 
Alcohol for Cleaning (70% Isopropyl or 60% ethyl alcohol)

 FORMCHECKBOX 
Mops

 FORMCHECKBOX 
Buckets (2 sided, one side for clean water, one for dirty)

 FORMCHECKBOX 
Cleaning clothes, dusters etc

 FORMCHECKBOX 
Toilet sanitizer

 FORMCHECKBOX 
Air freshener

 FORMCHECKBOX 
Secure Rubbish Bins
	 FORMCHECKBOX 
Hand Soap

 FORMCHECKBOX 
Toilet Paper

 FORMCHECKBOX 
Paper Towels


ANNEX 8: INFORMATION ON Oseltamivir (TAMIFLU)

Oseltamivir (Tamiflu) is a prescription medication and should be taken according to medical advice. It is indicated for the treatment of uncomplicated acute illness due to influenza infection in patients 1 year and older who have been symptomatic for no more than 2 days. It is also indicated for prophylaxis of influenza in patients 1 year and older. Oseltamivir (Tamiflu) is not recommended for children up to 1 year of age.

Dosage, Administration, Storage, and Shelf Life

Oseltamivir (Tamiflu) is available in capsules – in 30 mg, 45 mg, and 75 mg doses – and a liquid form for pediatric and mature patients who may have difficulty swallowing a capsule.

Adult Dosing

The recommended adult (13 years or older) doses are as follows:

	
	
	

	
	Treatment:
	75 mg twice daily for 5 days
	

	
	Post-exposure Prophylaxis:
	75 mg once daily for 10 days from the last day of a potentially infective exposure
	


	 
	Renal Impairment Dosing* 

(for patients with creatinine clearance between 10 mL/min and 30 mL/min)
	 

	 
	 
	 

	 
	Treatment:
	75 mg once daily for 5 days
	 

	 
	Prophylaxis:
	75 mg every other day or 30 mg oral suspension once daily 1 
	 


*No recommended dosing regimens are available for patients undergoing routine hemodialysis and continuous peritoneal dialysis treatment with end-stage renal disease. 

Pediatric Dosing

The recommended pediatric (1-12 years) weight adjusted doses are as follows:

	
	 
	

	 
	Use
	Body Weight in lbs (kg)
	Dosage
	 

	 
	Treatment:
	≤33 lbs (≤15 kg)
>33 lbs to 51 lbs (>15 kg to 23 kg)
>51 lbs to 88 lbs (>23 kg to 40 kg)
>88 lbs (>40 kg)
	30 mg/twice daily/5 days
45 mg/twice daily/5 days
60 mg/twice daily/5 days
75 mg/twice daily/5 days


	 

	 
	Post-exposure Prophylaxis:
	≤33 lbs (≤15 kg)
>33 lbs to 51 lbs (>15 kg to 23 kg)
>51 lbs to 88 lbs (>23 kg to 40 kg)
>88 lbs (>40 kg)
	30 mg/once daily/10 days
45 mg/once daily/10 days
60 mg/once daily/10 days
75 mg/once daily/10 days
	 


An oral dosing dispenser with 30 mg, 45 mg, and 60 mg graduations is provided with the oral suspension; the 75 mg dose can be measured using a combination of 30 mg and 45 mg. It is recommended that patients use this dispenser. In the event that the dispenser provided is lost or damaged, another dosing syringe or other device may be used to deliver the following volumes: 2.5 mL (½ tsp) for children ≤15kg, 3.8 mL (¾ tsp) for >15 to 23 kg, 5.0 mL (1 tsp) for >23 to 40 kg, and 6.2 mL (1 ¼ tsp) for >40 kg. 

Prophylactic Use

The evidence of effectiveness of oseltamivir (Tamiflu) for prophylaxis of H5N1 disease is based on the results of trials of preventing ordinary influenza in healthy and elderly patients and children. 
In general, when used as prophylaxis, oseltamivir (Tamiflu) may either be given to persons who have had close contact (<1 meter or 3 feet) to an infected individual. For people with repeated or prolonged exposure such as health care workers or personnel involved in bird culls, a continuous course of up to 6 weeks is generally well-tolerated.  Ideally, the prophylaxis dose should be started immediately or as soon as possible (< 48 hours), after exposure to the AI A (H5N1) infected patient. 

Specific recommendations on the antiviral prophylaxis policy will be provided to duty stations as the pandemic situation evolves. 

Storage and shelf life

Prescription medications, such as oseltamivir (Tamiflu), should always be kept in a secure facility and this should be taken into consideration by the UN administration at each duty station and, where applicable, by the UN physicians.

For optimal effectiveness it is advised that Tamiflu (both capsules and dry powder for paediatric suspension), should be stored in a dry place, out of direct sunlight, and at temperatures below 25oC (allowing for excursions up to 30oC).  In conditions where the temperature may exceed 25oC, Tamiflu may also be stored in a refrigerator at 2°C– 8°C.  Do not allow the medications to freeze, and keep packets in a sealed container to avoid moisture damage.
The powder, when reconstituted into an oral suspension for children, should be refrigerated between 2°C– 8°C and should also not be frozen. Reconstituted suspension can be stored for 10 days after which the unused portion should be discarded. 

Note that the Tamiflu Paediatric Dry Suspension has a manufacturer designated shelf-life of two years from the time of manufacture.  Tamiflu capsules normally have a shelf-life of 5 years.

Extensive recent testing done on national stockpiles in the USA by the Food and Drug Administration (FDA), have shown that oseltamivir is a relatively stable medication when stored in the correct conditions as above, and decisions have already been taken to extend the shelf-life of initial US government stocks by a further two years.

The UN Medical Directors have closely evaluated the procedures followed by the FDA, and have decided that the expiry date of UN held stockpiles of oseltamivir may also be extended by two years, provided that the storage conditions of the stockpile are known to have met the manufacturers recommendations as described above.

If storage conditions have not met the above conditions, the manufacturer is able to perform tests to determine the efficacy of the medication, and if results are satisfactory, shelf life could also be extended.  If this process is followed, the manufacturer recommends that 6 packets per batch should be tested (at an approximate cost of $2,400 at time of writing).  All testing enquiries should be directed to:

International Product Manager (at time of writing, Ms Isabel Burckhardt, isabel.burckhardt@roche.com)

F. Hoffmann-La Roche Ltd

PBH – Bld 74/30 107

4070 Basel

Switzerland

Each stockpile holder will need to evaluate their own stockpile conditions, and financial situation, and determine whether shelf-life renewal may be more cost beneficial than simple stock replacement.  At current prices, stockpile holders with more than 96 packets of oseltamivir in stock may find it economical to conduct testing, and extend shelf life if results are satisfactory.

Precautions

Efficacy of treatment in patients with chronic cardiac and/or respiratory disease and in immuno-compromised patients has not been established.

For patients with kidney disease and creatinine clearance between 10 mL/min and 30 mL/min, the renal impairment dosing is required. 
Rare but serious skin reactions and allergic reactions have been reported. Patients should stop taking Tamiflu if they experience any of these reactions

Some instances of self–injury and delirium with the use of Tamiflu in patients with the flu have been reported 
· The reports were primarily among children (mostly in Japan) 

· The relationship of these reported events to Tamiflu is not known. 

· Pediatric patients with the flu should be closely monitored for signs of abnormal behavior throughout the treatment period 

The most common side effects of Tamiflu are mild to moderate nausea and vomiting. Tamiflu is generally well tolerated.

Contraindications

Tamiflu is contraindicated in patients who are allergic to oseltamivir phosphate or any other ingredients in Tamiflu. 

Pregnancy

Tamiflu is normally not recommended for use during pregnancy or nursing, as the effects on the unborn child or nursing infant are unknown. 

