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1.1 Introduction

There is global evidence of human-to-human transmission of influenza A H1N1 virus causing
morbidity and mortality in almost all the countries of the world. The WHO has raised the level
of influenza pandemic alert to 6. Influenza pandemics must be taken seriously precisely
because of their capacity to spread rapidly to every country in the world. At this stage,
effective and essential measures include heightened surveillance, early detection and
treatment of cases and infection control in all health facilities.

The new influenza A/H1N1virus is transmitted sufficiently easily from person-to-person to
sustain institutional and community outbreaks and to spread regionally. Most cases of new
influenza A/H1N1infection seem to be mild and self-limited and do not require admission to
hospital. However, severe illness and death have been reported in a small proportion of
cases.

In seasonal influenza, the overwhelming majority of severe morbidity and mortality occur in
persons of 65 years of age or more. However, with new influenza A (H1N1), a substantial
proportion of the cases of severe illness and death have occurred among young and
previously healthy adults. In addition, severe illness and deaths have also been reported in
adults with underlying medical conditions including: chronic lung or cardiovascular disease,
diabetes, immune-deficiencies and obesity. Moreover, pregnant women may be at increased
risk of complications from new influenza A (H1IN1).

The novel influenza A/H1N1virus (formerly and incorrectly referred to as swine influenza) was
originally referred to as “swine influenza” because the initial laboratory testing showed that
many of the genes in this new virus were very similar to animal influenza viruses that normally
occur in pigs in North America. However, it is now clear that the novel A/H1N1virus has a
unique combination of swine, avian and human genes that has never been seen before.

The virus is transmitted from human to human through infected respiratory droplets. The
influenza A/H1N1is a new virus that is spreading rapidly over the globe carrying a high
potential for pandemic due to the lack of immunity against it in the general population. The
timing and severity of a potential pandemic cannot be predicted at this time.

It remains uncertain how fast the new influenza A/H1N21virus will spread throughout the world
and whether it will become widely established. It also remains uncertain whether the
infectivity and virulence of the new influenza A/H1N1virus will change over time. To date,
most infections of new influenza A/[H1N1have occurred in the northern hemisphere. There is
concern that the spread of the virus to the southern hemisphere could have different and
perhaps more severe effects than seen in the northern hemisphere, particularly since the
populations in the southern hemisphere are generally more vulnerable. These groups are
younger and often live in crowded urban settings.

1.2 The objectives of these guidelines for surveillance, response and management is that
these should be used as a reference for all those involved in prevention and control of the
disease with an aim to guide health care workers through the following actions:

1. To apprise the health care workers about the differences amongst the common
seasonal influenza and the Influenza A (H1N1)

2. To detect and confirm cases of new influenza A/H1N1virus infection.

3. To establish and monitor the extent of spread of new influenza A/H1N1in contacts.

4. To establish protocols in every district the recommended clinical management of
suspected cases.

5. To assist the hospitals staff in infection control.




6. To use the Personal Protective Equipment (PPE) and removal and disposal with
safely.

7. To train the rapid health response team in collecting samples from the suspected
patients and to store them and safely transport to the national lab.

1.3 Influenza (Seasonal)

Seasonal influenza is an acute viral infection caused by an influenza virus. There are three
types of seasonal influenza — A, B and C. Type A influenza viruses are further sub-typed into
different kinds and combinations according to the virus surface proteins. Among many
subtypes of influenza A viruses, currently influenza A/HINland A (H3N2) subtypes are
circulating among humans. Influenza viruses circulate in every part of the world. Type C
influenza cases occur much less frequently than A and B. That is why only influenza A and B
viruses are included in seasonal influenza vaccines.

1.4 Influenza A/HIN1

This is a new influenza A/H1N1virus that has never before circulated among humans. This
virus is not related to previous or current human seasonal influenza viruses. Following are a
few points about the epidemiology of the Influenza A/HIN1

5-45 yrs of age most commonly affected
Hospitalization and case / fatality in young adults higher than seasonal influenza
Epidemiologic and serologic evidence for low susceptibility in older adults
High risk groups are pregnant women, people with chronic diseases and underlying
health conditions, young children, people with immunosuppression
Efficient, rapid person-person transmission
International travel has facilitated geographical spread
Cases have been reported in all regions.
More cases in urban centers before wider geographical spread within the countries.
Most countries are still reporting an increasing trend
In Northern hemisphere there is
Continued circulation outside of usual influenza season
Preparation for second wave of pandemic and seasonal epidemic
In Southern hemisphere there is
Co-circulation of pandemic and seasonal influenza strains
Preparation for increase in number of cases
All countries should stay vigilant and situation in developing countries should be
closely watched

1.5 Spread

The virus is spread from person-to-person. It is transmitted as easily as the normal seasonal
flu and can be passed to other people by exposure to infected droplets expelled by coughing
or sneezing that can be inhaled, or that can contaminate hands or surfaces.

To prevent spread sick people should cover their mouth and nose when coughing or
sneezing, stay home when they are unwell, clean their hands regularly and keep some
distance from healthy people, as much as possible. There are no known instances of people
getting infected by exposure to pigs or other animals. The place of origin of the virus is
unknown.

1.6 Signs and symptoms
Signs of influenza A/H1N1lare flu-like, including fever, cough, headache, muscle and joint
pain, sore throat and runny nose, and sometimes vomiting and diarrhoea.




1.7 A very contagious disease with almost no immuni ty

Seasonal influenza occurs every year and the viruses continue changing but many people
have some immunity to the circulating virus which helps to limit infections. Some countries
also use seasonal influenza vaccines to reduce illness and deaths.

But influenza A/H1N1is a new virus and people have no or little immunity and, therefore, this
virus could cause more infections than are seen with seasonal flu. The WHO is working
closely with manufacturers to expedite the development of a safe and effective vaccine but it
will be soon made available.

The new influenza A/H1Nlappears to be as contagious as seasonal influenza and is
spreading fast particularly among young people (10 — 45 years of age). The severity of the
disease ranges from very mild symptoms to severe illnesses that can result in death. The
majority of people who contract the virus experience the milder disease and recover without
antiviral treatment or medical care. Of the more serious cases, more than half of hospitalized
people had underlying health conditions or weak immune systems.
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Surveillance and Infection Control

At this early stage of the outbreak of swine influenza A/H1N1lvirus, the main aims of
surveillance are the early warning of virus spread and laboratory confirmation of virus
circulating in new geographical areas and countries. Accordingly, the WHO encourages all
Member States and IHR States Parties to enhance their surveillance and diagnostic capacity
for influenza and other acute respiratory infections, building on exiting surveillance structure
and resources.

2.1 Objectives of enhanced global surveillance for human infections with swine
influenza A/H1N1virus

Specific objectives of surveillance are to guide global prevention and control activities through
the following actions:

1. To detect and confirm cases of swine influenza A/H1N1virus infection
2. To establish the extent of national spread of swine influenza A/H1N1virus infection
3. To assist in the early severity assessment of the disease

2.2 Case definitions for infections with swine infl uenza A/H1N1Virus

In order to understand the spectrum of severity of the disease caused by swine influenza
A/H1N1virus infection, the clinical case description includes both mild form of influenza-like-
illness (ILI) and more severe forms (lower respiratory tract infections including pneumonia
and severe acute respiratory illness (SARI). In addition, asymptomatic laboratory confirmed
infections should be reported.

This interim guidance on clinical management of pandemic (HLN1) 2009 virus infection
will use the following case definitions of influenza for the purpose of clinical
diagnosis and initial treatment decision. These case definitions are listed below:

A. Suspected case of pandemic (HLN1) 2009

A suspected caseis defined as an individual with acute respiratory illness and fever
(reported or documented fever) and one of the followings; cough, sore throat,
shortness of breath, difficulty in breathing or chest pains with onset:

Within 7 days of close contact with a person who is probable or confirmed
case of pandemic A/HIN12009 virus infection, OR

Within 7 days of travel to a country/ community where there has been one or
more confirmed cases of pandemic A/H1N12009 virus infection; OR

Resides in a community where there is one or more confirmed cases of
pandemic A/HLN12009 virus infection.

B. Probable case of pandemic (H1N1) 2009

A probable case is defined as an individual with an influenza-like- illness who is positive for
influenza A that is unsubtypeable by real tme PCR OR an individual with a clinically
compatible illness or who died of an unexplained acute respiratory illness who is
considered to be epidemiologically linked to a probable or confirmed case.

C. Confirmed Case of pandemic (H1N1) 2009

A confirmed case is defined as an individual with an influenza-like-illness with laboratory
confirmed pandemic A/H1N12009 virus infection by one or more of the following test:




Real time PCR (Rt-PCR)
Viral culture
Four fold rise in pandemic (H1N1) 2009 virus specific neutralizing antibodies

D. Influenza-like-illness (ILI)
A person with sudden onset of fever of >38°C and atleast one of the following two
respiratory symptoms in the absence of other known causesi.e. dry cough and sore throat

E. Severe acute respiratory illness (SARI)

A person meeting the case definition of influenza'like illness (sudden onset of fever > 38°C with
at least one of the following two respiratory symptoms dry cough, sore throat in the absence of
other diagnosis) AND shortness of breath OR difficulty in breathing requiring hospital admission.

F. Acute Respiratory Infection (ARI)

For the purposes of this interim guidance, Acute Respiratory Infection (ARI) is defined as an
acute respiratory tract illness that is caused by an infectious agent transmitted from person to
person. The onset of symptoms is typically rapid, over a period of hours to several days.
Symptoms include fever, cough, and often sore throat, coryza, shortness of breath, wheezing, or
difficulty breathing

2.3 Definition of cluster

A cluster is defined as two or more persons presenting with manifestations of unexplained,
acute respiratory illness with fever >38<C or who died of an unexplained respiratory illness
and that are detected with onset of illness within a period of 14 days and in the same
geographical area and/or are epidemiologically linked.

2.4 Triggers/signals for the investigation of possi ble cases of swine influenza A
(H1IN1)

The primary focus of early investigation is to trigger the initial investigation. Specific triggers

include:

Clusters of cases of unexplained ILI or acute lower respiratory disease

Severe, unexplained respiratory illness occurring in one or more health care worker(s)
who provide care for patients with respiratory disease

Changes in the epidemiology of mortality associated with the occurrence of ILI or
lower respiratory tract illness, an increase in deaths observed from respiratory illness
or an increase in the occurrence of severe respiratory disease in previously healthy
adults or adolescents

Persistent changes noted in the treatment response or outcome of severe lower
respiratory illness.

2.5 Epidemiological risk factors that should raise suspicion of swine influenza
A/H1N1include:

Close contact to a confirmed case of swine influenza A/H1N1virus infection while the
case was ill
Recent travel to an area where there are confirmed cases of swine influenza A
(HIN1)
Close contact: having cared for, lived with or had direct contact with respiratory secretions or
body fluids of a probable or confirmed case of swine influenza A (H1N1).




In order to understand the severity of the disease it is very important that comprehensive data
collection and follow up is carried out for all probable and confirmed cases of swine influenza
A/H1N1virus infection.

2.6 Infection prevention and control in health car e in providing care for
confirmed
or suspected A/H1N1swine influenza patients
The current situation regarding the outbreaks of A/H1N1swine influenza is evolving rapidly,
and countries from different regions of the globe have been affected.

