ic Health

Emergency Preparedness

The HIN1 Experience and

Implications for Future Pandemics

December 2010

Wara"/li Region

PUBLIC HEALTH

Version 2 - December 2010 i



Message from the Medical Officer of Health:

The Niagara Region Public Health Department is pleased to present the Niagara Region Public
Health Response to Pandemic H1IN1 Influenza. When faced with a pandemic, one of the
responsibilities of public health is to respond by leading organized, integrated and timely efforts.
In anticipation of this eventual and inevitable accountability, Niagara Region Public Health had
been working on a regional Influenza Pandemic Plan that would enable an effective response to
the emergency when it was required. H1IN1 arrived and the plan became more than words on
page, and swiftly set actions into motion.

As a result of NRPH’s H1N1 experience in the spring and fall of 2009, this revised version of the
plan was created with the assistance of the best teacher, experience. The lived events
authenticate this document as only reality can.

Through our governing Board of Health, and with mandates under both the Health Protection
and Promotion Act and the Ontario Public Health Standards, throughout HIN1, Public Health
was working with various organizations, at regional, provincial, and federal levels,
demonstrating the capacity of all involved to appropriately respond to this emergency and
protect the health of our community.

Locally, the HIN1 experience has strengthened relationships between government, community
agencies, health care providers, and businesses from across the region. Niagara’s response to
H1N1 has been an outstanding example of cooperation and community. Fostering these
partnerships has strengthened the working relationships among stakeholders and will assist
with future planning and response to pandemics, as well as other emergencies and health-
related issues. Together we will remain informed and be prepared, to ensure a manageable and
realistic approach to pandemic planning.

This plan is one tool to assist in this endeavour. It was developed under the leadership of
Heather Hague, Manager, Infectious Diseases Program, with input from a strong departmental
team whose first hand accounts of the HLN1 experience in Niagara validate this plan. This is a
living document that will be updated as necessary to reflect current best practices and changes
to federal and provincial pandemic plans. We are committed to further developing this
document, to allow for the most robust, comprehensive, and operational plan possible.

It may have been a different flu season, but what has remained unchanged is the ongoing
resolve of Niagara residents and community partners to make this community a healthy and
vibrant one.

Dr. Robin C. Williams, MD, DPH, FRCPC
Medical Officer of Health
Niagara Region Public Health Department
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Executive Summary

This is the second pandemic document that has been released by Niagara Region Public
Health. This version speaks specifically to Niagara’s response to the H1N1 Influenza pandemic
that occurred in 2009, and additionally, provides implications for future influenza pandemics.

On August 10, 2010, the World Health Organization (WHO) Director-General Dr Margaret Chan
announced that the H1IN1 influenza virus moved into the post-pandemic period. On that date,
some of the international, federal, provincial and local web sites were moved to different web
addresses, or in some cases, the sites were closed. Most of the links provided in this document
are active as of October 26, 2010.

On October 15, 2010, the Associate Chief Medical Officer of Health, Dr. David Williams,
circulated a memorandum which reiterated that pH1N1 guidance documents are no longer in
effect as outlined in the April 14, 2010 Important Health Notice (IHN). Health care providers
were advised to refer to Routine Practices and Additional Precautions in all Healthcare Settings
(RPAP document) from the Provincial Infectious Diseases Advisory Committee (PIDAC). This
document can be accessed at
http://www.health.gov.on.ca/english/providers/program/infectious/diseases/ic_routine.html

The following provides an overview of the structure and content of this document:
Chapter 1 Background

This chapter provides the historical context for influenza pandemics during the 20" century.
The goals and objectives of pandemic planning are provided. To assist with this document’s
development, planning assumptions were adopted, and then re-adjusted as the H1N1 influenza
epidemiology became know.

Chapter 2 pH1N1 Influenza Pandemic — Science

This chapter outlines some of the background science surrounding pandemic HLIN1 (2009)
influenza (pH1N1). Influenza virus basics, pandemic alert phases, pH1N1 epidemiology, and
responding to the science are discussed.

Chapter 3 Incident Management System

Niagara Region Public Health established a pandemic steering committee to develop the HIN1
pandemic response plan. The Steering Committee planning groups were aligned with the
Incident Management Model. This model is used whenever the Medical Officer of Health
declares a Public Health emergency. This model assists with the activation of the Public Health
Emergency Operations Centre (EOC), and ensures a co-ordinated approach to the continued
delivery of mandated public health programs for as long as possible. Roles and responsibilities
for each group in the model are provided.

Chapter 4 Surveillance

Surveillance is the ongoing and systematic collection, analysis, interpretation, and timely
dissemination of health-related information required by public health decision-makers. The
purpose is to facilitate and inform planning and action by public health authorities in order to
minimize the morbidity and mortality resulting from the HLN1 outbreak. All surveillance
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strategies utilized are addressed in this chapter. Additionally, Niagara’s H1N1 influenza
surveillance data is provided in table and figures.

Chapter 5 Public Health Measures

Public Health Measures are non-medical interventions, e.g. quarantine, which are implemented
to slow or halt the spread of a disease in order to facilitate the development of an effective
vaccine or medication and to ease the burden of illness on both the population and the health
care system. They are considered most useful in the earlier phases of a pandemic and become
less useful once community spread has taken place. After reviewing provincial, federal and
international plans, the type of public health measures utilized and the timing of their
implementation was dependent upon the epidemiology of the virus.

Chapter 6 Education

Influenza pandemic is a global health emergency and therefore public demand for information
can and was extremely high and sustained as the virus spread and was confirmed in Niagara
Region. Public education is a public health measure that existed during all phases of the
pandemic. This chapter provides information on the tools that were used to provide educational
materials as well as resources that were available.

Chapter 7 Health Services and Assessment Centres

It was anticipated that the delivery of health care services in the Niagara Region during an
influenza pandemic would be extremely challenging. Niagara is a designated under-serviced
area in terms of availability of health care practitioners. There was concern that both
community-based systems might be further stressed by employee absenteeism and the
increased volume of patients seeking care. Care of HLN1 influenza patients was focused on
community based care. Two Influenza Assessment Centres were established; one in West
Lincoln Memorial Hospital and one at St. Catharines General Hospital. These centres eased the
burden of iliness in the Urgent Care Centres and Emergency Departments.

Chapter 8 Immunization

Niagara Region Public Health (NRPH) developed and used a Mass Immunization Plan to
administer both the HIN1 and seasonal influenza vaccines in the fall of 2009. This plan can be
utilized to respond to both small and large scale immunization clinics. The HIN1 immunization
clinics provided Niagara with the opportunity to a software application called Protocol for
Electronic Clinic systems (PECS) which had been developed by Niagara Region Public Health
staff. This chapter provides a high level overview of the strategies used during the mass
immunization clinics, as well as the clinic statistics.