Drug Interactions

The concurrent use of Tamiflu and live attenuated influenza vaccine (LAIV) intranasal has not been evaluated. However, due to the possibility for interference between these products, LAIV should not be given within 2 weeks before or 48 hours after taking Tamiflu, unless it is deemed appropriate by your health care provider. Trivalent inactivated influenza vaccine can be administered at any time relative to use of TAMIFLU.  

Dosing Instructions for Patients

Please follow instructions carefully to ensure proper dosing of the oral suspension.

1. Shake closed bottle well for about 5 seconds before each use. 

2. Remove child-resistant cap.

3. Before inserting the tip of the oral dispenser into bottle adapter, push the plunger completely down toward the tip of the oral dispenser. Insert tip firmly into opening of the bottle adapter.

4. Turn the entire unit (bottle and oral dispenser) upside down. 

5. Pull the plunger out slowly until the desired amount of medication is withdrawn into the oral dispenser. The 75 mg dose is obtained by filling the dispenser twice, once to the 30 mg graduation, and a second fill to the 45 mg graduation. 

6. Turn the entire unit right side up and remove the oral dispenser slowly from the bottle. 

7. Dispense directly into mouth. Do not mix with any liquid prior to dispensing. 

8. Close bottle with child-resistant cap after each use. 

9. Disassemble oral dispenser, rinse under running tap water and air dry prior to next use. 

Directions for the Emergency Compounding of an Oral Suspension from Tamiflu Capsules (final concentration = 15 mg/ml)

In November 2006, the FDA approved the addition of directions for the emergency compounding of a Tamiflu oral suspension from Tamiflu Capsules (15 mg/mL) to the label. These directions are provided for use only during emergency situations. They are not intended to be used if the FDA-approved, commercially manufactured Tamiflu Oral Suspension is readily available from wholesalers or the manufacturer. 

Compounding an oral suspension with this procedure will provide one patient with enough medication for a 5-day course of treatment (twice-daily administration) or a 10-day course of prophylaxis (once-daily administration).

Commercially manufactured Tamiflu Oral Suspension (12 mg/mL) is the preferred product for pediatric and adult patients who have difficulty swallowing capsules or where lower doses are needed. In the event that the commercially manufactured Tamiflu Oral Suspension is not available, the pharmacist may compound a suspension (15 mg/mL) from Tamiflu (oseltamivir phosphate) Capsules 75 mg using either of two vehicles: Cherry Syrup (Humco®)* or Ora-Sweet® SF (sugar-free) (Paddock Laboratories). † Other vehicles have not been studied. This compounded suspension should not be used for convenience or when the FDA-approved Tamiflu Oral Suspension is commercially available. 
Compounding Procedure

First, calculate the Total Volume of oral suspension needed to be compounded and dispensed for each patient. The Total Volume required is determined by the weight of each patient. Refer to Table 7. 

Table 7: Volume of Oral Suspension (15 mg/mL) Needed to be Compounded Based Upon the Patient’s Weight

	 
	Body Weight (kg)
	Body Weight (lbs)
	Total Volume to Compound per patient (mL)
	 

	 
	15 kg or less
	33 lbs or less
	30 mL
	 

	 
	16 to 23 kg
	34 to 51 lbs
	40 mL
	 

	 
	24 to 40 kg
	52 to 88 lbs
	50 mL
	 

	 
	41 kg or more
	89 lbs or more
	60 mL
	 


Next, determine the number of capsules and the amount of vehicle (Cherry Syrup or Ora-Sweet SF) that are needed to prepare the Total Volume (calculated from Table 7: 30 mL, 40 mL, 50 mL, or 60 mL) of compounded oral suspension (15 mg/mL). Refer to Table 8. 
Table 8: Number of Tamiflu 75 mg Capsules and Amount of Vehicle (Cherry Syrup OR Ora-Sweet SF) Needed to Prepare the Total Volume of a Compounded Oral Suspension (15 mg/mL)

	Total Volume of Compounded Oral Suspension needed to be Prepared
	30 mL
	40 mL
	50 mL
	60 mL

	Required number of Tamiflu 75 mg Capsules
	6 capsules (450 mg oseltamivir)
	8 capsules (600 mg oseltamivir)
	10 capsules (750 mg oseltamivir)
	12 capsules (900 mg oseltamivir)

	Required volume of vehicle
	29 mL
	38.5 mL
	48 mL
	57 mL


Then, follow the procedure below for compounding the oral suspension (15 mg/mL) from Tamiflu Capsules 75 mg 

1. Carefully separate the capsule body and cap and transfer the contents of the required number of Tamiflu75 mg Capsules into a clean mortar. 

2. Triturate the granules to a fine powder. 

3. Add one-third (1/3) of the specified amount of vehicle to the mortar and triturate the powder until a uniform suspension is achieved. 

4. Transfer the suspension to an amber glass or amber polyethyleneterephthalate (PET) bottle. A funnel may be used to eliminate any spillage. 

5. Add another one-third (1/3) of the vehicle to the mortar, rinse the pestle and mortar by a triturating motion and transfer the contents into the bottle. 

6. Repeat the rinsing (Step 5) with the remainder of the vehicle. 

7. Close the bottle using a child-resistant cap. 

8. Shake well to completely dissolve the active drug and to insure homogeneous distribution of the dissolved drug in the resulting suspension. (Note: The active compound, oseltamivir phosphate, readily dissolves in the specified vehicles. The suspension is caused by some of the inert ingredients of Tamiflu Capsules which are insoluble in these vehicles.) 

9. Put an ancillary label on the bottle indicating "Shake Gently Before Use". This compounded suspension should be gently shaken prior to administration to minimize the tendency for air entrapment, particularly with the Ora-Sweet SF preparation. The need to shake the compounded oral suspension gently prior to administration should be reviewed with the parent or guardian when the suspension is dispensed. 

10. Instruct the parent or guardian that any remaining material following completion of therapy must be discarded by either affixing an ancillary label to the bottle or adding a statement to the pharmacy label instructions. 

11. Place an appropriate expiration date label according to storage condition (see below). 

STORAGE OF THE PHARMACY-COMPOUNDED SUSPENSION:

Refrigeration: Stable for 5 weeks (35 days) when stored in a refrigerator at 2° to 8°C (36° to 46°F). Room Temperature: Stable for five days (5 days) when stored at room temperature, 25°C (77°F).

12. Place a pharmacy label on the bottle that includes the patient’s name, dosing instructions, and drug name and any other required information to be in compliance with all State and Federal Pharmacy Regulations. Refer to Table 9 for the proper dosing instructions. 

Note: This compounding procedure results in a 15 mg/mL suspension, which is different from the commercially available Tamiflu for Oral Suspension, which has a concentration of 12 mg/mL. 

Table 9: Dosing Chart for Pharmacy-Compounded Suspension from Tamiflu Capsules 75 mg

	 
	Body Weight (kg)
	Body Weight (lbs)
	Dose (mg)
	Volume per Dose 15 mg/mL
	Treatment Dose (for 5 days)
	Prophylaxis Dose (for 10 days)
	 

	 
	15 kg or less
	33 lbs or less
	30 mg
	2 mL
	2 mL two times a day
	2 mL once daily
	 

	 
	16 to 23 kg
	34 to 51 lbs
	45 mg
	3 mL
	3 mL two times a day
	3 mL once daily
	 

	 
	24 to 40 kg
	52 to 88 lbs
	60 mg
	4 mL
	4 mL two times a day
	4 mL once daily
	 

	 
	41 kg or more
	89 lbs or more
	75 mg
	5 mL
	5 mL two times a day
	5 mL once daily
	 


Note: 1 teaspoon = 5 mL 

Consider dispensing the suspension with a graduated oral syringe for measuring small amounts of suspension. If possible, mark or highlight the graduation corresponding to the appropriate dose (2 mL, 3 mL, 4 mL, or 5 mL) on the oral syringe for each patient. The dosing device dispensed with the commercially available Tamiflu for Oral Suspension should NOT be used with the compounded suspension since they have different concentrations. 