Based on epidemiological data human-to-human transmission has been demonstrated along
with the ability of the virus to cause community level outbreaks which together suggest the
possibility of sustained human-to-human transmission. Health care facilities now face the
challenge of providing care for patients infected with A/HLN1swine influenza. It is critical that
health care workers use appropriate infection control precautions when caring for patients
with influenza like symptoms, particularly in areas affected by outbreaks of A/H1N1swine
influenza, in order to minimize the possibility of transmission among themselves, to other
health care workers, patients and visitors.

Since the appearance of 1% case on 29 April 2009, human-to-human transmission of
A/H1N1swine influenza virus appears to be mainly through droplets. Therefore, the infection
control precautions for patients with suspected or confirmed A/H1N1swine influenza and
those with influenza-like symptoms should prioritize the control of the spread of respiratory
droplets. The precautions for influenza virus with sustained human-to-human transmission
(e.g. pandemic-prone influenza) are described in detail in WHO Interim Guidelines “Infection
prevention and control of epidemic and pandemic prone acute respiratory diseases in health
care”.

2.7 Fundamentals of infection prevention strategie s

1. Administrative controls are key components, including: implementation of standard and
droplet precautions; avoid crowding, promote distance between patients ( 1m); patient
triage for early detection, patient placement and reporting; organization of services;
policies on rational use of available supplies; policies on patient procedures;
strengthening of infection control infrastructure.

2. Environmental/ engineering controls, such as basic health-care facility infrastructure
adequate ventilation, proper patient placement and adequate environmental cleaning
can help reduce the spread of some respiratory pathogens during health care.

3. Rational use of available personal protective equipment (PPE) and appropriate hand
hygiene.

2.8 Critical Measures:
Avoid crowding patients together, promote distance between patients
Protect mucosa of mouth and nose
Perform hand hygiene

2.9 Summary Precautions
For staff providing care to patients with suspected or confirmed A/H1N1swine influenza
infection and for patients with influenza-like symptoms.
Standard and Droplet Precautions should be strengthened when working in direct contact
with suspected or confirmed A/H1N1swine influenza infected patients. Key elements:

use a medical or surgical mask

emphasize hand hygiene and provide hand hygiene facilities and supplies.




2.10 As per Standard Precautions if there isaris  k of splashes onto face:
Use face protection! Use either (1) a medical or surgical mask and eye-visor or
goggles, or (2) a face shield and,
Use a gown and clean gloves.
DO NOT FORGET HAND HYGIENE AFTER PPE REMOVAL!

2.11 Aerosol generating procedures (e.g. aspiration of respiratory tract, intubation,
resuscitation, bronchoscopy, autopsy) are associated with increased risk of infection
transmission, and the infection control precautions should include using:
- Particulate respirator (e.g. EU FFP2, US NIOSH-certified N95);
Eye protection (i.e. goggles);
A clean, non-sterile, long-sleeved gown;
Gloves (some of these procedures require sterile gloves).

2.12 KEY ELEMENTS FOR HEALTH CARE

2.12.1. Basic infection control recommendations for all health-care facilities
Standard and Droplet Precautions when caring for a patient with an acute, febrile, respiratory
illness.

2.12.2. Respiratory hygiene/cough etiquette
Health-care workers, patients and family members should cover mouth and nose with a
tissue when coughing and perform hand hygiene afterwards.

2.12.3. Infection control precautions for suspected and confirmed A/H1N1swine

influenza infection

Place patient in adequately-ventilated room. If single rooms are not available, cohort patients
in wards keeping at least 1 metre distance between beds. Standard, and Droplet Precautions
for all persons entering the isolation room.

2.12.4. Triage, early recognition and reporting of  A/H1N1swine influenza infection.
Consider A/H1N1swine influenza infection in patients with acute, febrile, respiratory illness
who have been in an affected region within the one week prior to symptom onset and who
have had exposure to an A/H1N1swine influenza infected patient or animal.

2.12.5. Additional measures to reduce nosocomial A/’  H1N1lswine influenza virus
transmission

Limit numbers of health-care workers/family members/visitors exposed to the A (H1N1) swine
influenza patient.

2.12.6. Specimen collection/transport/handling with in health-care facilities

Use Standard, and Droplet Precautions for specimen collection. Use Standard Precautions
for specimen transport to the laboratory. Health-care facility laboratories should follow good
biosafety practices.

2.12.7. Family member/visitor recommendations

Family members/visitors should be limited to those essential for patient support and should
use the same infection control precautions as health-care workers.

2.12.8. Patient transport within health-care facili  ties

Suspect or confirmed A/H1N1swine influenza patients should wear a medical/surgical mask.




2.12.9. Pre-hospital care
Infection control precautions are similar to those practiced during hospital care for all involved
in the care of suspected A/H1N1swine influenza patients. (e.g. transportation to hospital).

2.12.10. Occupational health

Monitor health of health-care workers exposed to A/H1IN1swine influenza patients. Antiviral
prophylaxis should follow local policy. Health-care workers with symptoms should stay at
home.

2.12.11. Waste disposal
Treat any waste that could be contaminated with A/H1IN1swine influenza virus as infectious
clinical waste, e.g. used masks.

2.12.12. Dishes/eating utensils
Wash using routine procedures with water and detergent. Use non-sterile rubber gloves.

2.12.13. Linen and laundry
Wash with routine procedures, water and detergent; avoid shaking linen/laundry during
handling before washing. Use non-sterile rubber gloves.

2.12.14. Environmental cleaning and disinfection
Clean soiled and/or frequently touched surfaces regularly with a disinfectant. e.g. door
handles.

2.12.15. Patient care equipment
Dedicate separate equipment to A/HLN1swine influenza patients. If not possible, clean and
disinfect before reuse in another patient.

2.12.16. Duration of A/H1N1swine influenza infectio  n control precautions
for the duration of symptoms.

2.12.17. Patient discharge

If the A/H1N1swine influenza patient is discharged while still infectious (i.e. discharged within
the period of infection control precautions: see 16 above), instruct family members on
appropriate infection control precautions in the home.

2.12.18. Prioritization of PPE when supplies are li  mited
Medical/surgical mask for the care of all A/H1N1swine influenza patients and hand hygiene
are priorities.

2.12.19. Health-care facility engineering controls
If available, A/H1N1swine influenza patients must be placed in adequately-ventilated single
rooms. Aerosol-generating procedures should be performed in well ventilated spaces.

2.12.20. Mortuary care

Mortuary staff and the burial team should apply Standard Precautions i.e. perform proper
hand hygiene and use appropriate PPE (use of gown, gloves, facial protection if there is a
risk of splashes from patient's body fluids/secretions onto staff member's body or face).

2.12.21. Health-care facility managerial activities
Education, training, and risk communication. Adequate staffing and supplies.

%



2.12.22. Health care in the community
Limit contact with the ill person as much as possible. If close contact is unavoidable,
use the best available protection against respiratory droplets and perform hand hygiene.
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Case Management

3.1 Purpose of this section

The pandemic influenza situation warrants the need for the health authorities in the
Region and in particular, the health care facilities adopt and follow standardized
treatment protocol for clinical management of patients infected with pandemic A/H1N1,
2009 influenza virus. Details are also given in algorithms’ at annexure 4-5.

Treatment of suspected or probable cases of human infection with pandemic A/H1N1,
2009 virus constitutes a challenge due to the existing knowledge gaps on several
aspects of the clinical manifestations of the disease. At the same time, however,
medical community’s understanding of the disease is evolving leading to improved
practices for clinical management of pandemic A/H1N1, 2009 virus infection. Clinical
evidences are beginning to emerge that such best treatment practices, if applied
timely and correctly, can lead to reduced mortality from the current pandemic
influenza virus.

In view of the above, this interim guidance has been developed by WHO in order to
provide recommendations to the countries on clinical management of human cases
infected with pandemic A/H1N1, 2009 influenza virus.

This interim guidance will help the to standardize the national clinical management
protocols for pandemic A/H1N1, 2009 virus infection. It is intended for use in the
health care settings only; be it primary, secondary or tertiary level health care center.
The algorithm (treatment flow chart at annexure) proposed in this interim guidance can
be used as a decision tree by the clinicians in exercising their clinical judgment for
treatments of patients with either suspected, probable or confirmed pandemic A/H1N1
influenza virus infection.

This interim guidance will be revised and updated as new information on the clinical
manifestations of the disease as well as epidemiological and virological characteristics
of virus become available, and as the current evidence of the clinical management
effectiveness with the cases increases.

3.2 Case Definitions

This interim guidance on clinical management of pandemic A/HIN1, 2009 virus
infection will use the following six case definitions of influenza for the purpose of
clinical diagnosis and initial treatment decision. These case definitions are already given
under surveillance and infection control section. 2 of this document yet these are repeated
here for the purpose of importance in case detection and clinical management section as
listed below:

3.2.1 Suspected case of pandemic A/H1IN1, 2009
A suspected case of pandemic A/H1IN1, 2009 virus infection is defined as an
individual with acute respiratory illness and fever (reported or documented fever), and
one of the followings; cough, sore throat, shortness of breath, difficulty in breathing or
chest pains with onset:
- Within 7 days of close contact with a person who is probable or confirmed
case of pandemic A/H1IN1 2009 virus infection, OR
Within 7 days of travel to a country/community where there has been one or
more confirmed cases of pandemic A/HIN12009 virus infection; OR




Resides in a community where there is one or more confirmed cases of
pandemic A/HIN12009 virus infection.

3.2.2 Probable case of pandemic A/HIN1, 2009

A probable case of pandemic A/HLIN1, 2009 virus infection is defined as an individual with an
influenza'like illness who is positive for influenza A that is unsubtypeable by realtime PCR OR
an individual with a clinically compatible illness or who died of an unexplained acute
respiratory illness who is considered to be epidemiologically linked to a probable or
confirmed case.

3.2.3 Confirmed Case of pandemic A/HIN1, 2009

A confirmed case of pandemic A/H1IN1, 2009 virus infection is defined as an individual with an
influenza'like illness with laboratory confirmed pandemic A/H1N12009 virus infection by
one or more of the following test:

Realtime (Rt"PCR)
Viral culture
Four fold rise in pandemic (H1N1) 2009 virus specific neutralizing antibodies

3.2.4 Influenza like illness (ILI)

A person with sudden onset of fever of >38 € and at'least one of the following two
respiratory symptoms in the absence of other known causes:

dry cough

sore throat

3.2.5 Severe acute respiratory illness (SARI)

A person meeting the case definition of influenza'like illness (sudden onset of fever > 38 0C
with at'least one of the following two respiratory symptoms" dry cough, sore throat in the
absence of other diagnosis) AND shortness of breath OR difficulty in breathing requiring hospital
admission

3.2.6 Acute Respiratory Infection (ARI)

For the purposes of this interim guidance, Acute Respiratory Infection (ARI) is defined as
an acute respiratory tract illness that is caused by an infectious agent transmitted from
person to person. The onset of symptoms is typically rapid, over a period of hours to
several days. Symptoms include fever, cough, and often sore throat, coryza, shortness
of breath, wheezing, or difficulty breathing.