Chapter 9 Communications

Niagara Region Public Health (NRPH) is the lead for public health communications whenever a
community health emergency is declared. This chapter outlines communication objectives,
principles and accountabilities during an influenza pandemic. Multiple communication activities
are provided and used to ensure that information conveyed is transparent, accessible, accurate,
and real time, in order to assist residents, businesses, the health care sector, and other
community stakeholders with their pandemic response.
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Chapter 10  Human Resources

The Human Resources H1N1 Influenza Pandemic Plan is designed to meet two prime
objectives — support the HR commitment to swiftly and effectively bring under control any
emergency situation and responds to the basic principles of open, honest and timely
communication, and secondly, serves as a guide to an effective response in a crisis situation.
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CHAPTER 1 Background
1.1. INTRODUCTION

During the 20th century, the world experienced three influenza pandemics. The most deadly,
the "Spanish Flu" of 1918-19, killed 40 to 50 million people worldwide. Although no one can
predict when the next influenza pandemic will hit, public health officials have warned that a
global influenza pandemic is overdue.

Strategic and operational pandemic plans can reduce:
¢ the number of people infected (i.e., the extent of the outbreak),
e the amount of burden of iliness, the number of deaths, and
o the level of socio-economic disruption.

The Niagara Region Public Health (NRPH) is responsible for planning Niagara’s local responses
to an influenza pandemic with direction from both the provincial/territories and federal levels.
This involves liaising with local stakeholders (e.g., emergency responders, hospitals, mortuary
services) in advance of a pandemic to facilitate a coordinated response if pandemic influenza
strikes a community. It is likely that the NRPH, through existing or enhanced surveillance, may
be the first ones to detect influenza in their communities. It is essential that the lines of
communication in communities and up the line to the P/T and federal levels are clear and
established in advance of a pandemic.

NRPH has developed this operational plan to prepare them to mobilize resources quickly, and
to effectively limit the impact of an influenza pandemic. Every jurisdiction must be prepared to
respond to a novel influenza virus.

1.2. GOALS OF PANDEMIC PLANNING
The following goals are based on the Canadian Pandemic Influenza Plan (CPIP) and the

Ontario Health Plan for an Influenza Pandemic (OHPIP) 2008
(http://www.health.gov.on.ca/english/providers/program/emu/pan flu/pan flu plan.html):

1. Minimize serious illness and overall deaths through appropriate management of
Niagara’s health care system; and
2. Minimize societal disruption in Niagara as a result of an influenza pandemic.

These goals can be achieved through the coordinated and collaborative efforts of the health
stakeholders in the Niagara Region all levels of government in planning and preparation.

1.3. OBJECTIVES
The objectives for the Niagara Region Public Health Pandemic Plan are:
e To develop a plan that can be adapted for other public health communicable infectious
emergencies (e.g., outbreak of Hepatitis A);

e To develop a plan that is sufficiently flexible to account for the unknown epidemiology of
a pandemic and the needs of different stakeholders;
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To develop a plan that is consistent with federal, provincial and territorial pandemic plans
that is acceptable and applicable to stakeholders, and that clearly identifies roles and
responsibilities;

To recommend planning considerations for the appropriate prevention, care and
treatment during a pandemic;

To recommend planning considerations for appropriate communications, resource
management and preventive measures;

To provide a plan that is reviewed on an annual basis to ensure the incorporation of new
developments and to ensure consistencies with best practices; and

To provide an evaluated plan that is sufficiently clear and comprehensive to ensure
operational viability.

1.4. IMPLICATIONS AND ASSUMPTIONS

The following planning assumptions have been adopted to inform the plan, but would be
adjusted real-time in an influenza pandemic situation based on the actual epidemiology.
Although there is alignment with the planning assumptions of the federal and provincial plans,
the Niagara Region Public Health Response to H1N1 Influenza has adapted the following
general assumptions:

The Niagara Region Public Health pH1N1 influenza pandemic plan will be an “evergreen”
document — recognizing that this plan will continually be revised as the world, federal and
provincial plans and best practices are identified.

The influenza pandemic will simultaneously affect the Region of Niagara, the Province of
Ontario and other jurisdictions.

The impact of illness upon the residents of Niagara will be significant.

There will be a cumulative attack rate of 15 - 35% during the first wave.

More severe illness and mortality than the usual seasonal influenza is likely in all
population groups.

The specific pandemic epidemiology (incidence, distribution, and control of disease in the
population) will not be known until the pandemic virus emerges.

Children and otherwise healthy adults may be at greater risk because elderly adults may
have some residual immunity from exposure to a similar virus earlier in their lives if the
pandemic is caused by a recycled influenza strain.

An influenza pandemic usually spreads in two or more waves, either in the same year or
in successive years. A second wave may occur within three to nine months of the initial
outbreak wave and may cause more serious illnesses and deaths than the first. In any
locality, the length of each wave of illness is approximately eight to twelve weeks.
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CHAPTER 2 pHIN1 Influenza Pandemic - Science

In March 2009, a new strain of influenza A (H1N1) virus of swine origin emerged; the virus had
crossed the species barrier to humans and acquired the capability of human-to-human
transmission. Soon after, the World Health Organization raised the worldwide pandemic alert to
level 6 (www.who.int/en), declaring the first influenza pandemic in the past 42 years. The virus
was hamed influenza A pandemic (H1N1) 2009.

2.1. BACKGROUND

This chapter outlines some of the background science surrounding pandemic H1IN1 (2009)
influenza (pH1N1). Influenza virus basics, pandemic alert phases, pH1N1 epidemiology, and
responding to the science will be discussed. pH1N1 was a novel influenza virus. What we
know about the virus emerged during the spring and fall of 2009. Readers are encouraged to
visit the websites of the Ontario Agency for Health Protection and Promotion (OAHPP)
http://www.oahpp.ca/ , Ministry of Health and Long-term Care (MOHLTC)
http://www.health.gov.on.ca/en/ , and Public Health Agency of Canada (PHAC)
http://www.phac-aspc.gc.ca/alert-alerte/h1nl/index-eng.php to view the latest information.