ANNEX 9: PROCUREMENT AND STORAGE OF MEDICAL SUPPLIES
It is envisaged that the procurement of supplies will be done as part of each UNCT’s preparedness plan, with a designated organisation taking the lead to ensure that adequate supplies are procured and stored according to current guidance.  The cost of procurement should be apportioned amongst all participating organisations accordingly.

If an agency is unable to participate in the joint procurement process, it is still envisaged, where possible, that their supplies would be stored and placed under the same responsibility as the rest of the UNCT supplies.

Stock control procedures should be put in place and carried out on a regular basis, for example, each month.  Any loss due to damage etc needs to be accounted for on the stock control form and be witnessed by two persons.  This process will also assist in identifying in good time, supplies that are due to expire within the coming months and allow for them to be donated prior to expiration date.  Replacement of supplies should be carried out as part of the UNCT process and the costs of doing so apportioned to the agencies accordingly. 

In cases where it has not been possible to donate supplies prior to expiry, and where an extension of shelf life has not been implemented, WHO’s guidelines
 on the safe disposal of unusable pharmaceuticals should be strictly followed.

Table 4. Medical Supplies To Be Procured for a Pandemic

	Description


	Quantity
	Notes

	Vaccines

	Seasonal human flu vaccines

	For staff and dependants who are at high risk for complications from influenza or who will be traveling internationally. If supplies allow, it can also be made available to all other UN personnel and their dependents.
	Single dose pre-filled syringes should be procured rather than use of multi-dose vials

	Pandemic strain vaccines
	For Proposed Priority Groups for Pandemic Vaccine (Para. 75)
	Not expected to be available for at least 6 months after the pandemic virus has been isolated

	Antivirals

	Treatment course:

Oseltamivir (Tamiflu)
	A 5-day treatment course (75 mg capsules twice a day
 for adults) for 5 day treatment course for 25% of staff and their dependents.
 Add another 5-day treatment course for 15% of staff and their dependents as a safety buffer, and to account for possible distribution problems.
	For treatment purposes.

	Prophylactic Course:

Oseltamivir (Tamiflu)
	A 6-week course (75 mg once a day
 for adults) primarily for staff in Risk Categories 1, 2 and 3 of Table 3 of Annex 3. 


	Specific recommendations on the use of antivirals as prophylaxis will be provided as the pandemic situation changes.



	Antibiotics for Secondary Bacterial Pneumonia

	Antibiotics

Amoxicillin (500 mg)

+ Clavulanic Acid    

   (125 mg)
	1 course of 30 tablets for 7.5% of staff and their dependents.
	Effective against S. pneumonia

	Antibiotics (fluoroquinolone)

Ciprofloxacin (500 mg)
	1 course of 20 tablets for 2.5% of staff and their dependents. 
	Effective against secondary bacterial pneumonia not responding to Augmentin – good for H. Influenza but may not be good for S. pneumonia 

	Antibiotics

Azithromycin (500 mg)
	1 course of 5 tablets for 2.5% of staff and their dependents. 
	Effective against Staph and S. pneumonia. Useful for those allergic to or not responding to amoxicillin. 

	Personal Protective Equipment

	PPE (Items in Table 5) for Staff in Risk Category 1  
	Quantities for a 6-week supply per person should be procured.
	Offices should identify and quantify the number of staff who may fall into Risk Category 1 (Annex 3, Table 3)


	PPE (Items in Table 6) for Staff in Risk Category 2
	Quantities for a 6-week supply per person should be procured
	Offices should identify and quantify the number of staff who may fall into Risk Category 2 (Annex 3, Table 3)

	Simple Surgical masks
	84 masks per staff and dependents (2 mask changes per day x 6 weeks)
	3 ply

	Other Supplies

	Syringes and needles
	One set of syringe and needle per staff and dependent


	Procurement of an extra set of syringe and needle is to ensure injection safety, in case injectibles have to be used at the local facilities. This stockpile is not specific for pandemic.

	Mortuary bags
	3% of international staff population
	For purpose of repatriation of bodies of deceased international staff and family members. 

Should be procured only if local supplies unavailable or insufficient.


Table 5. PPE Items To be Procured for Staff in Risk Category 1

This is an average supply that has been worked out for staff in Risk Category 1
 (Annex 3, Table 3). Quantities for a 6-week supply per person in this Risk Category should be procured.

	Item
	Description
	Unit
	Quantity Per day
	Quantity for 6 weeks

	1
	Protective goggles, polycarbonate, (reusable)
	Each
	3
	3

	2
	Face mask grade P2 (or N95), disposable
	BX/20
	2
	84

	3
	Surgical masks
	EACH
	4
	168

	4
	Single use gloves, small, anatomically shaped, latex, non-sterile
	PAIR


	10
	420

	5
	Single use gloves, medium, anatomically shaped, latex, non-sterile


	PAIR
	10
	420

	6
	Single use gloves, large, anatomically shaped, latex, non-sterile, 
	PAIR
	10
	420

	7
	Single use plastic apron, 
	EACH
	2
	84

	8
	Rubber Gloves (reusable for environmental cleaning
	PAIR
	10
	10

	9
	Coverall (with intergrated hair and shoe covers)  or gown, hair cover and shoe covers, disposable, non sterile
	EACH
	2
	84

	10
	Alcohol rub disinfectant
 – Dangerous goods – UN code 1987, Class 3                                      
	bottle/ 1000ml
	1
	1

	11
	Disposable bag for bio-hazardous waste –

1 bag per day for 6 weeks.
	EACH
	1


	42 bags

	12
	Disposal bag for bio hazardous waste, small, with “Bio-Hazard” print, polypropylene –

1 bag per day for 6 weeks
	EACH
	1


	42 bags


Table 6. PPE Items To Be Procured for Staff in Risk Category 2
This is an average supply that has been worked out for staff in Risk Category 2
  (Annex 3, Table 3).  Quantities for a 6-week supply per person in this Risk Category should be procured.

	Item
	Description
	Unit
	Quantity Per day
	Quantity for 6 weeks

	1
	Surgical masks
	EACH
	4
	168

	2
	Single use gloves, small, anatomically shaped, latex, non-sterile
	PAIR


	10
	420

	3
	Single use gloves, medium, anatomically shaped, latex, non-sterile


	PAIR
	10
	420

	4
	Single use gloves, large, anatomically shaped, latex, non-sterile, 
	PAIR
	10
	420

	5
	Single use plastic apron, 
	EACH
	2
	84

	6
	Rubber Gloves (reusable for environmental cleaning
	PAIR
	10
	10

	7
	Coverall (with intergrated hair and shoe covers)  or gown, hair cover and shoe covers, disposable, non sterile
	EACH
	2
	84

	8
	Alcohol rub disinfectant
 – Dangerous goods – UN code 1987, Class 3                                      
	bottle/ 1000ml
	1
	1

	9
	Disposable bag for bio-hazardous waste –

1 bag per day for 6 weeks.
	EACH
	1


	42 bags

	10
	Disposal bag for bio hazardous waste, small, with “Bio-Hazard” print, polypropylene –

1 bag per day for 6 weeks
	EACH
	1


	42 bags


Storage of Medical Supplies

Maintenance of Storage Facilities

Basic points to consider:
· Monitor storage conditions.

· Ensure that aisles are clear.

· Ensure adequate ventilation and cooling.

· Ensure that products are protected from direct sunlight.

· Monitor store security and safety.

· Check the store roof for leaks, especially during the rainy season and during or after a storm. 

· Monitor product quality (visually inspect commodities and check expiration dates).