3.3 Clinical Presentation

Presentation of influenza caused by pandemic A/H1N1, 2009 virus infection can vary
from asymptomatic infection through to serious fatal illness that may include
exacerbation of other underlying conditions and severe viral pneumonia with multi"organ
failure. Since a clinical diagnosis of influenza caused by the pandemic A/H1N1, 2009 virus
infection early on is critical to guide treatment decisions and follow the subsequent case
management pathways, three categories of clinical presentations with pandemic
A/H1N1, 2009 virus infection have been used in this interim guidance. These are" (i) mild
or non"severe illness; (i) signs and symptoms of progression to severe




illness; and (iii) severe illness. These clinical presentations are listed below.

3.3.1 Mild illness (Non severe)

Patients with mild Influenza'like illness may present with some or all of the following
symptoms:

Fever ( 380C), dry cough, sore throat, rhinorrhea, headache, muscle pain,
malaise, but no shortness of breath or dyspnoea.

Gastrointestinal illness, such as diarrhoea and/or vomiting, especially in
children, but without any evidence of dehydration.

The general condition of these patients will be good without any signs of hypotension
or mental confusion.

3.3.2 Signs and symptoms of progression to severe illness

Patients presenting initially with mild influenza'like illness may rapidly progress to more
severe iliness in the course of the disease. The followings are some of the clinical signs and
symptoms indicating rapid progression of a patient to severe illness, which would
necessitate an urgent review of patient's clinical management:

- Symptoms and signs suggesting oxygen impairment or cardiopulmonary insufficiency:

Shortness of breath (with activity or at rest), difficulty in breathing, turning blue,
bloody or coloured sputum, chest pain, low blood pressure;

Fast or laboured breathing in children less than 5 years of age;

Hypoxia as indicated by pulse oximetry, if available (Oxygen saturation  92%)
Symptoms and signs suggesting CNS complications:

Altered mental status, unconscious, drowsiness, or difficult to awaken; recurring
or persistent convulsions (seizures), confusion, severe weakness or paralysis.

- Evidence of sustained virus replication or invasive secondary bacterial infection:
Based on laboratory testing or clinical signs (e.g. persistent or recurrent

high fever and other symptoms beyond three days even when under treatment
with analgesics or antipyretics).

- Severe dehydration:
Decreased activity, dizziness, decreased urine output, lethargy.




3.3.3 Severe illness

Patients may also present with severe influenza" like illnesses. Patients showing any
of the following clinical signs and symptoms would be considered as suffering from
severe illness due to influenza:

- Severe respiratory distress:
Severe breathlessness, e.g. unable to complete sentences in one breath. Use
of accessory muscles, supra“clavicular recession, tracheal tug or feeling of
suffocation (For adult patients)
Lower chest in"drawing, sternal recession or noisy breathing when calm (For
paediatric patients)

- Increased respiratory rate measured over at least 30 seconds:
Over 30 breaths per minute (For adult patients)
>50 breaths per minute if under 1 year or 40 breaths per minute if >1
year (For paediatric patients)

- Oxygen saturation 92% on pulse oximetry, breathing air or on oxygen:
Absence of cyanosis is a poor discriminator for severe illness.

- Respiratory exhaustion
New abnormal breathing pattern, e.g. alternating fast and slow rate or long
pauses between breaths (For adult patients)
Apnoea defined as a 20 second pause in breathing (For paediatric patients)

- Evidence of severe
Systolic blood pressure <90mmHg and/or diastblood pressure <60mmHg.
Sternal capillary refill time >2 seconds, reduced skin turgor (For adult patients)
Sternal capillary refill time >2 seconds, reduced skin turgor, sunken eyes
or fontanelle (For paediatric patients)

- Altered conscious level
New confusion, striking agitation or seizures (For adult patients)
Strikingly agitated or irritable, seizures, or floppy infant (For paediatric patients)

- Causing other clinical concern to the clinician or to the specialist doctor =

e.g. a rapidly progressive or an unusually prolonged illness.

3.3.4 Groups at high risk for complications

In order to guide treatment decisions, this interim guidance on clinical management
considers the following categories of patients, listed below, as “Groups at high risk
for complications” due to influenza leading to severe illness or fatal clinical outcome:

Pregnhant women




Adults 65 years of age and older;
Children younger than 5 years old (In particular less than 2 years);
Persons with the following underlying conditions at any age:

- Chronic Broncho"pulmonary disease (Including asthma),

- Chronic cardiovascular disease (except hypertension)

- Chronic neurologic disorder (Cerebral palsy, stroke, multiple sclerosis,

muscular dystrophy, etc)

- Immune suppressed patients

- Haematological disorder

- Chronic liver or renal failure (GFR <30 ml/min)

- Metabolic disorder (specially Diabetes mellitus),

- Morbid obesity
Healthcare personnel in the hospital settings caring for patients infected with
pandemic A/HIN12009 influenza virus;

3.3.5 Special considerations for pregnant wom en

Evidence from previous pandemics further supports the conclusion that pregnant women
are at heightened risk of complications. While pregnant women are also at increased risk
during epidemics of seasonal influenza, the risk takes on added importance in the current
pandemic. In areas, therefore, where infection with the pandemic A/H1N212009 influenza
virus is widespread, pregnant women and the clinicians, treating them, need to be alert of
symptoms of influenza'like illness.

Pregnant women with pandemic A/H1N12009 virus infection would be expected to
present with typical acute respiratory influenza like illness (e.g., cough, sore throat,
rhinorrhea) and
fever. Other symptoms can include body aches, headache, fatigue, vomiting and
diarrhoea.

Many pregnant women will go on to have a typical course of mild illness. However, for
some

pregnant women, illness might progress rapidly, and might be complicated by secondary
bacterial infections including pneumonia. Fetal distress associated with severe maternal
illness can occur.

3.3.6 Special considerations for children

Aspirin or aspirin“containing products (e.g. bismuth subsalicylate - Pepto Bismol) should
not be administered to any confirmed or suspected ill case of pandemic A/H1IN12009
virus infection aged 18 years old and younger due to the risk of Reye syndrome.
For relief of fever, other anti"pyretic medications such as acetaminophen or non"
steroidal anti" inflammatory drugs are recommended.

Little is currently known about how this pandemic A/HIN12009 virus infection
circulating in people may affect children. However, it is known that children,
especially those younger than 5 years of age and those who have high risk medical
conditions are at increased risk of influenza'related complications. Among children
less than 5 years, the risk for severe complications from seasonal influenza is
highest among children less than 2 years old.




llinesses caused by influenza virus infection are difficult to distinguish from illnesses
caused by other respiratory pathogens based on symptoms alone. Young children
are less likely to have typical influenza symptoms (e.g., fever and cough) and infants
may present to health centers with fever and lethargy, and may not have cough or
other respiratory symptoms or signs.

The clinicians should, therefore, be aware that the risk of complications from
seasonal influenza among children younger than 5 years old is highest among children younger
than 2 years old.

3.4. Clinical Management

The clinical management of influenza'like illnesses caused by pandemic A/H1N12009
virus infection will follow a protocolized step in both the primary and secondary or tertiary
level health care facilities.

3.4.1 At primary health care level

At primary health care level, the clinical management protocol for patients with suspected
pandemic A/H1N12009 virus infection will start with screening and assessment of patients
for suspected influenza like symptoms. The algorithm (flow chart at annex 5) shown in
annex"2 should be used to manage patients with suspected influenza caused by the
pandemic A/H1IN12009 virus infection at the primary health care level.

3.4.1.1 Assessment of patients

The clinical assessment should ideally begin in the triage area whenever a patient is
suspected of ILI caused by pandemic A/HIN12009 virus infection. The triage area at
the primary health care center should be pre'defined before hand. The assessment will
lead to screening out of patients for treatment from those without having any visible
signs or symptoms of ILI requiring no treatment. The assessment of patients should
include, amongst others, the following clinical procedures as mentioned in box"l.

Box 1. Assessment of suspected cases with ILI at  the primary health care level

Assess general state;

Assess hydration;

Measure the body temperature (fever 38 C/ > 1004 o F

Measure the respiratory rate;

Observe sub'costal recession or nasal flaring;

Observe the colour of the skin, nails and mucosa; Perform pulmonary auscultation to
detect crepitations;

3.4.1.2 Home referral
Following assessment, those patients presenting mild influenza'like illness but without
any visible signs of severe illness; and

not in high'risk groups for complications
can be sent home for isolation and subsequently treated at home in accordance with the
procedures mentioned in section 4.1.3.




3.4.1.3 Management of patients at home

Patients presenting only with mild illness but excluding those at"risk groups for
complications and without any clinical signs of progression to severe illness can be
treated at home. These group of patients need not be treated with antiviral medication.

The principles of treatment at home for these categories of patients include the followings:

Using analgesics or antipyretics [Acetylsalicylic acid should be avoided specially in
children] (The drug of choice should be
Acetaminophen). aspirin“containing products (e.g. bismuth subsalicylate - Pepto
Bismol) should not be administered to patients aged 18 years old and younger
due to the risk of Reye syndrome.

Hydrating patients with abundant liquids in accordance with the need and
patient’s condition;

Applying home isolation and advising rest till the patient becomes afebrile;

Administering appropriate infection control measures at home (Reference to
special recommendations for home care 1, 2, 3 and 4)

Following"up clinical evolution of the patient by health care worker or by
family members checking for signs and symptoms of progression to severe
illness (Reference to Box"2 for worsening of clinical signs and symptoms
indicating rapid progression of patients to severe illness)

Box 2: Worsening signs and symptoms signifying r apid progression to severe
illness
Shortness of breath (with activity or at rest), difficulty in breathing, turning blue,
bloody or coloured sputum, chest pain, low blood pressure;
Fast or laboured breathing in children less than 5 years of age;
Altered mental status, unconscious, drowsiness, or difficult to awaken; recurring or
persistent convulsions (seizures), confusion, severe weakness or paralysis.
Persistent or recurrent high fever and other symptoms beyond three days).
Decreased activity, dizziness, decreased urine output, lethargy.
0] Special recommendations for home care 1: Placement of the sick person at

home

Keeping the ill person from others in a separate room at home with
proper ventilation until the symptoms subside or resolve. (For example, a spare
bedroom with its own bathroom, if that is possible.)

Keeping all the windows of the room open and ensure proper sunlight and
good ventilation;

Maintaining a distance of at'least 1.8m (6 feet) from the ill person, if
protection barriers are unavailable at home;

Having the sick person wear a facemask if they need to be in a common
area of the house near other healthy persons.
Unless necessary for medical care or other necessities, people who are




sick with influenza'like"illness should stay home and keep away from others as
much as possible, including avoiding travel, for at least 24 hours after resolution of

fever (Children, especially younger children, might potentially be contagious for longer
periods)-

If the person with the influenza'like illness needs to go out (for example, for
medical care), he/she should wear a facemask and cover the nose and mouth
when coughing or sneezing;

Special recommendations for home care 2: Protection of other persons at
home

The sick person should not have visitors other than the care'givers;

Close contact (Less than about 6 feet) from the ill person should be avoided
as much as possible;

If possible, only one adult person should be identified at home to take care
of the sick person. (People in highrisk group for complication including the
pregnant women should not be the designated caretaker, if possible).

People in high risk group for complications from influenza, should attempt to avoid
close contact (within 6 feet) with household members who are sick with influenza. If
close contact with a sick individual is unavoidable, wearing a facemask should be
considered;

The sick family members should not care for infants and other groups at high
risk for complications of influenza.