Influenza virus basis
2.2. PH1IN1 VIRUS

Three main types of influenza viruses exist: A, B, and C. Of these, A and B cause respiratory
illness in humans.! Influenza A viruses are named by their hemagglutinin and neuraminidase
receptor properties. Think about buying a car. There are several brands you can choose from
(e.g., Ford, Toyota, Volkswagen) — this is similar to influenza types A or B. When you choose
the brand of car you want, there are many models to choose from — e.g., sedan, pick-up,
hatchback, etc. This is similar to the subtype (hemagglutinin and neuraminidase), which gives
us HIN1, H2N2, H5N1, etc. Influenza viruses are constantly changing by shifting and drifting.
Antigenic drift occurs when influenza viruses develop small mutations. These mutations may
allow the virus to better infect a person and be transmitted to another person. Antigenic shift
occurs when influenza viruses from different species (e.g., birds, pigs, humans) share genetic
material which allow them to change and infect a different species.

Pandemic H1IN1 (2009) influenza virus is an influenza A virus. Genetic analysis of the pH1N1
virus shows that it is a triple reassortant virus which contains swine, avian, and human gene
segments.” This new virus is sufficiently different from previous H1N1 viruses that most people,
especially those born after 1950-1957, did not have immunity.®

! Santibanez S, Fiore AE, Merlin TL, Redd S. A primer on strategies for prevention and control
of seasonal and pandemic influenza. Am J Public Health. 2009;99:5216-24.

2 Zimmer SM, Burke DS. Historical perspective — emergence of influenza A (HLN1) viruses.
New Engl J Med. 2009;361:279-85.

¥ Hancock K, Veguilla V, Lu X, Zhong W et al. Cross-reactive antibody response to the 2009
pandemic H1N1 influenza virus. New Engl J Med. 2009;Sep 10.
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Those ill with influenza typically experience a sudden onset of fever and cough, along with one
or more of sore throat, body aches and pains, and malaise. People are infectious for 1 — 2 days
before the onset of symptoms, and may be infectious for 7-10 days after the onset of illness.*

2.3. INFLUENZA PANDEMICS

A pandemic occurs when an infectious disease, such as influenza, is widespread across the
globe. Influenza pandemics have occurred three times in the last century: 1918-1919
(A/HIN1), 1957-1963 (A/H2N2), and 1968-1970 (A/H3N2).> Previous pandemics have shown
some common features, such as a shift in the predominant virus subtype, a shift from high
death rates in older populations to younger populations, successive waves of disease, higher
transmissibility (spread) between people compared to seasonal influenza, and differences in
impact in different geographic regions, such as what was seen in Mexico in 2009, compared
with Canada.>® The 2009 H1N1 pandemic appears to be less severe than some previous
pandemics, such as 1918-1919, on the basis of excess deaths.” Past experience suggests that
pandemic strains of influenza often replace previously circulating seasonal influenza strains.’
As more of the population becomes exposed to the virus or is vaccinated against the strain, they
will build up some immunity and decrease the spread between people, making this more like
seasonal influenza.

* Pandemic HIN1 (2009) lives in some people for at least eight days. Can Med Assoc J.
2009;Sep 28 (early release).

*> Miller MA, Viboud C, Balinska M, Simonsen L. The signature features of influenza pandemics
— implications for policy. New Engl J Med. 2009;360:2595-8.

® Chowell G, Bertozzi SM, Colchero MA, Lopez-Gatell H et al. Severe respiratory disease
concurrent with the circulation of HIN1 influenza. New Engl J Med. 2009;361:674-9.

"Morens DM, Taubenberger JK, Fauci AS. The persistent legacy of the 1918 influenza virus.
New Engl J Med. 2009;361:225-9.
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Figure 2-1. The Epidemiologic Triad.
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The epidemiologic triad (fig. 2-1) is a simple representation that can be used to explain the
factors involved in the spread of influenza. The agent is the influenza virus, which includes
properties such as its ability to change and adapt to better infect people. The host we are
interested in is humans. Experience to date has suggested that certain people are at higher risk
for severe complications of the virus, such as pregnant women and those with chronic medical
conditions (e.g., asthma, severe obesity, heart disease).® The environment consists of the
places where we live, work, and play. In Canada, people living in remote and isolated
communities have been at greater risk of severe disease.® The three factors of agent, host, and
environment contribute to the basic reproductive number (Ro) which is a measurement of how
easily the virus is spread between susceptible people.

2.4. PANDEMIC PHASES

The World Health Organization (WHO) has identified three pandemic periods (interpandemic,
pandemic alert and pandemic) containing six pandemic phases (fig. 2-2).!%° These phases are
used by countries in planning their prevention measures, response and recovery for pandemic
influenza. According to the WHO, in May 2009 we entered pandemic Phase 5.

® Public Health Agency of Canada. Frequently asked questions — HIN1 flu virus. 2009 Oct 2
[cited 2009 Oct 5]. Available from: http://www.phac-aspc.gc.ca/alert-alerte/h1n1/faq_rg_hlnl-eng.php

° Public Health Agency of Canada. Pandemic periods and phases. 2006 Mar 27 [accessed 2009
Oct 1]. Available from: http://www.phac-aspc.gc.ca/influenza/pi-pp-eng.php
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Figure 2-2. WHO pandemic influenza phases.™
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2.5. EPIDEMIOLOGY

In March 2009, a new strain of influenza A (H1N1) virus of swine origin emerged; the virus had
crossed the species barrier to humans and acquired the capability of human-to-human
transmission. Soon after, the World Health Organization raised the worldwide pandemic alert to
level 6 (www.who.int/en), declaring the first influenza pandemic in the past 42 years. The virus
was hamed influenza A pandemic (H1N1) 2009.

The first reports of influenza-like illness due to pH1N1 came from Mexico in April 2009. The
virus quickly spread across North America, and subsequently around the world. As of
December 2009, Canada had 8,507 people hospitalized and 416 deaths.* The national

“World Health Organization. Current WHO phase of pandemic alert. Accessed 2009 Oct 1.
Available from: http://mww.who.int/csr/disease/avian_influenza/phase/en/index.html

! Public Health Agency of Canada. Flu Watch. December 20, 2009 to January 2, 2010 (Week 51
and 52). 2009. Available from: http://www.phac-aspc.gc.ca/fluwatch/09-10/w51-52_09/index-

eng.php
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hospitalization rate was 4.4 per 100,000 with the highest rates in children less than 15 years of
age (10.5 per 100,000)."* The national mortality rate was 0.23 per 100,000 with the highest
rates in those 45 years and older (0.34 per 100,000)."*

The following groups are at higher risk of complications from pH1N1 influenza:®

e People with conditions that increase their risk of complications such as the following:

Cardiac disease

Chronic pulmonary diseases (especially asthma)

Diabetes mellitus and other metabolic diseases

Cancer

Immunodeficiency (e.g., HIV)

Immunosuppression (e.g., transplant patients)

Renal disease

Anaemia or hemoglobinopathy

Morbid obesity (BMI>40)

Conditions that compromise the management of respiratory secretions and are

associated with an increased risk of aspiration (e.g., neurologic, neuromuscular,

and cognitive disorders)

o People over age 65 (although people over 65 years of age have the lowest risk of
contracting pH1N1, they are still at highest risk of complications when they are
infected)

e Children under age 5 (the risk is greater for children under 2 years old)

e Children under 18 years of age on long-term acetylsalicylic acid therapy

¢ Pregnant women and women up to 6 weeks post partum (the risk of developing
complications from pH1NL1 is higher later in pregnancy — 2" and 3™ trimester —
and up to 6 weeks post-partum)

e Persons living in rural areas remote from hospital care (e.g., remote First nation

communities).