· Ensure that products are stacked correctly (e.g. check that lower cartons are not being crushed).

· Update stock records and maintain files.

· Separate stocks soon to expire and reallocate/donate prior to expiry.

· Check for signs of rodent and insect infestations

· Inspect the storage structure for damage, including the walls, floors, roof, windows, and doors.

· Visually inspect fire extinguishers to ensure that pressures are maintained and extinguishers are ready for use. Inspect and test smoke alarms.

When receiving medical supplies:
· Prior to receipt of any supplies, calculate the required storage space and ensure there is sufficient storage space.

· Prepare and clean the areas used for receiving and storing the products. 

· Record the new supplies in the inventory system updating the totals.

Storage principles
In order to protect your supplies from moisture and to ensure their safe handling keep supplies:
· Use pallets

· At least 10 cm off the floor

· At least 30 cm away from the walls and other stacks 

· Read manufacturer's instructions as the stacking of equipment will depend on the item. In stacks of no more than 1.8m high in general (consider the height of your employees). Avoid crushing products stored in bulk. Heavier or fragile items should be placed in smaller stacks. Bind sharp edges or corners in the store with tape. Most important, ensure that nothing in the store can fall and injure members of the staff.

· Arrange cartons so that identification labels, expiry dates, and manufacturing dates are visible. If this is not possible, write the product name and expiry date clearly on the visible side

· Place items that will expire first in front of others with a longer expiry date to assist stock rotation. Supplies, prior to their expiry dates, should be sent to facilities to be utilised before they expire and then replaced accordingly. 

Itemized Stock Lists

Each medical storage facility should maintain a stock list, which includes all of the items stored within that facility including a description of each item such as:  

· Product name (including its form e.g. capsule, tablet, liquid suspension, etc. and strength)

· Expiry date

· Batch number

· Stock on hand/beginning stock balance

· Additions to stock

· Issues/losses/adjustments

· Closing balance

Cleaning

Keep the storage facility clean. Sweep and mop or scrub the floors of the storeroom regularly. Wipe down the shelves and products to remove dust and dirt. Regularly inspect and clean the outside premises of the storage facility, especially areas where garbage is stored. Check for any rodent burrows, and be sure that garbage and other waste are stored in covered containers.

Storage Conditions

Medications such as oseltamivir capsules, Ciprofloxacin capsules, Azithromycin tablets and Augmentin tablets should be stored in a dry, cool environment at 25oC or less.  Keep out of direct sunlight and away from heat sources.

· Regularly monitor the temperature of the different areas within the storeroom.

· Keep thermometers in various places for monitoring.

· Keep the storeroom well ventilated. For better ventilation, store boxes on pallets and leave room between rows of stacked boxes.

· Keep direct sunlight out of the storeroom.

Some of the medications that are recommended for stockpiling in preparation for a possible pandemic may have stability problems under tropical conditions for example: oseltamivir, amoxicillin tablets, paracetamol liquid and some reconstituted antibiotics, it is important therefore to read the storage instructions supplied by the manufacturers.

Guidelines for the storage of essential medicines and other health commodities can be found at:

http://www.who.int/3by5/en/storage_pocketguide.pdf
Specific details regarding the storage and shelf life of oseltamivir (Tamiflu) can be found in Annex 7.
The following principles will help to protect your medical supplies from loss during storage at the designated facility:
· Limit access to designated staff only.

· Limit the number of keys made for the facility and keep a list of people who have the keys.

· Secure all locks and doors after each entry to the facility; do not leave it unlocked when no one is inside.

· Provide independent stock count/inventory control.

When medications are approaching their expiry dates, and it is clear that they will not be used before that time, attempts should be made to donate the medications to facilities where they may be beneficially used before expiration.  Possibilities will vary between duty stations.

ANNEX 10 
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I. General
Influenza pandemic phases

1. The Director-General of WHO will determine, on the basis of the information received, whether an event constitutes a public health emergency of international concern in accordance with the criteria and the procedure set out in the applicable Health Regulations. Accordingly, the influenza pandemic phases are determined by WHO.  The UN Medical Director is responsible for communicating any changes to a phase.
	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 A 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. 

We are currently in Phase 3.

Depending on the available information at the time, it may be difficult to make a rapid and meaningful distinction between phase 4 and 5.

	
	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: Increased and sustained transmission in general population.

	POST-PANDEMIC 
PERIOD
	Return to interpandemic period (phase 1 or 2).


Applicability
2. These Administrative Guidelines are intended for executive and administrative personnel of the UN system Organizations based in Nairobi.  They are applicable to all staff members, their spouses and recognized dependents.  

3. The Guidelines mainly address the issues which are likely to emerge during influenza pandemic phases IV to VI.  They will be up-dated as necessary.

Critical functions

4. For purposes of these Guidelines, staff members are grouped into:
a) Critical staff. Staff members who would be required to perform critical functions in the event of a closure of offices for normal operations due to an influenza pandemic situation, to ensure continuity of work. These staff members may be requested to carry out such critical functions on premises, in an alternate location or from home; and
b) Non-critical staff.  Staff members who would not be required to work during an office closure due to an influenza pandemic situation. Staff members who are not identified as critical but will make every effort to work from home or another location will still be considered as non-critical. [UNDP Comments]

5. Criteria for selecting critical functions. During Phase III, Heads of Departments/Offices are required to identify staff members (principals and alternates) who will be required to perform critical functions in the event of an influenza pandemic situation. The list of names must be submitted to the Crisis Management team and maintained up-to-date at all times.

6. When selecting staff members (principals and alternates) required to carry out critical functions, Heads of Departments/Offices should ensure the following:

a) Physical security of staff and facilities;
b) Medical care of staff;

c) Maintenance of telecommunications and information technology services;

d) Ability to communicate with other Organizations and Governments;

e) Maintenance of utilities (electricity, water and sanitation); and
f) Ability to make important operational and policy decisions related to critical aspects of the operations and programme continuity as well as staff welfare.

7. Critical functions at Nairobi. Heads of Departments/Offices should ensure that designated staff members (principals and alternates) have delegated decision making/signing authority. 

8. The number should be kept to an absolute minimum, but in no case should exceed ten per cent of the total number of Nairobi-based staff members.  Critical staff include the following:

a) Executive Heads

b) Crisis Management Team (CMT);

c) Medical staff;

d) Security staff;

e) Human Resources staff (including counsellors);

f) Payroll/Finance;1
g) Information and communications;1 and
h) Any other staff required to carry out critical functions, if necessary and as determined by Heads of Department/Office.

9. To the extent possible, staff members (principals and alternates) should be designated as critical on a voluntary basis, subject to the authority of the Secretary-General to select staff members who have to report should the number of volunteers prove to be insufficient to guarantee continued operations during a closure of offices.