The sick persons should cover their coughs, and clean their hands with soap
and water or an alcohol'based hand rub often, especially after coughing and/or
sneezing;

All persons in the household should clean their hands with soap and water or an
alcohol'based hand rub frequently, including after every contact with the sick
person or the person’s room or bathroom and avoid sharing food;

Paper towels should be used for drying hands and after hand washing or cloth towels
should be dedicated to each person in the household.

If possible, consideration should be given to maintaining good ventilation in
shared household areas (e.g., keeping windows open in restrooms, kitchen,
bathroom, etc.).

Special recommendations for home care 3: Protection of care giver

A surgical mask should be used while providing care to the patient.

When holding small children who are sick, their chin should be placed on the
shoulder of the care"giver so that they will not cough in your face.

%



Hands should be cleaned with soap and water or an alcohol'based hand rub
after touching the sick person or handling used tissues, or laundries used by
the sick person;

The care"giver and the household members should monitor for flu'like Symptoms
and seek immediate medical care if symptoms occur.

Special recommendations for home care 4: Household Cleaning, Laundry and wast
disposal

Tissues and other disposable items used by the sick person should be thrown away in
the trash. Hands should be washed after touching used tissues and similar waste.

Household surfaces (especially bedside tables, surfaces in the bathroom, and toys for
children) should be kept clean by wiping them down with a household disinfectant;

Linens, eating utensils, and dishes belonging to those who are sick do not need to be
cleaned separately, but importantly these items should not be shared without
washing thoroughly first;

Linens (such as bed sheets and towels) should be washed by using
household

laundry soap. Hands should be cleaned with soap and water or alcohol"based
hand rub right after handling dirty laundry.

Eating utensils should be washed either in a dishwasher or by hand with
water and soap;

The bathroom used by the sick person should be cleaned daily with household
disinfectants.

3.4.1.4 Special treatment considerations for g roups at high risk for complication
Antiviral medication using Oseltamivir* is strongly recommended without any delay in
addition to home isolation and home management (as mentioned in section 4.1.3) of
patients with mild influenza like illness and no visible signs of severe illness if the
patients fall in either of the following risk categories (Groups at risk for complications also
defined in section 3.4):

Pregnant women
Adults: 65 years of age and older;

Children: younger than 5 years old (In particular less than 2 years);
Persons with the following underlying conditions at any age:

- Chronic Broncho"pulmonary disease (Including asthma),

- Chronic cardiovascular disease (except hypertension)

- Chronic neurologic disorder (Cerebral palsy, stroke, multiple sclerosis, muscular
dystrophy, etc)

- Immune suppressed patients - Hematological disorder




- Chronic liver or renal failure (GFR <30 ml/min)
- Metabolic disorder (specially Diabetes mellitus),
- Morbid obesity

3.4.1.5 Referral of patients from primary heal th care level to higher centers

The following group of patients (also defined in section 3.2 and 3.3) with signs of either
severe or progressive illness should be referred to higher health centers without any delay
for appropriate management:

Presence of prolonged fever > 38 0 C/ > 1004 o F

Dyspnoea or difficult breathing;

Alteration of vital sign: Arterial hypotension, respiratory frequency increased,
cardiac

frequency increased, efc;

Altered level of consciousness;

Altered mental status: drowsiness, or difficult to awaken; recurring or persistent
convulsions (seizures), confusion, severe weakness or paralysis.

Evidence of severe dehydration and other signs of imminent shock;

Patient that return for a second consultation with persisting and recurrent fever
for

3days even when under treatment with analgesics or antipyretics;

Patient from geographically remote area

Patients with social, personal or familial circumstances for whom the illness
implies a high risk for them (example: patients who can not take care of themselves);
and

Causing other clinical concern to the clinician or to the specialist doctor

3.4.1.6 Special considerations for pregnant wom en and children

Pregnant women with pandemic A/H1N1, 2009 virus infection would be expected to
present with typical acute respiratory influenza'like illness (e.g., cough, sore throat,
rhinorrhea) and fever. Other symptoms can include body aches, headache, fatigue,
vomiting and diarrhoea. Many pregnant women will go on to have a typical course
of uncomplicated influenza. However, for some pregnant women, illness might
progress rapidly, and might be complicated by secondary bacterial infections
including pneumonia. Fetal distress associated with severe maternal illness can occur.

Pregnant women with influenza'like illnesses should receive empiric antiviral
treatment.

Because of its systemic activity, the drug of choice for treatment of pregnant women
is oseltamivir. Recommended dose and duration of treatment is 75 mg two times daily for
five

days. Treatment should not be delayed while waiting for the results of viral testing. As
is recommended for other persons who are treated, antiviral treatment should be
initiated as soon as possible after the onset of influenza symptoms, with benefits
expected to be greatest if started within 48 hours of onset, based on data from

studies of seasonal influenza.
*Zanamivir may be considered when oseltamivir is not available or in areas with proven evidence of resistance of
pandemic (H1N1) 2009 virus infection to oseltamivir.




Aspirin or aspirin“containing products (e.g. bismuth subsalicylate - Pepto Bismol) should
not be administered to any confirmed or suspected ill case of pandemic
A/HIN12009 virus infection aged 18 years old and younger due to the risk of Reye
syndrome. For relief of fever, other anti"pyretic medications such as acetaminophen
or non" steroidal anti"inflammatory drugs are recommended.

3.4.1.7 Treatment Flow Chart for primary level health care facilities

The algorithm shown in annex"2 is intended to guide the primary level health care
workers in exercising their clinical discretion for management of patients with suspected,
probable or confirmed pandemic A/H1N1, 2009 influenza virus infection.

3.4.2. Atsecondary or tertiary level

At the secondary or tertiary level care, the clinical management protocol for patients with
pandemic A/H1IN1, 2009 virus infection will start with a detailed clinical assessment of
patients for suspected influenza like symptoms. The algorithm (flow chart) shown in
section 4.2.8 should be used in combination with the detailed procedures set out
below for management of patients with suspected influenza caused by the pandemic
A/HIN1, 2009 virus infection at the secondary or tertiary health care level.

3.4.2.1 Assessment of cases

All suspected patients with ILI whenever they present themselves either directly to the
secondary or tertiary level health care facilities or referred from the primary level health
care facilities need to be triaged through detailed clinical assessment in order to
select those patients who meet the criteria for hospitalization. The triage area should
be pre" defined before and while triaging patients, appropriate infection control
measures and procedures should be followed by the health care workers.

Following clinical assessment of cases, decisions to hospitalize those patients with suspected ILI
symptoms will be taken whenever the following clinical criteria (as detailed out in the
box"3 below), is met.




Box 3 Criteria for hospitalization of patients

Signs of severe illness or signs of rapid progression of illness, such as

Presence of fever > 38 0 C /> 100.4 O associated with
Dyspnoea or difficult breathing

Hypoxia as indicated by pulse oximetry, if available( Oxygen saturation 92%
despite full oxygen saturation)

Alteration of vital sign : Arterial hypotension (Systolic blood pressure <90 mm HG
and diastolic blood pressure < 60 mm Hg); Respiratory frequency increased
(over 30 breaths per minute); Cardiac frequency increased (Heart rate > 120
bpm);

Altered level of consciousness: New confusion, striking agitation or seizures;

Severe Dehydration (Loss of more than 10 of body weight as evidenced by
absent or low peripheral pulse, poor skin turgor, undetectable blood pressure and
sunken eyes)

Abnormal chest"x ray (Chest Xx'"ray showing pulmonary infiltrates)

Patient that return for a second consultation with recurrent or persistent fever (
fever not subsiding beyond 3 days despite under treatment with analgesics)

Patient from geographically remote area

Patients with social, personal or familial circumstances for whom the illness
implies a high risk for them (example: patients who can not take care of themselves)

3.4.2.2 General treatment consideration for ho spitalized patients
The following general treatment guidelines should be followed for all hospitalized patients
with either suspected, probable or laboratory confirmed pandemic A/HINZ1, 2009 influenza
virus infection:
Antiviral Treatment using oseltamivir is recommended for all hospitalized
patients with confirmed, probable or suspected pandemic A/HIN1, 2009 virus
infection;

Antiviral treatment using oseltamivir should be initiated empirically when

the

decision is made to treat patients in the hospitals who have illnesses that
are

clinically compatible with influenza. Treatment should not await laboratory
confirmation;

Antiviral treatment using oseltamivir should be initiated as early as
possible because studies show that treatment initiated early (i.e., within 48
hours of illness onset) is more likely to provide benefit.

Clinical judgment is an important factor in antiviral treatment decisions
for all patients presenting for medical care who have illnesses consistent with
influenza.




3.4.2.3 Treatment protocol for antiviral treatm ent in hospitals using oseltamivir
The following dose regimen (shown in table"l) should be followed for antiviral treatment
using oseltamivir for all hospitalized patients

Table 1: Dosage recommendations for antiviral treatment using oseltamivir

Agent Age Groups (Yrs)
Duratio | 1-4 5-9 10-12 13-64 >65
n
Oseltamivir
Sdays | weight-adjusted dosesc: 75 mg twice 75 mg twice
- 30 mg twice daily for 15 kg daily daily
- 45 mg twice daily for >15 to 23 kg
- 60 mg twice daily for >23 to 40 kg
- 75 mg twice daily for >40 kg
Zanamivir | 5days Not licensed for use 10 mg 10 mg 10mg 10 mg
(2 inhalations) (2 (2 inhalations) | (2
twice daily inhalations) | twice daily inhalations)
twice daily twice daily

Reduction in dose of oseltamivir is recommended for persons with creatinine clearance <30 ml/min.

Note: In situations where oseltamivir is not available or not possible to use, or if the virus is resistant to
oseltamivir but known or likely to be susceptible to zanamivir, treatment with zanamivir should be considered
instead of oseltamivir.

3.4.2.4 Use of antibiotics, corticosteroids and other supporting treatment for
hospitalized patients

In addition to antiviral treatment using oseltamivir, the following supportive treatment
should be considered for all hospitalized patients whenever warranted:

i) Symptomatic and supportive measures
" Supportive cares (antipyretics like acetaminophen for fever, adequate rehydration
for correcting dehydration, etc) are sufficient in the majority of patients.

i) Oxygen Therapy

" At presentation and routinely during subsequent care in hospitalized patients,
oxygen saturation should be monitored by pulse oximetry whenever possible.
Supplemental oxygen should be provided to correct hypoxemia depending on the
severity (nasal cannula, facemask, facemask with reservoir, intubation and assisted
ventilation).

iii) Use of Corticosteroids
" Corticosteroids should not be routinely used.

iv) Use of Antibiotics
" Antibiotic chemoprophylaxis should not be used. When secondary bacterial
pneumonia is suspected, treatment with antibiotics should follow recommendations
from national guidelines for community"acquired pneumonia;

" The results of microbiological studies, wherever possible, should be used to




guide antibiotic usage for suspected bacterial co"infection

pandemic A/HIN1, 2009 virus infection.

in patients with

3.4.2.5 General laboratory investigations for h  ospitalized patients

If facilities are available, the following laboratory investigations could be considered
with aview to monitoring the clinical condition of the hospitalized patients:

For hospitalized For patients admitted at the

patients

Intensive Care Unit

Laboratory Test
Full blood count (CBC)
Serum electrolytes
Hepatic function (AST, ALT)
Renal function (BUN,
Ceatinine)
CPK
LDK
Glucose
" Urinalysis
" Microbiological studies of respiratory
secretions (*) and blood cultures if
suspected bacterial infection
" Arterial blood gases
" Pulse oximetry
" Chest x'ray (at admission and to follow
up,
as per health care facility protocols)
Other investigations, according to
established protocols of the health care
facility, such as erythrocyte sedimentation
rate, C'reactive protein (CRP), and ECG

In  addition to the
investigations:
Coagulation profile
Procalcitonin (if available)
Serial arterial blood gases
Serial chest X'ray
Serial electrocardiogram

hospitalization

3.4.2.6 Special treatment considerations for pregha
reports of adverse pregnancy outcomes and maternal

Case

nt women and children
deaths have been

associated with severe illness due to ILI.