Epidemiologic information is constantly being updated. For the most up-to-date statistics and
information, the following resources are recommended:
e Public Health Agency of Canada
http://www.phac-aspc.gc.ca/alert-alerte/h1nl/index-eng.php
e Ontario Ministry of Health and Long-term Care
http://www.health.gov.on.ca/en/ccom/flu/default.aspx
e Ontario Agency for Health Protection and Promotion
http://www.oahpp.ca/index.php
¢ Niagara Region Public Health
http://niagararegion.ca/living/health wellness/pandemic-planning/default.aspx

The Ministry of Health and Long-Term Care document entitled “A Guide to the Control of
Respiratory Outbreaks in Long-Term Care Homes” (2004) available on-line at
http://www.health.gov.on.ca/english/providers/pub/pubhealth/ltc_respoutbreak/ltc_respoutbreak.
html.
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2.6. RESPONDING TO THE SCIENCE

Niagara Region Public Health (NRPH) has convened a task group to conduct surveillance for
pHL1N1 activity in the region (see Surveillance Chapter 4) and monitor the science relevant to
pH1IN1. Pandemic H1N1 policy is generally made at the federal (Public Health Agency of
Canada and Health Canada) and provincial (Ministry of Health and Long-term Care and Ontario
Agency for Health Protection and Promotion) levels. When no direction has been provided by
the federal or provincial governments with respect to a relevant issue, the local Medical Officers
of Health will attempt to engage the provincial government to address the issue. Should a more
timely decision need to be made, the local Medical Officers of Health will make efforts to consult
the available evidence, experts in the field, and colleagues in other jurisdictions to make interim
recommendations in the best interests of minimizing the amount of illness in the Niagara
Region.

The following sources are suggested as credible repositories of information related to pH1N1:

e World Health Organization
http://www.who.int/en/

e United States Centers for Disease Control and Prevention
http://www.cdc.gov/h1nlflu/

e Public Health Agency of Canada
http://www.phac-aspc.gc.ca/alert-alerte/h1nl/index-eng.php

¢ Ontario Ministry of Health and Long-term Care
http://www.health.gov.on.ca/en/ccom/flu/default.aspx

e Ontario Agency for Health Protection and Promotion
http://www.oahpp.ca/index.php

¢ Niagara Region Public Health
http://www.regional.niagara.on.ca/living/health wellness/pandemic-planning/Swine-

Flu.aspx
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CHAPTER 3 Incident Management System
3.1. INTRODUCTION

Appropriate planning for influenza pandemic can reduce the number of people infected, the
amount of iliness, the number of deaths and the level of socio-economic disruption. The
Niagara Region Public Health established a Pandemic Steering Committee to develop the HIN1
pandemic response plan. Figure 3-1 demonstrates how the Steering Committees planning
groups align with the Incident Management Model.

Figure 3-1 IMS Structure
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It is recognised that pandemic influenza events may reach a level which may necessitate the
declaration of a Niagara Region Public Health Department, Corporate or Regional emergency
and require activation of Niagara Region Public Health’s Emergency Operations Centre (EOC).
This permits the redeployment of additional staff to pandemic-related activities, as well as
ensuring a co-ordinated approach to the continued delivery of mandated public health programs
for as long as circumstances permit. (It should be noted, that it is not necessary to declare an
emergency in order to activate the EOC).

The HIN1 Emergency Operations Group, comprised of senior staff, convened on a daily basis
and operated utilising the Incident Management System (IMS). IMS is an international
emergency protocol adopted by Emergency Management Ontario (EMO) as the operational
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framework for Emergency Management for government and was adopted by the Ministry of
Health and Long-Term Care (MOHLTC) in 2004.

The IMS structure is comprised of an Incident Commander (Medical Officer of Health or
designate) and seven (7) IMS Committees. This structure and examples of the activities the
committees were tasked with are illustrated in Figure 3-2 below. If and when the Niagara
Region Emergency Plan is activated and the Regional Emergency Control Group (RECG) is
convened at the Regional Emergency Operations Centre (REOC), the Medical Officer of Health
(MOH) or designate reports to the REOC to represent Niagara Region Public Health.

The EOC was the repository and clearinghouse for all pandemic-related information/data and
situation reports. All information was directed to the EOC (phone/e-mail/fax) for triage and
dissemination as appropriate. Situation reports from all IMS functions and directives from
external authorities (e.g., MOHLTC) were recorded and retained in the EOC.
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Figure 3-2: HIN1 Steering Committee Alignment with the IMS Structure
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3.2. EMERGENCY OPERATIONS CENTRE ACTIVATION

The EOCwass activated by the Medical Officer of Health in response to an influenza outbreak
throughout Niagara Region. The following events triggered activation:

e Resources were needed to provide an effective response to the outbreak, due to the
severity of the outbreak, and the need for mass immunization clinics;

¢ Niagara Region Public Health needed to curtail and/or cease delivery of mandated
public health programs;

e The Ministry of Health and Long-Term Care (MOHLTC) requested that Niagara Region
Public Health move to a higher state of readiness and be prepared to release supplies of
vaccines and/or antivirals for immediate distribution;
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¢ The Medical Officer of Health declared an emergency related to the H1IN1 influenza
outbreak, and

¢ The Chief Medical Officer of Health for Ontario declared the HIN1 influenza outbreak in
Ontario.