10. Selected staff members must be fully informed of the implications and the fact that they could be required to remain within the premises (or in an alternate location) for periods deemed necessary to ensure continuity of operations. Their written acknowledgement is required before submitting their name to COG for inclusion in the list of staff (principals and alternates) who would be needed to carry out critical functions in the event of an influenza pandemic situation.  Medical clearance must be obtained in order for a staff member to be designated as critical for work on-site during a pandemic.  Staff members cannot be designated as critical unless evidence of appropriate insurance coverage has been provided.  
Information for Staff and queries
11. UN system staff members and their families may find the latest information related to avian influenza at 

http://avianinfluenza.staffinfo.un.int
12. For further information, Nairobi-based staff members may contact:
	UNON 

	UN MEDICAL SERVICE:

EXECUTIVE OFFICERS:



	
	

	
	

	
	

	
	


II. Leave and attendance
Attendance
13. When offices are opened. All staff members are required to report for duty unless and until informed otherwise.  Unauthorized absence from office will be dealt with in accordance with rules governing such absence.  
14. When offices are closed. During an influenza pandemic wave it may be necessary to close the offices for normal operations. Only staff members (principals and alternates) designated as critical shall have access to the Offices.  The decision will be taken by the Chair of and broadcasted to all staff members. Such information as well as the date when offices will reopen, will be made available at:
1-212-963-9800 or 1-866-UNINFO1 (1-866-864-6361)

http://staffinfo.un.int/ or http://staffinfo.unlb.org
15. Staff members, with the exception of those required to carry out critical functions (within premises, in an alternate location or from home), who are instructed not to report for duty due to an influenza pandemic situation, will be placed on special leave with full pay (SLWFP)
 unless indicated otherwise in these guidelines. 
Compensatory time-off
16. When offices are closed. Locally- and internationally-recruited staff members who are required to carry out critical functions will receive compensatory time-off (CTO) for the time they are requested to report to duty and do so, if:
a) within premises or in an alternate location, at twice the normal rate; and 

b) from home, at one and a half the normal rate. 
17. Head of Department/Offices will be accountable for ensuring that CTO accrued during the closure period:
a) is taken during the twelve months following the month in which the offices are reopened; and 
b) at least five consecutive CTO days are taken during the first six weeks following the day in which the offices are reopened. 
18. Under no circumstances, will compensation accrued during the closure period take the form of additional cash payment. 
Flexible working arrangements
19. When offices are opened. During pandemic phase IV and above, and as far as feasible, flexibility will be exercised to authorize flexible working arrangements.

20. When offices are closed. As far as feasible, flexibility will be exercised to authorize flexible working arrangements, including telecommuting,
 for staff members requested to report for duty to carry out critical functions.
Annual leave

21. When offices are opened. During pandemic phase IV and above, flexibility will be exercised in authorizing annual leave and advance annual leave to staff members except those (principals and alternates) who could be required to carry out critical functions.
22. Staff members who travel outside Kenya during annual leave must be aware that, in a pandemic phase IV and above, re-entry into Kenya or departure from the countries to which they travel may not be possible. When staff members are unable to return:
a) if feasible, they may be authorized to carry out their duties on a telecommuting basis. No DSA will be payable; 
b) if possible, they may be required to report to duty at a UN system Office in the same travel destination. NO DSA will be payable;
c) if possible, they may be required to report to duty at a UN system Office in another location. Travel to the location and DSA will be payable; or 
d) if neither option a), b) or c) is possible, they may request annual leave, advance annual leave or special leave without pay (SLWOP).
Depending on circumstances, SLWFP might be granted if requested by a staff member for “other important reasons for such period as the Secretary-General may prescribe.” For example, staff member initiated travel during phase III or below and has exhausted all annual leave.
23. When offices are closed. Staff members who are on annual leave at the time the offices are closed, will be placed on SLWFP as from the day they were due to report for duty. 
Sick leave

24. When offices are opened. Staff members who are unable to perform their functions by reason of illness, including avian influenza, will be granted sick leave.
  
25. Staff members who are unable to perform their duties by reason of avian influenza affecting a member of his/her household, or because of quarantine affecting the household/area, will be placed on SLWFP,
 upon submission of medical certificate for the household member or quarantine order by local authorities. 

26. In cases of avian influenza affecting a staff member or occurring in his/her household, staff/family members must immediately notify the UN Medical Service by e-mail OHRM_Medical@un.org, phone 1-212-9637080 or fax 1-212-9634925, and remain at home.
27. When offices are closed. Staff members who are on sick leave at the time the offices are closed, will be placed on SLWFP as from the day they were expected to report for duty following exhaustion of their approved certified/uncertified sick leave. 
Maternity, paternity and adoption leave
28. When offices are closed. Staff members who are on maternity, paternity or adoption leave at the time the offices are closed, will be placed on SLWFP as from the day they were due to report for duty.
Special leave without pay
29. When offices are opened. During pandemic phase IV and above, flexibility will be exercised in authorizing special leave without pay (SLWOP) to staff members except those (principals and alternates) who could be required to carry out critical functions.
30. When offices are closed. Staff members who are on SLWOP at the time the offices are closed, will be placed on SLWFP as from the day they were due to report for duty. 
III. Travel
Travel advisories
31. Travel Advisories will be accessible at: 
http://avianinfluenza.staffinfo.un.int
and
http://extranet.unsystem.org/undss/travel.asp
Duty travel 
32. Planned travel. During phases IV and above, planned duty travel that has not been initiated and which is considered non-critical may be deferred. Duty travel should be planned and authorized in accordance with the needs of the Organization as determined by the Head of Department/Office in line with all current security measures in place.    
33. Initiated travel. When there is a change from phase III and below to phase IV and above, if feasible, every effort should be made to complete already initiated duty travel.  In the event that the authorized itinerary has to be changed for reasons related to avian influenza, the following will apply:
a) Departure from duty travel destination not possible. If during the authorized duty travel, local authorities do not allow departure, DSA
 will remain payable until departure is authorized and up until the first available flight.

b) Re-entry into Kenya not possible.  If Kenya authorities do not allow re-entry, DSA will continue to be payable until re-entry to Kenya is possible and up until the first available flight.  

If possible and preferable, the traveler could be flown to a third location, particularly if the original duty travel destination does not have adequate medical facilities. DSA for that location will be payable.   

c) Departure from duty travel destination and re-entry into Kenya not possible.   DSA will remain payable until departure and re-entry is authorized by respective authorities.

d) Staff member falls sick. If the staff member falls sick, including with avian influenza, DSA would continue to be payable, however, if hospitalized DSA will be reduced to one third. See paragraphs 24 to 27 above regarding staff member’s authorized absence.  

e) Staff member is quarantined. If the staff member is quarantined, DSA will remain payable. See paragraphs 25 to 27 above regarding staff member’s authorized absence.  
f) Staff member dies. In the unfortunate event that a staff member dies while on duty travel, DSA will stop as from the date of death. The UN office where he/she was working (or the nearest UN/UNDP office) will assume the responsibility for coordinating the actions required and serve as the link between the parent office and the family of the deceased, providing the family assistance throughout the difficult period following the death. 

Home leave
 and family visit travel
 
34. During pandemic phase IV and above, flexibility will be exercised to authorize advance and defer home leave (HL) and family visit (FV), and to allow separate HL travel of staff members and eligible family members, and to exercise HL/FV at an alternate location, if local authorities of the HL country do not authorize entry or medical facilities not adequate, and subject to the cost Nairobi-HL place-Nairobi. 
35. Staff members must be aware that respective local authorities may at any time prevent either departure from the home leave destination or re-entry to Kenya.  In such cases, staff members should take this into consideration when accepting the lump sum option
, as in such cases they agree to waive all entitlements relating to HL and FV travel that would otherwise have been payable. 
36. When offices are opened. When staff members are not authorized by the local authorities to depart from the HL/FV destination and they or any of their household members are not sick with suspected avian influenza:
a) if feasible, they may be authorized to carry out their duties on a telecommuting basis. No DSA will be payable; 
b) if possible, they may be required to report to duty at a UN system Office in the same HL location. NO DSA will be payable.
c) if possible, they may be required to report to duty at a UN system Office in another location. Travel to the location and DSA will be payable; or 
d) if neither option a), b) or c) is possible, they may request annual leave, advance annual leave or special leave without pay (SLWOP).
Depending on circumstances, SLWFP might be granted if requested by a staff member for “other important reasons for such period as the Secretary-General may prescribe.” For example, staff member initiated travel during phase III or below and has exhausted all annual leave.
37. Staff members who fall sick, including avian influenza, during HL/FV will be granted sick leave upon submission of medical certificate.  
38. Staff members who are unable to return by reason of avian influenza affecting a member of his/her household, or because of quarantine affecting the household/area, will be placed on SLWFP,
 upon submission of medical certificate for the household member or quarantine order by local authorities.
39. When offices are closed. Staff members who are on HL/FV travel at the time the offices are closed, will be placed on SLWFP as from the day they were due to report for duty. No DSA will be payable.