Ideally, pregnant women who have suspected pandemic A/HLIN12009 virus infection
should be tested for influenza. However, treatment should not be delayed pending
results of testing and treatment should not be withheld in the absence of testing. Clinicians
should be aware of circulation of pandemic A/H1N12009 influenza virus in their area and not
wait for test results to initiate influenza treatment in women who have symptoms
consistent with influenza illness

When considering antiviral treatment, pregnancy should not be considered as
contraindication to oseltamivir use. The pregnant women should receive the same
dose regimen as adults for antiviral treatment. Because of its systematic activity,
oseltamivir is preferred for treatment of pregnant women.

Children younger than 1 year of age are at higher risk for influenza'related
complications and have a higher rate of hospitalization compared to older children.




Oseltamivir is not approved for use in children younger than 1 year of age. However, since
infants experience high rates of morbidity and mortality from influenza, infants with
pandemic (HIN1) 2009 influenza virus infections may benefit from treatment using
oseltamivir. The following dose regimen (shown in table"2) should be followed when
considering antiviral treatment for children less than 1 year of age using oseltamivir:

Table 2. Dose recommendations for antiviral treatment of children younger than 1 year using oseltamivir

Age Recommended treatment dose for 5 days
Younger than 3 months 12 mg twice daily
3"5 months 20 mg twice daily
6"11 months 25 mg twice daily

Salicylates (such as asprin and aspirin“containing products) should not be
used in children and young adults (<18 years) because of the risk of Reye's
Syndrome.

3.4.2.7 Hospital discharge criteria for patient s with either confirmed, probable
or suspected pandemic A/H1N1, 2009 influenza vi rus infection

When the following discharge criteria (shown in box"4) are met as a proof of
showing improvement of patient's clinical condition and signs of responding to antiviral
treatment, the hospitalized patient can be discharged.

Box 4: Discharge criteria for hospitalized patien ts

Patient showing clinical signs of improvement and proof of responding to antiviral
treatment as evidenced by the followings:

Patient becomes afebrile;

Absence of dyspnoea;

Satisfactory oral fluid tolerance;

No signs of dehydration;

Respiratory rate 30 bpm;

Oxygen saturation 92%

Underlying chronic health conditions not exacerbated in patients
inhigh"risk group for complication.

Patients should be discharged after receiving the full five day course of oseltamivir or
24 hours after becoming afebrile, whichever is earlier.

3.4.2.8 Criteria for admission in the Intensiv. e Care Unit

When the patient’s clinical condition do not show any signs of improvement or remain non"
responsive to antiviral treatment as shown below (In box"5), the specialists doctors should
be consulted for admission of the patients at the ICU

Box 5: Admission criteria for consideration of p  atients’ admission at the ICU

Patient showing no signs of improvement and remain non'responsive to antiviral treatment
using oseltamivir as evidenced by the followings:




* Signs of progressive infiltrates on chest x'ray

« Persistent hypoxia ( SpO2 < 92%) or respiratory exhaustion despite
maximum oxygen saturation;

e Progressive hypercapnoea;

* Presence of compromised haemodynamics;

* Signs of sepsis and imminent shock

3.4.2.9 Antiviral Treatment using oseltamivir f  or patients admitted at the Intensive
Care Unit

A higher dose regimen of Oseltamivir (150 mg twice daily for upto 10 days) may
be considered in adult patients admitted in the Intensive Care Units, although there
is no clinical trial evidence to show benefit.

A higher dose regimen (double the normal dose regimen) may be considered in
severely ill children as well. However particularly for children aged less than 1 year
there is a lack of data on safety and dosing for treatment and chemoprophylaxis;
therefore infants needs to be monitored for adverse events when oseltamivir is used.

3.4.2.10 Treatment flow chart for secondary or  tertiary level health care facilities

The algorithm presented in annex"3 is intended as guidance to the clinicians at the
secondary or tertiary level health care facilities in exercising their clinical discretion
and judgement for treatment of patients with either suspected, probable or confirmed
pandemic A/H1N1, 2009 influenza virus infection.

Patients admitted at the ICU and also in patients with severe or progressive illness not responding
to normal antiviral treatment regimen, higher doses of oseltamivir and longer duration of treatment
may be appropriate, although there is no clinical trial evidence to show benefit. An adult dose of
150 mg bd for upto 10 days is being used in some situations.

3.5 Chemoprophylaxis

Antiviral chemoprophylaxis for patients with suspected influenza'like illness caused by
pandemic A/HIN1, 2009 virus infection should be considered when benefits of
providing short'term protection from illness and possibly infection are high. The
following recommendations will act as guidance to clinicians in prioritizing use of antiviral
medications for chemoprophylaxis as well as help them in exercising their clinical judgement for
antiviral chemoprophylaxis.

3.5.1 General recommendations for chemoprophyla  xis

The following general recommendations for chemoprophylaxis are targeted for health
care settings only:

Antiviral agents should not be used for post'exposure chemoprophylaxis in
healthy children or adults;

Post"exposure antiviral chemotprophylaxis with oseltamivirs can be
considered for the following group of people:

- Persons who are at higher risk for complications of influenza and are a close




contact of a person with confirmed, probable, or suspected pandemic A/H1IN1
2009 virus infection during that person’s infectious period.

- Persons who can not take care of themselves and are exposed to a person with
confirmed, probable, or suspected pandemic A/H1N1,2009 virus infection during
that person’s infectious period.

- Health care personnel who have had a recognized, unprotected close contact
exposure to a person with confirmed, probable, or suspected pandemic A (H1N1)
2009 during that person’s infectious period.

Chemoprophylaxis is not indicated when contact occurred before or
after, but not during, the ill person’s infectious period as defined above.

Chemoprophylaxis generally is not recommended if more than 48
hours have elapsed since the last contact with an infectious person.

Patients receiving chemoprophylaxis should be encouraged to
seek

medical evaluation as soon as they develop a febrile illness or
other acute respiratory symptoms that might indicate influenza.

Note: |n situations where oseltamivir is not available or not possible to use, or if the virus is resistant to
oseltamivir but known or likely to be susceptible to zanamivir, chemoprophylaxis with zanamivir should

be considered instead of oseltamivir.
Duration of post"exposure chemoprophylaxis is 10 days after the
last known exposure to pandemic A/HIN1, 2009 virus infection.

3.5.2 Specific recommendations for use of Ose Itamivir as chemoprophylaxis

When considering antiviral chemoprophylaxis with oseltamivir, the following
dose regimen (table"3) should be followed for 10 days:

Table 3: Antiviral dosage recommendations for chemoprophylaxis of pandemic (H1N1)2009 virus infection with
oseltamivir

Group Recommended prophylaxis dose (For 10
days)

Adults 75"mg capsule once per day for 10 days

Children 12 months 15 kg or less 30 mg once per day for 10 days

16 23 kg 45 mg once per day for 10 days

24 40 kg 60 mg once per day for 10 days

>40 kg 75 mg once per day for 10 days

3.5.3 Use of antiviral chemoprophylaxis of a ntivirals in specific groups

(pregnant women and children younger than 1 ye  ar)

When considering antiviral chemoprophylaxis, pregnancy should not be considered as
contraindication to oseltamivir use. The pregnant women should receive the same dose
regimen as adults for antiviral chemoprophylaxis. Oseltamivir can be used although the
drug of choice for chemoprophylaxis is not clear, In some situations, however, Zanamivir




may be preferable because of its limited systemic absorption. However, the clinical
judgement would be the key to decide on the use of Zanamivir since respiratory
complications associated with Zanamivir (because of its inhaled route of administration)
may weigh against its use specially in pregnant women at risk for respiratory problems.

Because infants experience high rates of morbidity and mortality from influenza, infants
with pandemic (H1N1) 2009 virus infections may benefit from antiviral chemoprophylaxis
using oseltamivir. However particularly for children aged less than 1 year there is a lack
of data on safety and dosing for treatment and chemoprophylaxis; therefore monitor
infants for adverse events when oseltamivir is used.

The following dose regimen (Table 4) may be used for chemoprophylaxis of children
younger than 1 year using oseltamivir:

Table 4: Antiviral dosage recommendations for chemoprophylaxis of Children less than 1 year of age using
oseltamivir

Age Recommended prophylaxis dose (For 10 days)
Younger than 3 months Not recommended unless situation judged critical
3 5 months 20 mg once daily for 10 days

6 11 months 25 mg once daily for 10 days

Note: In case of Zanamivir, two 5-mg inhalations (10 mg total) once per day for 10 days may be considered while
for children (age years or older), two 5-mg inhalations (10 mg total ) once per day for 10 days may be considered.

%




Section 4

Collection and Transportation of Samples for
Laboratory Tests




Collection and Transportation of Samples for Labora tory Tests

4.1 Introduction:

Level of knowledge of health personnel about the above (Art of collection of specimen) using
bio-safety measures, which specimen to be taken and where to be sent and how the sample
is packed) is an important subject and needs to be verified.

These items are important for a public health laboratory in the vicinity of the outbreak areas
so that without wasting time in the transportation of samples to other cities the same may be
done initially at the nearest lab (if expertise has been transferred to that lab) in the province
for confirming the disease and to stat the relevant treatment in time.

Respiratory virus diagnosis depends on the collection of high-quality specimens, their rapid
transport to the laboratory and appropriate storage before laboratory testing.

Virus is best detected in specimens containing infected cells and secretions. Specimens for
the direct detection of viral antigens or nucleic acids and virus isolation in cell cultures should
be taken preferably during the first 3 days after onset of clinical symptoms (fever, myalgia,
cough, sore throat and headache).

The Laboratory Technician of Provincial Rapid Response Teams would be responsible for
clinical sample collection, storage and transportation.

Laboratory Technician would be responsible to carry-out the following procedures
accordingly.

4.2 Type of specimens
A variety of specimens are suitable for the diagnosis of virus infections of the upper
respiratory tract: throat swab, nasal swab, nasopharyngeal aspirate and nasal wash.
Specimens for the laboratory diagnosis of avian influenza A should be collected in the
following order of priority:

(i) Throat swab

(i) Nasal swab

(i) Acute serum

(iv) Convalescent serum.

Specimens in viral transport medium for viral isolation should be kept at 4 C and transported
to the laboratory promptly. In the field the specimens should be transported to the laboratory
within 24 hours after collected, during this period they may be kept at 4 . Sera may be
stored at 4 C for approximately one week, but ther eafter should be frozen at —20<C.