3.3. EMERGENCY NOTIFICATION AND CALL-OUT PROCESS

Through ongoing surveillance and monitoring, the aforementioned triggers identified were
anticipated with reasonable accuracy. As the outbreak escalated in scale, the Medical Officer of
Health determined when to implement the Niagara Region Public Health HIN1 Influenza
Response Plan. At that time, the following call-out procedure was followed:

a) The Medical Officer of Health received notification from MOHLTC indicating that there is
an influenza outbreak alert;

b) The Medical Officer of Health contacted the Regional Chair, the Chair of the Public
Health and Social Services Committee and the Regional CAO to notify them of the
emergency. The Chair’s office notified members of Regional Council. The CAO’s office
notified members of the Corporate Management Team;

c) The Medical Officer of Health activated the Niagara Region Pandemic Contingency
Plan;

d) The Medical Officer of Health activated the Public Health Business Continuity Plan;

e) Members of the HLN1 Emergency Operations Group notified their staff to either remain
on standby or take specific action in response to the emergency;

f) Members of the HIN1 Emergency Operations Group reported to the Medical Officer of
Health on the status of the fan-out; and

g) The Medical Officer of Health, in consultation with the Regional Chair, decided the
Regional Control Group did not need to be convened.

3.4. SUMMARY OF KEY ROLES AND RESPONSIBILITIES
3.4.1. Incident Commander

e Oversaw and provided direction to the HIN1 Emergency Operations Group; and

e Provided updates and advice to the Regional Chair, Regional CAO and the Public
Health and Social Services Committee on Niagara Region Public Health’s response to
the H1N1 influenza outbreak.

3.4.2. Communications

¢ Communicated emerging issues to HIN1 Emergency Operations Group and as needed,
to the Regional Control Group;

Oversaw media product development;

Ensured media relations were maintained;

Monitored media;

Prepared key message for spokespeople;

Maintained oversight of website;

Reviewed H1N1 information and resources for clear language;

Acted as a conduit for distribution of materials;

Acted as a conduit and/or creator for internal stakeholder communications; and
Liaised with MOHLTC Communications Branch.
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3.4.3. Liaison

e Liaised acute care sector;

e Liaised with primary health providers;

o Networked with key stakeholders to promote coordinated planning during inter-pandemic
period and worked to resolve local concerns during pandemic period,;

¢ Reviewed and clarified implications of new directives from Ministry of Health and Long-
Term Care or Niagara Region Medical Officer of Health for health care stakeholders; and

e Communicated emerging issues from stakeholders to the HIN1 Emergency Operations
Group and if appropriate, the Regional Control Group.

3.4.4. Operations

Coordinated immunization for priority groups and the general population;

Coordinated case management activities,

Coordinated influenza outbreak management in long term care facilities;

Addressed public health issues related to the pandemic, including infection prevention

and control strategies;

e Promoted physical and psychosocial well-being of staff working under exceptional
circumstances;

e Monitored and tracked working conditions and intervened for corrective action(s) and
improvement as necessary; and

¢ Provided consultation on Occupational Health and Safety issues and guidelines.

3.4.5. Planning

e Monitored and analyzed epidemiological data, outbreak patterns and service levels in
Niagara Region Public Health; and

¢ Developed projections and recommendations for the HLIN1 Emergency Operations
Group.

3.4.6. Logistics

e Acquired and distributed resources, (e.g., equipment, furniture);

e arranged for access to additional IT resources (e.g., computers, telephones), human
resources;

e Arranged for transit and support services, based on identified and requested needs;

¢ Identified and made arrangements for access to additional space, workstations, etc., for
additional and/or redeployed staff;

¢ Arranged for additional parking at clinic sites;

e Provided signage for immunization clinics; and

e Provided security.

3.4.7. Finance

e Tracked staff hours of work, locations, new reporting structure, and facilitates payroll;

e Tracked, authorized and reported on exceptional expenses;

o Liaised with acute care facilities regarding financial management of their Influenza
Assessment Centres f clinics; and
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e Ensured practices are consistent with MOHLTC directives regarding allocation of funds,
etc.

3.5. OPERATIONS CYCLE

The operations cycle (e.g., daily) for the EOC (See Figure 3-3) was determined by the Incident
Commander, taking into account the needs, and demands and was based upon the most

effective means of achieving operational objectives. Each of the IMS committees reported
(See Figure 3-4) on the following:

1. Actions taken;
2. Issues tabled; and
3. Obijectives for the next operations cycle.

Figure 3.3. Emergency Operations Cycle

H1N1 Emergency Operations Group Cycle

Planning, Operations, Communications
and Liaison meetings
Teleconference with Acute
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Figure 3-4. IMS Committee Report Template

(Insert Name of Working Group)

Event: HIN1 IMS Date: Time:
Meeting Lead:

Progress to date/Status:

1.

2.

Outstanding Issues / Challenges / Problems:

1.

2.

Anticipated Priorities / Activities:

1.

Actions:
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3.6. CONTINUITY OF OPERATIONS
The goal of the HIN1 Emergency Operations Group (EOG) was:

¢ to maximize the department’s ability to respond to an influenza pandemic;

e to minimize the threat to the health and safety of the Niagara Region Public Health’s
employees; and

e to provide continuity of business operations.

To that end, the HIN1 EOG utilized the Niagara Region Public Health Continuity of Operations
Plan.

3.7. RECOVERY PHASE

Based on ongoing surveillance and monitoring, the HLN1 Emergency Operations Group
determined when the local pattern of influenza illness returned to pre-pandemic levels. At that
time, the Medical Officer of Health declared that the Niagara Region community-wide outbreak
of influenza was over. The World Health Organization (WHO) will report when the pandemic has
officially ended worldwide.

Following this declaration, the HLN1 Emergency Operations Group was responsible for the
following key tasks and activities:

e Scale back EOC operations as necessary;

¢ Oversaw the de-escalation process and phased restoration of services which were
cancelled or curtailed;

o Compiled data, reports, and statistics. Created a final report, summary of activities and

recommendations for change and any lessons learned;

Collated all costs/expenses incurred for the pandemic response;

Attended debriefing sessions;

Provided ongoing status reports on staff debriefing and critical stress levels in staff;

Continued to monitor incident impact and stress in staff over long-term and provide

services accordingly;

Arranged post-traumatic stress counseling for staff as required;

¢ Evaluated and revised all plans, policies, procedures, protocols, and guidelines as
necessary; and

¢ Communicated the impact/implications to Niagara Region Senior Management, Board of
Health, MOHLTC and key stakeholders.
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CHAPTER 4 Surveillance
4.1. INTRODUCTION

Surveillance is the ongoing and systematic collection, analysis, interpretation, and timely
dissemination of health-related information required by public health decision-makers. The
purpose was to facilitate and inform planning and action by public health authorities in order to
minimize the morbidity and mortality resulting from the HLIN1 pandemic.

4.2. GOAL OF INFLUENZA PANDEMIC SURVEILLANCE

The goal of HIN1 pandemic surveillance was to provide timely, accurate and relevant statistical
data and information to facilitate stakeholder decision-making in the Niagara region and the
Province during the HLN1 pandemic.