Education grant travel

40. During pandemic phase IV and above, flexibility will be exercised to authorize advance and defer education grant travel (EGT).

41. Staff members must be aware that respective local authorities may at any time prevent either departure from the EGT destination or re-entry to Kenya.  In such cases, staff members should take this into consideration when accepting the lump sum option
, as in such cases they agree to waive all entitlements relating to EGT that would otherwise have been payable.
IV. Recruitment and contracts

Recruitment and Reassignments 
42. During pandemic phase IV and above, recruitment and reassignment of staff: 
a) will be carried out in accordance with interests, needs and priorities of the Organization;

b) initiated in direct support of critical functions and in connection with avian influenza will be given priority and the process will be expedited to the extent possible; and  
c) will be decided upon on a case-by-case basis by Heads of Departments/Offices and deferred whenever possible, of individuals who are not envisaged to perform critical function or in support of avian influenza.

43. Recruitment and reassignment of staff who are not envisaged to perform critical function or in support of avian influenza, should be decided upon on a case-by-case basis by Heads of Departments/Offices and deferred whenever possible.
Extension of Appointments
44. During pandemic phase IV and above, every effort should be made to renew staff members’ contracts one month in advance.  Conversely, staff member should be informed of non-renewal of their contracts at least one month prior to expiry dates.  
45. The heightened alert phase shall not be a factor in deciding on renewal and non-extension of contracts, including extension beyond retirement age.

Staff members holding permits/visas

46. A staff member’s authorized stay expires upon separation from service The same applies to family members and household employees whose permit/visa are derived from the status of the staff member. 

47. Most national authorities allow staff members and their families a certain period (eg. 30 days) after the date of separation in which to leave the country, or adjust their status.  If additional time is required, the family members should contact the relevant personnel responsible (host country office) for permit/visa for guidance in requesting extension of the normal 30-day period

48. Repatriation travel and shipment. If a staff member holds a permit/visa and not requesting residency status, he/she should be repatriated upon the expiration of his/her contract, and as soon as practicable.  If a staff member chooses to remain in the duty station for a longer period, this will not give rise to additional entitlements or further responsibility by the Organization. The two-year time limit will be suspended during any office closure period due to an influenza pandemic situation.
49. If departure from Nairobi is possible, but entry to the repatriation destination is not, a staff member can opt to be repatriated to a third location.  In such cases, the cost of repatriation should not exceed the amount normally payable. 
50. Extension of Appointment. Depending on the circumstances, an appointment of an international staff member holding permit/visa and not requesting residency status could be extended until departure/entry is possible and up until the first flight is available. Such extension would be solely for administrative reasons, and would not give rise to any further entitlement to salary increment, annual leave, sick leave or home leave, but credit towards repatriation grant may continue to accrue. In the event of death during the period of the extension, the period prior to the staff member’s death may be taken into account in the determination of the death benefit, if applicable.
V. Salary, benefits and entitlements
Payroll and Salary advances 
51. When offices are declared closed by the designated official,
 it is proposed that a salary advance of up to three months’ salary may be made to active staff members to ensure coverage for an expected closure of six weeks.  Such payments will be based on the payroll for the pay period preceding the closure date.  Although there is a risk of overpaying some staff members due to limited time available for validation purposes, this is deemed necessary in the larger interest of keeping the staff members in funds while going through a pandemic situation and is in line with WHO guidelines. 

Payment of benefits

52. When Offices are closed. Benefits may be payable only upon submission of the appropriate support documentation. This time limit will be suspended during any office closure period due to an influenza pandemic situation.


Hazard pay 

53. In accordance with General Assembly Resolution 61/239, staff members performing medical functions that directly expose them to life-threatening diseases in the performance of their duties, as defined in Annex III of the 2005 report of the ICSC (A/20/30) are entitled to hazard pay. 
54. Amounts. The current rates are:

a) International Staff members: 
i) monthly, US$1300; and
ii) daily, US$42.74; and 

b) Nairobi-based locally-recruited staff member:

 
i) monthly, US$ US$959.75; and
ii) daily, US$31.55. 

Health insurance
55. Staff and their family members who are enrolled in the following medical programmes are covered for expenses incurred for qualified medical treatment of avian influenza: Aetna, Blue Cross, HIP, Vanbreda and MIP.  Staff members not enrolled in a medical plan should ensure that their plans cover sickness associated with avian influenza.  

56. In some programmes, the formal benefit design specifies coverage of influenza immunizations for dependent children up to age 19.   Until further notice, the age 19 limit for influenza immunizations will not be observed.

57. When offices are closed. 
a) New staff members or reassigned and eligible for health insurance:
i) who arrive during closure of offices due to an influenza pandemic: applications will be accepted within 31 days of the date offices re-open; insurance will be effective from the first day of the qualifying contract; and 

ii) who arrive before closure of offices due to an influenza pandemic: during phase IV and above, every effort should be made to file applications as soon as possible. Should the offices close due to an influenza pandemic situation within the 31-day time limit, applications will be accepted within 31 days of the date the offices re-open; insurance will be effective from the first day of the qualifying contract. 
b) Retiring staff members and eligible for ASHI
i) who separate during closure of offices due to an influenza pandemic situation: ASHI applications will be accepted within 31 days of the date the offices re-open; active service coverage will be continued in the interim; and 
ii) who separate before closure of offices due to an influenza pandemic situation: during phase IV and above, every effort should be made to file ASHI applications as soon as possible. Should the offices close due to an influenza pandemic situation within the 31-day time limit, ASHI applications will be accepted within 31 days of the date the offices re-open; active service coverage will be continued in the interim.

Life insurance

58. Staff members who are enrolled in Aetna Life Group Insurance are covered for death as a result of avian influenza.

VI. Death of a Staff Member 

59. It cannot be over-emphasized that all staff involved in making the various arrangements must use their utmost discretion, tact and sensitivity, particularly when dealing with the family of the deceased. In case of queries from the family or insurance companies, it is recommended that complete documentation on the procedures followed should be kept in a confidential file.

60. When a staff member, or his/her accompanying spouse or dependant child, dies the Human Resources Office will assume responsibility for coordinating the actions required and serves as the link between the office concerned and the family of the deceased, providing the family assistance throughout the difficult period following the death.

Death Benefit
61. In the case of death of a staff member, the date on which entitlement to salary, allowances and benefits shall cease shall be the date of death, unless there is a surviving spouse or dependent child.  In this event, the date shall be determined in accordance with the following schedule:

	Completed years of service in the United Nations common system

	Months of extension
 beyond date of death

	
	

	3 or less
	3

	4
	4

	5
	5

	6
	6

	7
	7

	8
	8

	9 or more
	9


62. Payment related to the period of extension beyond the date of death may be made in a lump sum as soon as the pay accounts and related matters can be closed.  Such payment shall be made only to the surviving spouse and dependent children.  

63. For:

a) staff in the Professional and higher categories, the payment shall be calculated on the basis of the staff member’s gross salary less staff assessment;

b) staff in the Field Service category, the payment shall be calculated on the basis of the staff member’s gross salary, less staff assessment plus language allowance, if any;

c) staff in the General Service and related categories, the payment shall be calculated on the basis of the staff member’s gross salary, including: language allowance, if any; and in respect of staff in receipt of non‑resident’s allowance, such non‑resident’s allowance, less staff assessment applied to the gross salary alone.

Payments

64. During phase IV and above, priority will be given to arrange for the survivors/designated beneficiaries to receive any payment (or an advance) against any salary, allowances and benefits standing to the credit of the staff member as of the date of death.