Specimens should be collected and transported in a suitable transport medium on ice or in
liquid nitrogen. Standard precautions should always be followed, and barrier protections
applied whenever samples are obtained from patients. Specimens for influenza should not be
stored or shipped in dry ice (solid carbon dioxide) unless they are sealed in glass or sealed,
taped and double plastic-bagged. Carbon dioxide can rapidly inactivate influenza viruses if it
gains access to the specimens through shrinkage of tubes during freezing.




Standard precautions (hand hygiene, particulate respirator, gloves, gown, goggle, apron and
boots) should always be used, and barrier protections applied whenever samples are

obtained from patients.

MATERIALS SUPPLIED

1.
2.

Polyester fibre-tipped applicator
Bijou vials containing Viral Transport Medium (VTM)

STORAGE

VTM must be stored at -20° C prior to use

DIAGNOSTIC SPECIMEN
(THROAT SWAB)

e

Wear gloves/Masks while collecting/handling specimens.
Use tongue depressor.

Swab both tonsils and the posterior pharynx vigorously.

Put the tip of the swab into plastic vial containing 2—3 ml of
VTM and break off the applicator stick.

Refrigerate Specimens immediately after collection.

Put the Investigation forms, wrapped separately from
specimens.

STORAGE AND
TRANSPORTATION OF
CLINICAL SPECIMENS

Wrap Specimens by absorbable material such as cotton
and place it in leak-proof specimen bag.

Seal this bag in another bag or container to further isolate
and prevent breakage.

Transport specimen to the diagnostic laboratory, place
specimen in a specimen container with ice packs to keep
the temperature 4°C.

*Personnel who transport specimens should be trained in
safe handling practices and decontamination procedu res.

DESPATCH

1.

2.

When samples have been collected, the local Polio
Surveillance Officer would call the specified courier for
dispatch of samples/things.

While handling over the cold box to courier, instructions
about transportation/care should be conveyed.

FOLOW UP

Keep the clinical record of patient with yourself and maintain a
register of all concerned personals who have been involved in
sample collection/handling practices.




Serum Sample (acute and Convalescent Phase)

MATERIALS 1. Blood collection tube
SUPPLIED 2.  Blood collecting syringe
3.  Personal protection equipment
1. Wear gloves/Masks while collecting/handling specimens.
2. Collect 2.5 ml of whole blood in syringe
DIAGNOSTIC 3. Transfer blood to normal blood collection tube
SPECIMEN (SERUM . :
SAMPLE) 4. Allow 10-15 minutes time for blood to clot and serum to separate
5. After separation store blood on wet ice (2.40C)
6. Fill in lab investigation forms
7. Worap each serum sample separately
1. Wrap Specimens by absorbable material such as cotton and place it
in leak-proof specimen bag.
STORAGE AND ) . . ,
TRANSPORTATION 2. Seal this bag in another bag or container to further isolate and
prevent breakage.
OF CLINICAL . : , . ,
3. Transport specimen to the diagnostic laboratory, place specimen in a
SPECIMENS ) , o 0
specimen container with ice packs to keep the temperature 4" C.
*Personnel who transport specimens should be trained in safe
handling practices and decontamination procedures.
1. When samples have been collected, the local Polio Surveillance
DESPATCH Officer would call the specified courier for despatch of
samples/things.
2. While handling over the cold box to courier, instructions about
transportation/care should be conveyed.
Keep the clinical record of patient with yourself and maintain a register of
FOLLOW UP all concerned personals who have been involved in sample

collection/handling practices.




Sample taking procedure Naso-pharyngeal Swab

Sample being taken from a suspected patient




Material for sampling

Sample Transportation Carrier
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Reducing Transmission of Pandemic in School Setting

Transmission of epidemic seasonal influenza in school settings is well documented and can
be explosive and fast moving, affecting a sizeable proportion of students and staff. Infection
within schools is of considerable concern to parents as well as decision makers. A variety of
options for reducing infection within schools are available and discussed in this document.
This document outlines a framework for national and local health and school authorities to
consider when developing pandemic planning and decision-making guidance to reduce
school-associated pandemic A/H1N1, 2009 infections. The framework is applicable to all
levels of education ranging from primary to secondary school levels. It is not applicable to
infant or other child-care settings or boarding/dormitory settings. Many of the measures
herein are generally advised for all settings such as hand hygiene and respiratory etiquette.

5.1 Planning in advance

Reducing transmission of pandemic A/H1N1,2009 influenza in school settings requires the
engagement and commitment of school community members (e.g. principals, teachers,
students, school staff and parents) and public health authorities at local and national levels.
Information and lessons identified from countries’ initial experiences with pandemic
A/H1N1can be helpful in revising earlier plans.

Effective lines of communication and education between students, parents and staff are
essential. All need information about the risks and consequences of pandemic influenza and
how application of measures described in this framework can help to reduce infection in
schools.

Planning should include measures to mitigate the secondary impacts of school closures2 or
class suspensions3 on the community. For example:

* Promoting coordination among adjacent school districts to maintain trust and avoid

fear

among the public

* Minimizing disruption of education through alternative strategies

» Continuing access to school-based social programmes, such as meal distribution

 Continuing payment to staff in the educational system

« Encouraging flexible working conditions when the dependants of workers are ill

* Maintaining essential services if workers have to stay home to care for dependants.
5.2 Implementing measures to reduce transmission
5.2.1. Staying away from school whenill
WHO has previously advised that persons who feel unwell (i.e. have a high fever, cough or
sore throat) should stay at home and keep away from work, school or crowds until symptoms
resolve.4,5 This is one of the most important measures to reduce transmission of pandemic
influenza in school settings and applies to students, teachers and other staff. Active screen-
ing or monitoring of students and staff for influenza illness is not necessarily needed.
However, the success of this measure is linked to parents, teachers and other staff having
adequate knowledge of the signs and symptoms of pandemic influenza.

Il persons and their caregivers should be aware of basic homecare measures, as well as the
warning signs for severe influenza, and when to seek medical care.




5.2.2 Promoting hand hygiene and respiratory etique  tte

Promoting correct and consistent hand hygiene and respiratory etiquette in school settings
requires information and training that must reach a range of age groups and varying reading
and educational levels. In addition, supplies to facilitate good hand hygiene and respiratory
etiquette (e.g. tissues, waste bins, soap and water, alcohol hand rubs) must be available.

5.2.3. Isolating students and staff who become ill while at school

During a pandemic, schools should plan for the likelihood of persons becoming ill with fever
and other typical symptoms of influenza during school hours. Il students and staff should be
moved as quickly as possible to a separate room and provided with a medical mask while
arrangements are made for them to return home or seek medical care. The room should be
equipped with the necessary supplies to facilitate hand hygiene and respiratory etiquette. In
addition, school staff attending ill persons can wear a mask, then dispose of it immediately
after contact and cleanse hands thoroughly afterwards.

5.2.4. Proper cleaning and ventilation

Surfaces or objects that are shared by students and staff should be cleaned regularly with
soap and water or routine household cleaning products or disinfectants. To improve natural
ventilation in classes and other areas, keep windows open when possible to improve air flow;
this is especially important in rooms where ill persons are being isolated.

5.2.5. Reducing crowding

In general, WHO advises persons to reduce the time spent in crowded settings, if possible.
Implementing this in a school setting poses special challenges. However, if pandemic
influenza is circulating in the wider community, schools may wish to consider minimizing
situations in which large numbers of students are gathered in a confined space (e.g.
assembly hall or eating area), especially if the space is poorly ventilated. It may be possible
to organize more frequent gatherings (e.g. increase the number of communal lunch periods)
comprised of fewer individuals.

5.2.6. Disseminating relevant public health message s

Reducing fear and panic and empowering students, parents and staff to make informed deci-
sions heavily depend on providing adequate, timely and clear messages which are updated
and reinforced regularly. Schools should collaborate with national/local health authorities and
follow their guidance on which key messages to deliver and try to ensure the messages reach
and are acceptable to the target audiences.

5.2.7. Guaranteeing essential services and supplies

Even in a moderate pandemic, some essential services may be interrupted mainly due to
absenteeism of staff. Schools should make their own business continuity plans and align
them to those of their essential suppliers and other stakeholders.
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Use of Personal Protective Equipment (PPE) in Healt h Care Settings

6.1 Introduction:
Influenza is a well-recognized nosocomial pathogen. Current recommendations are based on
efforts to reduce transmission to health care workers.

Available evidence suggests that transmission of human influenza viruses occurs through
multiple routes including large droplets, direct and indirect contact, and droplet nuclei.
Observational studies conducted in health care facilities suggest that droplet transmission is
the major mode of transmission in that setting. Based on this evidence the following
precautions are recommended as the minimum precautions to be used in all health care
facilities when providing care for patients with acute respiratory illness regardless of whether
A/H1N1linfection is suspected. The most critical elements of these precautions include
personal protective Equipment (PPE) for the face (eyes, nose, and mouth) and hand hygiene.

Hand Hygiene
Perform Hand Hygiene after touching blood, body fluids, secretions, excretions, and

contaminated items, whether or not gloves are worn. Wash hands immediately after gloves
are removed, between patient contacts, and when otherwise indicated to avoid transfer of
microorganisms to other patients or environments. It may be necessary to wash hands
between tasks and procedures on the same patient to prevent cross-contamination of
different body sites.

Gloves

Wear gloves (clean, nonsterile gloves are adequate) when touching blood, body fluids,
secretions, excretions, and contaminated items. Put on clean gloves just before touching
mucous membranes and broken skin. Change gloves between tasks and procedures on the
same patient after contact with material that may contain a high concentration of
microorganisms. Remove gloves promptly after use, before touching uncontaminated items
and environmental surfaces, and before going to another patient, and wash hands
immediately to avoid transfer of microorganisms to other patients or environments.

Mask, Eye Protection, Face Shield

Wear a mask (common surgical masks may be used) and eye protection or a face shield to
protect mucous membranes of the eyes, nose, and mouth during procedures and patient-care
activities that are likely to generate splashes or sprays of blood, body fluids, secretions, and
excretions.

Gown

Wear a gown (a clean, nonsterile gown is adequate) to protect skin and to prevent soiling of
clothing during procedures and patient-care activities that are likely to generate splashes or
sprays of blood, body fluids, secretions, or excretions. Select a gown that is appropriate for
the activity and amount of fluid likely to be encountered. Remove a soiled gown as promptly
as possible and wash hands to avoid transfer of microorganisms to other patients or
environments.

Foot protection

Although not typically referenced as an element of standard precautions, adequate foot
protection is an important element of HCW protection. Health care facilities should ensure




that all HCWs wear appropriate footwear (i.e., fluid-resistant shoes that cover all parts of the
feet) while working in the health care facility (no sandals).

When you are selecting Personnel Protective Equipment (PPE), consider three key things.

(i) The type of exposure anticipated.
This is determined by the type of anticipated exposure, such as touch, splashes or
sprays, or large volumes of blood or body fluids that might penetrate the clothing.
PPE selection, in particular the combination of PPE, also is determined by the
category of isolation precautions a patient is on.