4.3. OBJECTIVES OF PANDEMIC SURVEILLANCE
¢ Detect the pandemic strain in the Niagara region as early as possible.

e Track the occurrence, severity, and progression of the pandemic, based on the Ontario
Health Plan for an Influenza Pandemic (OHPIP)/and World Health Organization (WHO)
pandemic phase 6 surveillance activities.

e Monitor influenza-like illness (ILI) activity in Regional Niagara in order to do the following:

a) Detect unusual events (new strains, unusual outcomes or syndromes, and unusual
severity or distribution of ILI), or spatial clusters;

b) Estimate the impact of ILI in terms of attack rate, outpatient visits, hospitalizations,
and case fatality rate; and

c) Describe the affected population(s) in order to identify high risk groups, modes of
transmission, and risk and protective factors.

e Partner with identified Provincial (MOHLTC, OAHPP) and Federal (PHAC) Surveillance
leads to share Niagara surveillance information

e Determine ifiwhen additional Epidemiological support in an emergency situation is
needed (i.e., PHAC Field Epidemiology program, OAHPP).

e Share surveillance information with key Niagara stakeholders to help identify disease,
guide prevention, control, research, and evaluate treatment, prophylaxis, and education.

4.4. MONITORING THE NATIONAL AND INTERNATIONAL INFLUENZA SITUATION

On an ongoing basis, the international influenza situation was closely monitored by the World
Health Organization (WHO), Health Canada, PHAC and other various organizations.
Information from these sources was used to monitor the spread of H1N1 influenza outbreaks, to
determine the extent of human disease, and to detect any evidence of human-to-human
transmission. This information was used to better understand the HLN1 pandemic and to
monitor its transmission world-wide. Several sources for this information and their surveillance
activities are described below:
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World Health Organization (WHO): The WHO provided summary reports of the world-wide
situation in humans based on data that was collected and analyzed by the WHO’s global H1N1
surveillance systems. As well, the WHO published documents that provided guidance in
pandemic influenza planning.

http://www.who.int/csr/disease/swineflu/en/

World Organization for Animal Health (OIE): The OIE monitors, analyzes and disseminates
information regarding animal health based on official reports and provides veterinary expertise
on an international basis.

http://www.oie.int/eng/en_index.htm

Ontario Agency for Health Protection and Promotion (OAHPP): The OAHPP is a hub, linking
researchers, practitioners and front-line health care workers to the best scientific intelligence
from around the world. It provides specialized scientific and technical advice and on-the-ground
support to front-line health care workers, public health units and government. It also serves as
a model for bridging the two solitudes of infection control and worker safety (OAHPP, 2009).
The OAHPP also produced weekly surveillance and current literature reports which are
highlighted in the Chapter 3.

http://www.oahpp.cal/fags.php

Public Health Agency of Canada (PHAC): The PHAC is the Canadian source for pandemic
information and advice to travellers. PHAC publishes a weekly bulletin called FluwWatch that
provides information regarding the influenza situation in Canada, and elsewhere in the world.
FluwWatch contains information on laboratory-based influenza virus identification; influenza-like
illness reporting by sentinel physicians across the country; and reporting of influenza activity by
provincial and territorial epidemiologists.

http://www.phac-aspc.gc.ca/fluwatch/index.html

Ministry of Health and Long-Term Care (MOHLTC): The MOHLTC is the Ontario source for
pandemic information. MOHLTC publishes a weekly flu bulletin (Ontario Influenza Bulletin)
outlining where in the Province there are cases of influenza. MOHLTC also publishes
information for protection against the flu virus as well as general information about the
pandemic.

http://www.health.gov.on.ca/en/ccom/flu/hinl/pro/flu_bulletin.aspx

Canadian Network of Public Health Intelligence (CNPHI): CNPHI is a secure web-based site
designed to assist public health professionals in co-ordinating their response to communicable
disease issues. It contains information posted by public health authorities across Canada on
the outbreaks they are managing. CNPHI is run by the Public Health Agency of Canada. For
access to this site, go to the following URL and click on “apply for new account”.
https://www.cnphi-rcrsp.ca/cnphi/cnphi_root/login.jsp?lang=en&src=CNPHI

Centers for Disease Control and Prevention (CDC): The CDC is the American source of
pandemic information and advice to travellers.
http://www.cdc.gov/flu/

ProMED: ProMED is an e-mail distribution list that monitors media reports and official reports.
ProMED also receives reports from local observers and readers. Reports are reviewed by
experts and then posted via e-mail to over 300,000 subscribers in 150 countries.
http://www.promedmail.org/pls/otn/f?p=2400:1000:
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In addition to the official sources described above, monitoring occurred behind the scenes for
influenza and other communicable diseases. Sources of behind-the-scenes monitoring include
the following:

Global Public Health Intelligence Network (GPHIN): GPHIN monitors reports from news wires
and websites to obtain information regarding world-wide communicable diseases. It monitors
for this information in seven languages, 24 hours a day. The information is filtered by an
automated process and then analyzed by officials at the PHAC. Relevant information is rapidly
forwarded to end users via the internet.

http://www.phac-aspc.gc.ca/media/nr-rp/2004/2004 gphin-rmispbk e.html

Center for Infectious Disease Research and Policy (CIDRAP), University of Minnesota:
CIDRAP conducts and interprets epidemiologic research and translates it into real-world
applications and solutions. They have been monitoring ProMED and media reports to keep
statistics on what is occurring in the current HIN1 influenza situation.
http://www.cidrap.umn.edu/cidrap/center/mission/index.html

Increasingly, monitoring of influenza activity in animals is becoming part of surveillance
mechanisms. A recent report by the Canadian Co-operative Wildlife Health Centre, in
collaboration with federal and provincial partners, has identified the normal types of influenza
carried by migratory birds in seven Canadian provinces.

4.5. SURVEILLANCE ACTIVITIES

Daily surveillance data can tell us when a pandemic arrives in the region, when it peaks, and
when it leaves.

The exigencies created by a pandemic can change very quickly, so real-time daily surveillance
data during the HIN1 pandemic was vital to our informed decision-making. We received daily
input from a variety of sources (see below) and this information was collated and analyzed by
the epidemiology group and the results discussed daily at the IMS meeting. Figures 4-1to 4.5
reveal how the information was collected by Niagara Region Public Health.