After-service health insurance

65. When offices are closed. Family members who are eligible for ASHI must normally make application for ASHI within 31 days of staff member’s death.  If

a) staff member dies during closure of offices due to an influenza pandemic: ASHI applications will be accepted within 31 days of the date the offices re-open; active service coverage will be continued in the interim; and
b) staff member dies before closure of offices due to an influenza pandemic: during phase IV and above, every effort should be made to file ASHI applications as soon as possible. Should the offices close due to an influenza pandemic situation within the 31-day time limit, ASHI applications will be accepted within 31 days of the date the offices re-open; active service coverage will be continued in the interim.

Life insurance

66. When offices are closed. There is no prescribed time frame for submitting claims.

Appendix D 

67. Compensation will be provided to eligible staff members in the event of death, injury or illness considered to be attributable to the performance of official duties on behalf of the United Nations. All claims for compensation will be subject to the review of the UN Advisory Board on Compensation Claims (ABCC).
Pension Fund benefits
68. When offices are closed. The UNJSPF has offices in New York and Geneva and would therefore be able to provide services to participants and beneficiaries either from both offices or from the Geneva office if it is the New York office that has been affected.  In an extreme situation the UNJSPF would be able to implement its disaster recovery policy for payroll payments to beneficiaries.
Permits and visas 
69. A family member’s authorized stay in the United States automatically expires upon staff member’s death. The same applies to any household employee whose visa is derived from the status of the staff member.

70. Most national authorities allow family members and household employees 30 days after the staff member’s death to leave the country, or adjust their status.  If additional time is required, the family members should contact the relevant personnel responsible for guidance in requesting extension. In the event that authorities are not authorizing departure due to an influenza pandemic situation, the United Nations Host country office 
Education grant

71. When a staff member dies while in service after the beginning of the school year, no prorating or disqualification will take place in respect of any element of the education grant (EG) to which the staff member would have been entitled had he/she lived to the end of the school year, including boarding expenses or a flat sum for board and EGT.

72. As a result, no recovery from prorating the amount of the grant based on a period of service shorter than the normal school year will be initiated when processing the separation of the deceased staff member. The EG related forms may be completed by the surviving spouse, the legal representative of the child for whom the EG or EGT is paid, or by the child for whom the claim is requested, if 18 years of age or older. If the school year ends when the final payment has already been processed, settlement will be made as a direct payment to the survivor.
73. When offices are closed. The time limit to file EG claims will be suspended during any office closure period due to an influenza pandemic situation.

Repatriation grant
 

74. When offices are closed. Family members who are eligible for payment of repatriation grant, must normally claim and provide evidence of relocation within two years of the staff member’s death. This time limit will be suspended during any office closure period due to an influenza pandemic situation.
Repatriation travel and shipment

75. Family members who are entitled to repatriation should initiate travel and/or shipment of personal effects as soon as practicable. If a family member chooses to remain in USA for a longer period, this will not give rise to additional entitlements or further responsibility by the Organization. The two-year time limit will be suspended during any office closure period due to an influenza pandemic situation.
Repatriation of remains or local interment
 

76. Before making any arrangements, it is necessary that the family be consulted whether they wish: local burial; cremation and repatriation; or embalming and repatriation. In all instances, the specific instructions of the family of the deceased should be observed as closely as possible, according to their own customs, as well as to local regulations and laws. However, during an influenza pandemic situation repatriation of a deceased staff member (or his/her family member) could be delayed or not authorized.

Other

Appeals

77. Should the offices be closed, the time terms will be suspended during any office closure period due to an influenza pandemic situation.

Disciplinary Cases
78. Should the offices be closed, the time terms will be suspended during any office closure period due to an influenza pandemic situation.
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Response





Health Care Facility


Strict Hand Hygiene


Location: Separate room


Patient: to wear mask (surgical)


Health Care staff: to wear N95 mask, goggles, gown/coverall and gloves








Home/ Non-Health Care Setting


Strict Hand Hygiene


Location: At patient’s home in separate room if possible; if not, away from communal areas


Patient: to wear mask (surgical)


Health care staff: to wear N95 mask, gown/ coverall and gloves








Assessment





A person presenting with unexplained acute lower respiratory illness with fever (>38 ºC) and cough, shortness of breath/difficulty breathing OR other severe life threatening illness. ��AND��One or more of the following exposures in the 7 days prior to symptom onset: 





a. Close contact (<1 metre or 3 feet) with a person (e.g. caring for, speaking with, or touching) who is a suspected, probable, or confirmed H5N1 case;�b. Exposure (e.g. handling, slaughtering, defeathering, butchering, preparation for consumption) to poultry or wild birds or their remains or to environments contaminated by their faeces in an area where H5N1 infections in animals or humans have been suspected or confirmed in the last month;�c. Consumption of raw or undercooked poultry products in an area where H5N1 infections in animals or humans have been suspected or confirmed in the last month;�d. Close contact with a confirmed H5N1 infected animal other than poultry or wild birds (e.g. cat or pig); �e. Handling samples (animal or human) suspected of containing H5N1 virus in a laboratory or other setting.








No


Unlikely to be influenza A (H5N1) Treat as indicated





Yes


Refer to Hospital for treatment and investigation


Notify hospital infection control and    occupational health


Notify Ministry of Health (MOH)











Hospital Investigations and Treatment 


Consider treatment with Oseltamivir (UN Physician to provide antivirals if unavailable in the hospital)








Screening


As soon as the patient mentions a febrile respiratory illness and travel to an area of the world affected by H5N1 and contact with sick, dying or dead poultry and/or wild birds or infected humans, the following precautions would be taken before continuing with the assessment.





Is your temperature 38oC or higher?





Do you have a sore throat, stuffy or runny nose?





Possible cause:


Uncomplicated cold





Are you:


short of breath while resting or doing very little


finding breathing difficult or painful


wheezing


coughing up lots of phlegm or blood- tinged sputum


feeling very drowsy and others have difficulty waking you up or note you seem confused/disorientated





Do you have:


chronic heart or lung disease requiring regular medical attention


a chronic condition such as diabetes, cancer, for which you are receiving treatment, diseases or treatments that affect the immune system e.g. HIV/AIDS, kidney disease?


difficulty getting around/doing daily activities because of weakness


are you pregnant





Do you have a dry cough and any of the following?





Aching muscles or joints


Headache


Extreme tiredness


Sore throat


Runny/stuffy nose





Home Care 


Call your health care provider/fever clinic. 


Oseltamivir (Tamiflu) will be prescribed and provided when indicated. 





No





Yes





Seek medical attention now





And/Or





Does your child have a  temperature 38 oC or higher?





Does your child have a sore throat, stuffy or runny nose?





Possible cause:


Uncomplicated cold





Is your child:


short of breath while resting or doing very little


finding breathing difficult or painful


wheezing


has a temperature over 39oC


vomiting for more than 4 hours


hard to wake up, unusually quiet or unresponsive





Does your child have:


chronic heart or lung disease requiring regular medical attention


a chronic conditions such as diabetes, cancer,  which is receiving treatment


diseases or treatments that affect the immune system e.g. HIV/AIDS, kidney disease


a condition requiring regular use of ASA (acetylsalicylic acid)





Does your child have a dry cough and any of these?


Aching muscles or joints


Headache


Extreme tiredness


Sore throat


Runny/stuffy nose





Home Care 


Call your health care provider/fever clinic. 


Oseltamivir (Tamiflu) will be prescribed and provided when indicated. 





No





Yes





Seek medical attention now





And/Or





Is your child’s temperature 38oC or higher?





Does your child have:


chronic heart or lung disease requiring regular medical attention


a chronic conditions such as diabetes, cancer,  which is receiving treatment


diseases or treatments that affect the immune system e.g. HIV/AIDS, kidney disease


a condition requiring regular use of ASA (acetylsalicylic acid)


is your child under six months of age?