(i) The durability and appropriateness of the PPE for the task.
This will affect, for example, whether a gown or apron is selected for PPE, or, if a
gown is selected, whether it needs to be fluid resistant, fluid proof, or neither.

(iif) The size of PPE available
PPE must fit the individual user, and it is up to the employer to ensure that all PPE
are available in sizes appropriate for the workforce that must be protected.

The following are guidelines for use of PPE where supplies may be limited:

6.2 Respiratory protection

If HIN1-infected patients are cohorted in a common area or in several rooms on a nursing
unit, and multiple patients will be visited over a short time, it may be practical to wear one
particulate respirator for the duration of the activity.

6.3 Surgical and procedure masks
If a particulate respirator is not available, a tightly fitting surgical or procedure mask should be
worn.

Wear masks once and then discard.

Change masks when they become moist.

Do not leave masks dangling around the neck.

After touching or discarding a used mask, perform hand hygiene.

6.4 Gloves

If supplies of gloves are limited, reserve gloves for situations where there is a likelihood of
contact with blood or body fluids, including during aerosol-generating procedures. Use other
barriers (e.g., disposable paper towels, paper napkins) when there is no direct contact with
patient’s respiratory secretions (e.g., to touch equipment linked to the patient). Scrupulous
hand hygiene is critical in this situation.

6.5 Gowns

If supplies of gowns are limited, gown use should be prioritized for aerosol-generating
procedures and for activities that involve holding the patient close (e.g., in paediatric
settings), or when other extensive body surface-to-body surface contact is anticipated. If
there is a shortage of gowns, gowns may also be worn in the care of more than one patient in
a cohort area if there is no direct contact between the gown and the patients.

6.6 Eye protection

Reusable eye protective equipment poses a potential risk for cross-infection. Any such items
must be cleaned and disinfected after each use when leaving an isolation room/area, using
agents effective against influenza and preferably using agents recommended by the
manufacturer. Cleaning must precede disinfection. Hand hygiene must be performed after
disposal or cleaning of eye protective equipment.




How to use PPE correctly

If possible, have an observer monitor placement and removal of PPE.
Entering the isolation room/area

(i) Collect all equipment needed.

(i) Perform hand hygiene with an alcohol-based hand rub (preferably) or soap and
water.

(i) Put on PPE i.e fluid-resistant gown, disposable surgical mask, put on hair cover (if
used, e.g. during an aerosol generating procedure), put on face shield or goggles, put
on gloves (make sure gloves cover cuff of gown sleeves)
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Vaccine For the H1IN1, 2009 Infection

7.1 Decisions about vaccination of Hujjaj  taken in “Special Meeting of National Task
Force (NTF)on Communicable Diseases” (August 12, 2009)

Following decisions were under taken in the meeting:

7.1.1 Decision number 5.5 states that “The Ministry of Health shall undertake necessary
measures to arrange seasonal Influenza vaccine for 80,000 Hajjis under the Government
scheme.” (DDG (PH), MoH was responsible for the implementation of the decision).

7.1.2 Secondly in the Specific Recommendation for Hajj 2009 states in its

recommendation number 6.4 that "If available and licensed by the regulatory authorities, the
influenza A (H1N1) Vaccine be administered to all Hajjis, Umra visitors, and healthcare
providers and other members of the Hajj Mission 2009".

7.2.  WHO recommendations on influenza A/lH1N1vaccine s

On 7 July 2009, the Strategic Advisory Group of Experts (SAGE) on Immunization held an
extraordinary meeting in Geneva to discuss issues and make recommendations related to
vaccine for the influenza A/H1N1pandemic. SAGE reviewed the current pandemic situation,
the current status of seasonal vaccine production and potential A/H1N1vaccine production
capacity and considered potential options for vaccine use.

Three different objectives were identified that countries could adopt as part of their
pandemic vaccination strategy:

- Protect the integrity of the health care system and the country's critical infrastructure;
- Reduce morbidity and mortality;
- Reduce transmission of the pandemic virus within communities.

Countries could use a variety of vaccine deployment strategies to reach these objectives but
any strategy should reflect the country’s epidemiologic situation, resources and ability to
access vaccine, to implement vaccination campaigns in the targeted groups, and to use
other non-vaccine mitigation measures.

Although the severity of the pandemic is currently considered to be moderate with most
patients experiencing uncomplicated, self-limited illness, some groups such as pregnant
women, and persons with asthma and other chronic conditions such as morbid obesity
appear to be at increased risk for severe disease and death from infection

Since the spread of the pandemic virus is considered unstoppable, vaccine will be needed
in all countries. SAGE emphasized the importance of striving to achieve equity among
countries to access vaccines developed in response to the A/H1N1flu pandemic.

The following recommendations were provided to the WHO Director General:

All countries should immunize their health care workers as a first priority to protect the
essential health infrastructure. As insufficient vaccine will be available initially, a stepwise
approach to vaccinate particular groups may be considered. SAGE suggested the following
groups for consideration, noting that countries need to determine their order of priority




based on country-specific conditions: pregnant women; those aged >6 months with one of
several chronic medical condition, healthy young adults of 15-49 years of age; healthy
children, healthy adults of 50-64 years of age; and healthy adults of 65 years of age and
above.

Since new technologies are involved in the production of some pandemic vaccines, which
have not yet been extensively evaluated for their safety in certain population groups, it is
very important to implement post marketing surveillance of the highest possible quality. In
addition rapid sharing of the results of immunogenicity and post-marketing safety and
effectiveness studies among the international community will be essential for allowing
countries to make necessary adjustments to their vaccination policies.

In view of the anticipated limited vaccine availability at global level and the potential need to
protect against "drifted" strains of virus, SAGE recommended that promoting production and
use of vaccines such as those that are formulated with oil-in-water adjuvants and live
attenuated influenza vaccines was important.

As most of the production of the seasonal vaccine for the Northern Hemisphere 2009-2010
influenza season is almost complete, and is therefore unlikely to affect production of
pandemic vaccine, SAGE did not consider that there was a need to recommend a "switch"
from seasonal to pandemic vaccine production.

7.3. SAGE recommendation to the target priority gr ~ oup for the use of pandemic vaccine
Health professionals (1-2% of population) to protect the health care system. Specific
groups to reduce morbidity and mortality:

a. pregnant women,

b. individuals aged of >6 months with one of several chronic medical
conditions
Healthy young adults (aged >15 years and <49 years)
Healthy children.
Healthy adults aged >49 years and <65 years
Healthy adults aged >65 years

~0 Qo

CDC'’s Advisory Committee on Immunization Practices (ACIP) has recommended that certain groups
of the population receive the 2009 A/H1N1lvaccine when it first becomes available. These target
groups include pregnant women, people who live with or care for children younger than 6 months of
age, healthcare and emergency medical services personnel, persons between the ages of 6 months
and 24 years old, and people ages of 25 through 64 years of age who are at higher risk for 2009
A/H1N1because of chronic health disorders or compromised immune systems.

We do not expect that there will be a shortage of 2009 A/H1N1vaccine, but availability and demand
can be unpredictable. There is some possibility that initially the vaccine will be available in limited
guantities. In this setting, the committee recommended that the following groups receive the vaccine
before others: pregnant women, people who live with or care for children younger than 6 months of
age, health care and emergency medical services personnel with direct patient contact, children 6
months through 4 years of age, and children 5 through 18 years of age who have chronic medical
conditions.

The committee recognized the need to assess supply and demand issues at the local level. The
committee further recommended that once the demand for vaccine for these target groups has been
met at the local level, programs and providers should begin vaccinating everyone from ages 25




through 64 years. Current studies indicate the risk for infection among persons age 65 or older is
less than the risk for younger age groups. Therefore, as vaccine supply and demand for vaccine
among younger age groups is being met, programs and providers should offer vaccination to people
over the age of 65.

7.4 Delivery of HLN1 vaccines: Ongoing WHO activiti  es
Deployment guidelines
a Generic guidance document developed and being translated into all UN languages
b Regional and sub-regional workshops are ongoing to assist countries in
developing or updating national vaccine deployment plans forecasting tool and
user guide developed to assist programme managers in calculating:
volume of vaccine dose per cm3, other ancillary supplies and their value
the space to be occupied
indication of the equipment required to store and transport them.
In addition the tool provides for scenario analysis given the introduction of new
vaccine.
Assessment of AD syringe and safety box supplies for delivery of vaccine (survey of
manufacturers) ongoing
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7.5 Recommendations by the CDC (2009 H1N1 Influen za Vaccine)

7.5.1 When and how much of the 2009 H1IN1 vaccine wi Il be available?

Both the flu shot (in the arm) and nasal spray form of 2009 A/H1N1vaccines have now been
produced and licensed by the Food and Drug Administration. The federal government has purchased
a total of 250 million doses of 2009 H1N1 vaccine. 2009 A/H1N1vaccine was available starting early
October and approximately 40 million doses of licensed vaccine may be available by the end of
October. Vaccine availability, however, depends on many factors so these numbers will be frequently
updated. The first doses of live attenuated 2009 A/H1N1flu vaccine were administered on October 5,
2009. Administration of the 2009 A/H1N1flu shot will begin the week of October 12.

7.5.2 Will there be enough 2009 H1NL1 flu vaccine fo  r everyone who wants it?

It is expected that there will be enough 2009 A/H1N1flu vaccine for anyone who chooses to get
vaccinated. The US federal government has procured 250 million doses of 2009 A/H1N1flu vaccine.
This quantity of vaccine accounts for the National Institutes of Health (NIH) clinical trial data showing
that children 6 months to 9 years of age will need two doses and persons 10 and older will need one
dose. Limited amounts of 2009 A/H1N1lvaccine became available in early October, and more will
continue to become available over the upcoming weeks.

7.5.3 Will the seasonal flu vaccine also protectag  ainst the 2009 A/HIN1flu?
The seasonal flu vaccine is not expected to protect against the 2009 A/H1N1flu.

7.5.4 Can the seasonal vaccine and the 2009 H1IN1 va ccine be given at the same time?
Inactivated 2009 A/H1N1lvaccine can be administered at the same visit as any other vaccine,
including pneumococcal polysaccharide vaccine. Live 2009 A/H1N1vaccine can be administered at
the same visit as any other live or inactivated vaccine EXCEPT seasonal live attenuated influenza
vaccine.

The symptoms of influenza (flu-like illnesses) are similar to those caused by many other viruses.
Even when influenza viruses are causing large numbers of people to get sick, other viruses are also
causing illnesses. Specific testing, called “RT-PCR test,” is needed in order to tell if an illness is
caused by a specific influenza strain or by some other virus. This test is different from rapid flu tests
that doctors can do in their offices. Since most people with flu-like ilinesses will not be tested with




RT-PCR this season, the majority will not know whether they have been infected with 2009
A/H1N1flu or a different virus.

Therefore, if you were ill but do not know if you had 2009 A/H1N1linfection, you should get
vaccinated, if your doctor recommends it. So, most people recommended for 2009
A/H1N1vaccination should be vaccinated with the 2009 A/H1N1vaccine regardless of whether they
had a flu-like illness earlier in the year. If you have had 2009 H1N1 flu, as confirmed by an RT-PCR
test, you should have some immunity against 2009 A/H1N1flu and can choose not to get the 2009
H1N1 vaccine. However, vaccination of a person with some existing immunity to the 2009
A/H1IN2virus will not be harmful.