Sources of daily information included daily absentee reporting from schools, Brock “GotFlu”
channel (the Brock “GotFlu” channel was an on-line portal for self-reporting by Brock University
students of their flu-like symptoms. NPH received these numbers daily through the co-operation
of the Brock Student Health Services), NPH phone enquiry lines, and hospital admissions for
ILI. Sentinel physician reports, Telehealth alerts, and other actual lab-confirmed cases
provided additional, albeit sporadic, sources of information. See Table 4.1 for the daily, weekly
and monthly surveillance activities.

We received daily absentee data from the District School Board of Niagara (DSBN) and the
Niagara Catholic District School Board (NCDSB) and recorded whether absentee rates from a
school were less than 10%, over 10% but fewer than 20%, or over 20%. The data from the
DSBN was sent as a single Excel file, whereas that from the NCDSB came as multiple files from
individual schools which was more cumbersome. Absentee rates followed a bell-shaped
distribution with slight skew. See Figure 4.4

There was remarkable concord Health Services.
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Because the lab was only testing specimens from ICU for HLN1 during the fall second wave,
sentinel physician data was not available as it usually is during a flu season. Our only access to
results from outpatient NP swabs was from the Brock Student Health Service, as they were
involved with the vaccine effectiveness study of the OAHPP and had access to independent
laboratory testing. This connection was instrumental to confirming when the virus was
circulating in our community.

Daily e-mails from the NHS provided numbers of people presenting to major EDs with ILI and
with number of patients admitted with ILI.

Monitoring the number of calls to our public health information line and the number of calls
reported by Telehealth for our area confirmed the shape and timing of the pandemic wave.

The surveillance data reviewed daily informed our daily and weekly plans, especially around the
opening and closing of flu assessment centres and the scaling down of mass immunization
clinics. Figure 4.6 is the surveillance data template that was utilized during the HLN1 outbreak.
The numbers presented in this template are cumulative from September 23, 2009 to November
30, 2009.
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Table 4-1. Niagara Region Public Health (NRPH) Daily, Weekly and Monthly Surveillance Activities, with the source of the data and the division(s)
responsible for reporting the data identified.

Surveillance Type

Source

Report Frequency

Report Distribution and Frequency

School absenteeism - elementary

and secondary

Niagara Catholic District School
Board (NCDSB), District School
Board of Niagara (DSBN), French
boards, Private schools

Daily

SMT — weekly
Schools — monthly

School absenteeism Spatial GIS Analyst/SHARE Unit Weekly SMT — weekly
Analysis
Physician ILI reporting Physicians Future Reporting SMT — weekly

Physicians - biweekly

Physician Recruitment

Physicians / Medical Division

Daily as needed

PECS Evaluation

SHARE Unit

Daily as needed

SMT - ongoing

Vaccination Coverage NRPH Vaccine Preventable Program; | Ongoing
Infectious Disease program
Adverse Events Following NRPH Vaccine Preventable Program | Ongoing MOH/AMOHS — ongoing

Immunizations (AEFI)

Physicians

MOHLTC — weekly (noon Friday for
previous week)

Telephone logs (schools) NRPH Infectious Disease program / Weekly as needed SMT — ongoing
SHARE Unit
Line Listing monitoring NRPH Infectious Disease Program Daily as needed SMT - ongoing

First Watch/Syndromic
Surveillance

NREMS/SHARE Unit

Daily as needed

SMT — weekly/biweekly

Cognos Reporting

NRPH — SHARE Unit

Daily as needed

SMT — daily/weekly

Pandemic Plan Surveillance NRPH Ongoing
Process Evaluation NRPH — SHARE Unit Ongoing SMT —end of pHIN1
Call Volume NRPH IDP and/or dedicated phone Daily Pandemic Planning group

line

Surveillance Communication Type | Source Report Frequency Report Distribution and Frequency
Epi Teleconference (MOHLTC) Weekly (Wednesday) Weekly to relevant staff as needed
MOH Teleconference (Chief MOH — Dr. Arlene King) Weekly (Friday) Weekly to relevant staff as needed

Science Information

Source

Report Frequency

Report Distribution and Frequency

Science Updates

Ontario Agency for Health Protection
and Promotion (OAHPP)

Weekly

SMT, Planning leads and back-ups, other
key individuals — weekly
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Figure 4.1: Community-based Influenza-like lliness
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Figure 4.2: Information Flow for Lab-Confirmed H1N1 Cases
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Figure 4.3: Information Flow for Niagara Region Public Health HLN1 Phone Line
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Figure 4.4: Information Flow for School Absenteeism
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Figure 4.5: Information Flow for Syndromic Surveillance
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Figure 4.6: Sample of Daily Surveillance Data Reporting Template

November 30, 2009 pH1IN1 IMS Meeting

Demographics

# New Total # Average Median Age ot

Cases Cases Age Age Range e e LU
pH1N1/Influenza A 0 333 17.6 12 0-92 77 1

Average
Hospitalization Age Deceased Age Gender
No 15.8 1 49* Female
Yes 22.3 1 35* Male
Total 17.6
*underlying chronic illness
# Cases Males Females Total
pH1N1/Influenza A 154 179 333
Average Age Males Females
pH1N1/Influenza A 151 19.7
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# Cases by Reported Date

MNovember 30, 2009
(N=333: 219 pH1N1 Confirmed, 111 pending, 3 unable to subtype )
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School Absenteeism

Wk Wk Wk Wk

40 41 42 43 Wk 44 Wk 45* Wk 46 Wk 47
Weekly average of
schools with >10% 5.6 8 36.4 83 71.4 17.2 7.2 6.4
Weekly average of
schools with >20% 0.2 0.2 2.8 6 8 1.4 0 0
Weekly average of
schools with >30% 0.2 0 0.2 0.6 0.4 0 0 0

Niagara Region, 2009

Weekly Average of Schools Reporting Absenteeism
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Brock ILI

Off-
Date Residence Campus Total
Week 37 0 34 34
Week 38 8 39 47
Week 39 13 63 76
Week 40 18 96 114
Week 41 13 74 87
Week 42 32 119 151
Week 43 53 183 236
Week 44 99 220 319
Week 45 38 120 158
Week 46 16 56 72
Week 47 9 30 39
Off-
Week 47 Residence Campus Total
23-Nov-09 2 10 12
24-Nov-09 2 5 7
25-Nov-09 1 6 7
26-Nov-09 2 5 7
27-Nov-09 0 4 4
28-Nov-09 0 0 0
29-Nov-09 2 0 2
Total 9 30 39
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Off Campus and Residence
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Hotline Calls

Date # Calls
Week 43 (October 25-31, 2009) 774
Week 44 (November 1-7, 2009) 1007
Week 45 (November 8-14, 2009) 504
Week 46 (November 15-21, 2009) 445
Week 47 (November 22-28, 2009) 135