Does your child have/is your child:


severe trouble breathing 


blue lips


limp or unable to move


hard to wake up or unusually quiet or unresponsive


a stiff neck


seem confused


seizures (fit)


Less than 1 wet diaper in 12 hours





Go to the hospital emergency department or call emergency services





Yes





No





Yes





Take your child to see a doctor 





Yes





No





Yes





Contact your healthcare provider/fever clinic





No





No





Does your child have any of: Irritability, eating poorly, has a hoarse cry, barking cough, diarrhoea or vomiting, stomach pain





Yes





Home Care 


Call your healthcare provider/fever clinic. 


Oseltamivir (Tamiflu) will be provided when indicated. 








�





Does your child have:


trouble breathing


a temperature over 39oC rectal or 38oC armpit if 6 months to 3 years old


a temperature over 39.4oC rectal or 38.8oC ear or 38.4oC armpit if older than 3 years


constant irritability and is not calming down


extreme lethargy – they are never interested in playing with toys


a fever lasting more than 5 days


takes in less that ½ the usual amount of fluids or does not urinate at least every 6 hours while awake (or wet fewer than 4 diapers in 24 hours)


vomiting for more than 4 hours


severe diarrhoea





If your child has symptoms or behaviours that are not included in this chart and you are concerned call your healthcare provider/fever clinic.








� Oseltamivir is currently only available under the brand name “Tamiflu”.


�   There is not sufficient evidence in the medical literature to support a view that dry surfaces constitute a significant risk of infection.  This “disinfection” procedure is simply recommended as a precaution.  Recommendations for suitable disinfectants can be found in Annex 2. 


�   All vehicle occupants should be asymptomatic, with no known history of recent contact with infected persons.  The risk of droplet transmission from an asymptomatic carrier under such circumstances is extremely low.  The use of a surgical mask under such circumstances is simply recommended as a precaution.


�    Examples of aerosol-generating procedures include: endotracheal intubation, administration of aerosolized or nebulized medication, brochoscopy, airway suctioning, tracheostomy care; chest physiotherapy, nasopharyngeal aspiration, positive pressure ventilation via face mask (e.g. BiPAP, CPAP). 


�    A sample health care worker monitoring form can be found at http://www.who.int/csr/disease/avian_influenza/guidelines/infectioncontrol1/en/index.html.





�    Western Australia Department of Health, “Guidelines for Establishing a Fever Clinic During an Influenza Pandemic”, 2007.  Available at http://www.health.wa.gov.au/disaster/pandemic_influenza/main/doc/feverclinic.pdf


�    For example, in WHO, Pandemic Influenza Preparedness and Mitigation in Refugee and Displaced Populations, WHO guidelines for Humanitarian Agencies, (May 2006), available at � HYPERLINK "http://www.who.int/csr/disease/avian_influenza/guidelines/humanitariandoc2006_04_07/en/index.html" ��http://www.who.int/csr/disease/avian_influenza/guidelines/humanitariandoc2006_04_07/en/index.html�, WHO assumes that 100% of symptomatic patients will seek health care and that an additional 15% of the population will present to outpatient services as the “worried well”. 


�    Further information regarding precautions can be obtained from the product information sheet at http://www.rocheusa.com/products/tamiflu/pi.pdf  


�    Roche, Patient Information Tamiflu (Oseltamivir phosphate), Roche Pharmaceuticals, New Jersey, USA, December 2005. 


�    Roche, “Directions for the Emergency Compounding of an Oral Suspension from TAMIFLU Capsules (Final Concentration = 15 mg/mL)”. Available at http://www.tamiflu.com/hcp/dosing/extprep.aspx


�    WHO, “Guidelines for Safe Disposal of Unwanted Pharmaceuticals In and After Emergencies”, 1999. Available at http://www.who.int/water_sanitation_health/medicalwaste/unwantpharm.pdf


�    Annual recommendations made by WHO on the composition of seasonal vaccines are available at http://www.who.int/csr/disease/influenza/vaccinerecommendations/en/index.html


�    This is the adult (13 years and older) dosing. For information on pediatric (1-12 years) dosing, please refer to Annex 7.


�     For purposes of treatment and prophylaxis, “staff and their dependants” denotes all staff members and their recognized dependents and all other individuals who have a direct contractual relationship with the organization and their recognized dependents.


�    This is the adult (13 years and older) dosing. For information on pediatric (1-12 years) dosing, please refer to Annex 7.





�    This PPE kit is not adequate for veterinarian purposes including for culling. 


�     Health care workers who manage patients clinically and have close contact (<1 meter or 3 feet) with known/suspected pandemic patients or their infectious material


�    This should be procured locally to avoid problems with shipping of dangerous goods. If it cannot be supplied locally, order separately.  Alternatively, chlorhexidine gluconate 4% solution in bottles of 250 ml each (that means 4 bottles per kit to equal the liter requirement per kit), could be procured.


�    Non-health care worker staff who have close contact (<1 meter)  with known/suspected pandemic patients or their infectious material


�    This should be procured locally to avoid problems with shipping of dangerous goods. If it cannot be supplied locally, order separately.  Alternatively, chlorhexidine gluconate 4% solution in bottles of 250 ml each (that means 4 bottles per kit to equal the liter requirement per kit), could be procured.


�    WHO, “Guidelines for the storage of essential medicines and other health commodities” 2004. (� HYPERLINK "http://www.who.int/3by5/en/storage_pocketguide.pdf" ��http://www.who.int/3by5/en/storage_pocketguide.pdf�) and WHO, “Management of drugs at health centre level”, 2004 (� HYPERLINK "http://whqlibdoc.who.int/afro/2004/WHO_AFR_EDP_04.3.pdf" ��http://whqlibdoc.who.int/afro/2004/WHO_AFR_EDP_04.3.pdf�)





� 	Minimum presence, preferably working from home.


� 	UN Staff Regulation 5.2.





� 	ST/SGB/2003/4.





� 	ST/SGB/2003/4.





� 	UN Staff rules 105.1 and 105.2, 205.1 and 205.3, 305.1 and 305.2.





� 	UN Staff rules 106.2, 206.3 and 306.2.





� 	As per applicable rules.





� 	Exception to UN Staff rule 106.2, 206.3 and 306.2 must be granted by the SG. 





� 	When the staff member is provided free overnight accommodation and/or meals by the Organization, a government or related institution, or an airline, reductions to the subsistence allowance are to be made as follows: 50 per cent, if overnight accommodation is provided (regardless of the type of overnight accommodation provided free of charge); 30 per cent, if meals are provided (breakfast 6%, lunch 12%, dinner 12%); and 80 per cent, if overnight accommodation and meals are provided.





� 	UN Staff rules 105.3 and 205.2.





� 	UN Staff rule 107.1.





� 	Section 10.3 of ST/AI/2000/20.





� 	to UN Staff rule 106.2, 206.3 and 306.2 must be granted by the SG.





� 	UN Staff rules 103.20 and 203.8.





� 	Section 10.3 of ST/AI/2000/20.


� 	For Nairobi, the designated official will be …………………………...  


� 	ST/AI/2000/14.





� 	As defined in UN Staff rules � HYPERLINK "sr 109- 4      Termination indemnity.doc" ��109.4�, 209.11 and 309.6.


� 	UN Staff rules � HYPERLINK "sr 103-20      Education grant.doc" ��103.20� and 209.6.





� 	International staff members only.





� 	International staff members only.





� 	UN Staff rules 107.26, 207.23 and 307.1. Applicable to any staff member on duty travel to NY who dies, any staff member or family member on medical evacuation travel to NY who dies, and NY-based international staff members.





� 	ST/AI/2000/14.
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