Any immunity from 2009 A/H1N1linfluenza infection or vaccination will not provide protection against
seasonal influenza. All people who want protection from seasonal flu should still get their seasonal
influenza vaccine.

7.5.5 Do those that have been previously vaccinated against the 1976 swine influenza need to
get vaccinated against the 2009 A/H1N1 influenza?

The 1976 swine flu virus and the 2009 A/H1N1virus are different enough that its unlikely a person
vaccinated in 1976 will have full protection from the 2009 A (H1N1). People vaccinated in 1976
should still be given the 2009 A/H1N1vaccine.

7.5.6 Where will the vaccine be available?

Every state is developing a vaccine delivery plan. Vaccine will be available in a combination of
settings such as vaccination clinics organized by local health departments, healthcare provider
offices, schools, and other private settings, such as pharmacies and workplaces.

7.5.7 Will this vaccine be made differently thanth e seasonal influenza vaccine?
No. This vaccine will be made using the same processes and facilities that are used to make the
currently licensed seasonal influenza vaccines.

7.5.8 Are there other ways to prevent the spread of  illness?
Take everyday actions to stay healthy.

Cover your nose and mouth with a tissue when you cough or sneeze. Throw the tissue in the trash
after you use it.

Wash your hands often with soap and water, especially after you cough or sneeze. If soap and water
are not available, use an alcohol-based hand rub.

Avoid touching your eyes, nose or mouth. Germs spread that way.

Stay home if you get sick. CDC recommends that you stay home from work or school and limit
contact with others to keep from infecting them.

7.5.9 Follow public health advice regarding school closures, avoiding crowds and other social
distancing measures. These measures will continue to be important after a 2009 A/H1N1vaccine is
available because they can prevent the spread of other viruses that cause respiratory infections.

7.5.10 Will two doses of vaccine be required?
The U.S. Food and Drug Administration (FDA) has approved the use of one dose of 2009 A/H1N1flu




vaccine for persons 10 years of age and older. This is slightly different from CDC’s recommendations
for seasonal influenza vaccination which states that children younger than 9 who are being
vaccinated against influenza for the first time need to receive two doses. Infants younger than 6
months of age are too young to get the 2009 A/H1N1land seasonal flu vaccines.

7.5.11 What will be the recommended interval betwee n the first and second dose for children

9 years of age and under?

CDC recommends that the two doses of 2009 A/H1N1vaccine be separated by 4 weeks. However, if
the second dose is separated from the first dose by at least 21 days, the second dose can be
considered valid.

7.5.12 Are natural remedies (also referredtoas“ complementary” or “alternative” medicine)
recommended to prevent the 2009 H1N1 flu virus?

The first and most important step to prevent the flu is to get vaccinated. Vaccination stimulates an
immune response using a killed or weakened virus that uses the body’s own defense mechanisms to
prevent infection. CDC's current recommendations to protect against 2009 A/H1N1virus do not
include natural remedies as a sole prevention method. If you want to use a natural remedy to reduce
symptoms, CDC recommends that you talk to your healthcare provider about options.

Alternative medicine should not be used as a replacement for proven conventional care, or to
postpone seeing a doctor about a medical problem.

%
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The surveillance information flow, influenza A/H1N1surveillance
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Annexure-V

This form is to be used to obtain important information to determine severity and clinical
characteristics of the cases infected with WHO Swine Influenza A HIN1.
Please complete the form and send it by e-mail influenza@who.int or fax: +41 22 7914878.

Countries using this form for their own data collection should feel free to add any other questions

needed to identify the patient and the person submitting the information for trace back and
information linkage as needed.

1.Submitter Information

Date of submission
Name of submitter (yyyy/mm/dd) / /

Email/Tel. number Country:

2.Case Information

National ID
Initials of Name Or equilavent
Date of birth
(yyyy/mm/dd)
Where available / / Age (years)
Sex Malegl | Femald |
3.Geographic information
Region
Townl/village (2" administrative level)
Province
Country (3 administrative level)
Latitude Longitude
(if available) (if available)
4.Current diagnosis classification
Please tick
Confirmed Probable Suspected
[ [ []
5. Laboratory test
Date of first sample positive for swine influenza (yyyy/mm/dd)

/ /

Name of laboratory sample was sent to
6 Symptoms
6.1 Date of onset of symptoms (directly related to disease)
(yyyy/mm/dd) / /
6.2Symptoms at disease onset

s k Comment
Fever >38°C

History of fever (temp not
measured)

Sore throat

Runny nose

00 Odg
00 Odz
00 Ods




Sneezing

Dry cough
Productive cough
Shortness of breath
Conjunctivitis
Diarrhoea

Nausea

Vomiting

Headache
Seizures

Altered consciousness
Muscle pain

Joint pain

Epistaxis

Other (specify)

I
I
|

7. History and Pre-existing conditions

6.3 Did the patient have any of the following vaccines or treatments prior to illness
onset?

Yes No Unknown Comment

Vaccination with seasonal influenza vaccine ] ] ]

within the last year?

Vaccination with swine influenza vaccine? ] ] ]

Vaccination with pneumococcal vaccine? ] ] []

Use of antivirals as prophylaxis in the 14 days [] ] ] Amantadine [ ]

before onset of illness? Rimantadine [ ]
Oseltamivir ]
Zanamivir ]
Other (specify)

6.4 Did the patient have any pre-existing conditions? Check one field for each
condition:

Yes No Unknown

Cancer O L] []
Diabetes O L] []
HIV/other immune OJ L] ]
deficiency

Heart disease OJ L] []
Seizure disorder OJ L] L]
Lung disease ] L] L]
Pregnancy ] months ] []
Malnutrition O] L] L]
Other (specify) L] L] L]

8. Exposure/ Possible Exposure

8.1.Exposure (contact within touching/speaking distance) in the 7 days before
onset of illness to confirmed or probable swine influenza A H1IN1 case
Yes[_] No[_] Unknown [_] ifno goto 6.2
If yes,

Yes No unk
Single exposure [] [] [] Please enter date of likely exposure




/ /
and person exposed to (unique identifier)

Multiple exposures [] [] [] Please enter dates of likely exposure
(exposure to multiple / / to / /
unlinked confirmed or and person exposed to (unique identifier)

probable cases)

/ / to / /
and person exposed to (unique identifier)

/ / to / /
and person exposed to (unique identifier)

Continuous exposure ] ] O] Please enter dates of likely first exposure
/ / to / /

and person exposed to (unique identifier)

a. Exposure in a household with a confirmed or probable swine influenza A
HIN1 case

Yes[_] No[ ] Unknown []
b. Patient provided care to swine influenza A H1N1 patient

Yes[_] No[ ] Unknown []

8.2 Patient has an occupation in health care setting
Please tick if yes

Yes No Unknown
Health care worker dealing directly with patients
(including doctors, nurses, health care studetsltth volunteers, allied health
professionals, catering staff, cleaners, ambulataf, and community health workers)  [] ] ]
Worker in laboratory dealing with influenza virusasd/or other respiratory samples L] L] ]

8.3 Travel outside of residential province in the 7 days prior to onset of symptoms?

Yes [ ] No [ | Unknown [ ] if yes specify below
Country Province/ State
Dates
Country Province/State
Dates

Follow-up guestionnaire
This form should be filled out after the patient has died or after at least 14 days after the onset of
symptoms. Data may be obtained from case interviews and/or hospital charts.

Patient ID:
Date of follow up / /




9 Final classification

Please tick
Confirmed  Probable Suspected Discarded Lost toviolip
10 [ 11 [ 12 [] 13 [] 14 []
10 Outcome
Death Recovered Hospitalized Convalescent Lostltovi up
[] Ll [] Ll Ll
11 .Disease dates (yyyy/mm/dd)
Date of first Date of initial
presentation to / / hospitalisation if relevant / /
health care _
facility
Date of death Date of discharge from / /
/ / hospital if relevant
Date of / /
resolution of
symptoms

12. Follow-up Symptoms

Symptoms ever during the course of the disease

Yes No Unk Comment
Fever >38°C ] ] ]
Duration of fever (in
days)
History of fever (temp not  [] ] ]
measured)
Sore throat ] ] ]
Runny nose ] ] ]
Sneezing ] ] ]
Dry cough ] ] ]
Productive cough ] ] ]
Shortness of breath ] ] ]
Conjunctivitis ] ] ]
Diarrhoea ] ] ]
Nausea ] ] ]
Vomiting ] ] ]
Headache ] ] ]
Seizures ] ] ]
Altered consciousness ] ] ]
Muscle pain ] ] ]
Joint pain ] ] ]
Other (specify) ] ] ]

13 Chest radiograph

- Was a chest x-ray taken? Yes[_] No[ ] Unknown []
If no or unknown go to 12

. Did chest x-ray show signs of pneumonia? Yes[_] No[_] Unknown

%



- Date of first chest x-ray showing pneumonia dd/mm/yy / /

14 Treatments provided

. Did the case receive antiviral treatment? Yes[ ] No[ ]
Unknown [_]
If yes, which drug
Treatment Date started
(dd/mml/yy) Duration (days)

Oseltamivir / /

Zanamivir / /

Amantadine

Rimantadine / /

. Were antiviral adverse events noted Yes[ | No[ ]
If yes,
moderatg ] Severg | Life threateninf | Specify type of adverse event
Did the patient require mechanical ventilation Yes[_] No[_] Unknown [_]
Did the patient receive antibiotics Yes[ | No[_| Unknown [_]
- Date started / / Duration (days)

complications observed during the course of disease Yes[_| No[_]| Unknown [_]

If yes which

16. Other observations/comment

Patient ID:

This form should be filled as early as possible.

Laboratory diagnosis of swine influenza A H1N1 viru ses

14.3 Specimen tested swine influenza A H1N1 positive at the national laboratory?

Yes[ ] No[_]

Name of National Lab:

Result:

Type of test
PCR Culture Serology Othei]
(2 different PCR targets)] (virus isolation)] (fourfold rise)[ ]  (specify):

Type of sample

Respirator | Serum/plasnial other[] (specify):




Specimen sent to WHO Reference Laboratory?[ Yeés$o |

14.4 Specimen tested swine influenza A H1N1 positive in WHO Reference

Laboratory?

Yes[ ] No[ ]

Name of WHO Reference Lab:

Result:

Type of test

PCR Culture Serology

(2 different PCR targets)| (virus isolation)] (fourfold rise)[]
Type of sample

Respirator | Serum/plasnial other[] (specify):

Othef]
(specify):




Specimen collection form (human cases)

Name of person taking the specimen

Contact details for specimen collector (phone no, e

mail address)

(s)

Date of bhirth of Given name(s) of Family name of patient
patient (dd/mm/yy) patient

Sex of patient M Nationality Ocdupation

F

Patient’s hospital/clinic number

Patient’s address (if available — or a suitable con

tact address):

House Number or Name.:......... Street NAMEe ... e e L0 P
DISHCE: vt Postal code: .........coviiieeeeen CaUNtIY: o
Place where specimens taken:
Hospital Y N Clin ic Y Home
Y N Other (specify) Y N
Address (if different from above):
Unique Type of Date of Clinical Health of patient when specimen Remarks
identifying specimen collection diagnosis collected

number

Annexure-6