Number of Phone Calls to the Public Health Phone Line by Week

1200

1000

800

600

Number of Calls

400 -

200 -

October 25-31 November 1-7 November 8-14 November 9-21 November 22-28

Week
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CHAPTER 5 Public Health Measures
5.1. INTRODUCTION

Public Health Measures are non-medical interventions, e.g., quarantine, which are implemented to slow
or halt the spread of a disease in order to facilitate the development of an effective vaccine or
medication and to ease the burden of illness on both the population and the health care system. They
are considered most useful generally in the earlier phases of a pandemic and become less useful once
community spread has taken place. For this operational plan, Niagara Region Public Health reviewed
the Niagara Region Pandemic Plan, the Ontario Agency for Health Protection and Promotion’s Public
Health Measures information, New York City and New York State’s pandemic plans, as well as the
Health Protection and Promotion Act. The type of public health measures utilised and the timing of
their implementation was dependent upon the epidemiology of the virus but it was anticipated that the
measures most likely to be utilized would be educational and co-operative rather than legislative, as
community spread was already occurring and we were already in Phase 6.

5.2. OBJECTIVES

Public health measures were implemented in Niagara Region with the intention of achieving the
following:

¢ Reducing illness and death resulting from HIN1;

¢ Minimising the number of individuals exposed to the H1IN1 virus and consequently slowing the
spread of the disease; and

¢ Increasing the time available to implement medical interventions.

The effect of each public health measure depends on the epidemiology of the virus, the pandemic
phase, the timing of the measure, the likelihood of public compliance, the amount of social disruption
likely to result, and the capacity required to implement the measure.

5.3. INITIATION OF PUBLIC HEALTH MEASURES
The initiation of public health measures would be implemented when the following is recognized:

¢ Public Health receives many anecdotal and lab confirmed case reports of the pH1N1 influenza
virus occurring in residents of Niagara;

Businesses experience increased absenteeism in the workplace;

Businesses recognize that they can only sustain their critical or essential services;

The epidemiology of the virus has clearly indicated who the risk groups are;

The acute care health system (hospitals, urgent care clinics, walk-in clinics, primary care
centres, and physician practices) are reporting a substantial increase in the burden of illness;
and

e There is an increase in the case of fatality ratio.
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5.4. PUBLIC HEALTH MEASURES

Public Health Measures are non-medical interventions used to slow the spread of influenza during a
pandemic. These measures will help to ensure public confidence and compliance, and reduce
confusion for the public. Five key public health measures have been identified:

Public education

Social distancing

Case and contact management
School and daycare measures
Travel restrictions.

5.4.1. Public Education

Educational messaging to the general population focused on preparing for a pandemic and reducing
personal risk. Advice specifically concentrated on such factors as influenza and how it spreads, hand
hygiene, cough and sneeze etiquette, self-isolation and effective cleaning and disinfection of surfaces.

5.4.2. Social Distancing

Social distancing strategies refer to measures designed to reduce the risk of infection by limiting
person- to-person contact and avoiding crowds or situations with very close personal contact. During
an influenza pandemic, best practices indicate that all social interactions should be conducted by
maintaining a two-metre distancing is safe. Cancellation of sporting or other public events may be
considered in conjunction with the Ministry of Health and Long-term Care, although it was not utilized
during the pH1N1 season in Niagara.

5.4.3. Case and Contact Management

Case management is the individual public health follow-up of suspect and confirmed cases to prevent
transmission through case isolation and contact management. Isolation may be voluntary, or may be
ordered by the Medical Officer of Health, depending on the degree of cooperation anticipated from the
subject individual(s). Contact management is the Identification and follow-up of individuals who have
had close contact with an influenza case and involves education, voluntary modified quarantine, and
public health follow-up.

These strategies are employed during a pandemic alert period (phases 3-5) but are not considered
feasible for a phase 6 pandemic because of their labour-intensive nature and minimal efficacy. At this
stage, Niagara Region Public Health will provide general advice to residents to isolate themselves at
home if they are sick with symptoms of influenza. Contacts will be advised to watch for symptoms and
to self-isolate immediately should iliness develop. Thus, contact tracing and isolation was not
monitored during pH1N1.

5.4.4. School and Daycare Measures

School-aged children spread influenza efficiently as they shed larger amounts of virus than adults for
longer periods of time. School children are a major source of influenza transmission for the community
during seasonal outbreaks of influenza. Consequently, school and daycare closures cannot be ruled
out as a potential control measure. However, the impact of school closures on the community (e.g.
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caring for the children, impact on workplaces, societal disruptions) needs to be carefully considered
against efficacy before such a measure is introduced. This was not enacted during pH1N1.

Any implementation of school closures would be initiated by the Chief Medical Officer of Health,
although the Health Protection and Promotion Act does provide the MOH for Niagara Region with the
authority to order this at the municipal level.

Alternatively, local school boards may decide to close schools individually, or across their jurisdiction, if
they are severely impacted by pupil or teacher absenteeism in consultation with the local Medical
Officer of Health. Based on the current epidemiology and lack of significant effectiveness in preventing
illness at this stage, we did not anticipate recommending local closures.

5.4.5. Travel Restrictions

International travel and potential control measures at borders or arrival entry points, such as airports,
during a pandemic is the responsibility of the Federal Government under the authority of the Quarantine
Act. Communication to the public around any travel-related warnings or advisories would be done as
part of ongoing efforts to provide information and advice on public health measures to Niagara Region
residents. It is unlikely this would be enacted and it was not.
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CHAPTER 6 Education

An influenza pandemic is a global health emergency and therefore public demand for information was
extremely high and sustained as the illness spread and was confirmed in Niagara Region. Public
education is a public health measure that exists during all of the pandemic phases (See Figure 2-2).

The goal of public education is and was as follows:

e Minimize the time needed to disseminate educational materials to the public during an alert and
as the pandemic evolves and information needs change;

e Increase baseline public knowledge (i.e., before an alert is issued) by providing information on
influenza pandemic during the interpandemic period; and

e Establish Niagara Region Public Health as an accurate, reliable, and trusted source of
information on influenza pandemic through a well co-ordinated and prepared
educational/communication plan.

Pandemic Hotline

During the influenza pandemic, information was made available on risks, risk avoidance, and how/when
to seek health care services. The Niagara Region Public Health Pandemic Hotline was open Monday to
Friday 08:30 hours through 16:30 hours to address questions and issues from the general public.

The hotline telephone number could be accessed by calling 905-688-3762 or 1-800-263-7248,
ext. 7765. During the pandemic, the hours of operation may be expanded to meet the needs of the
residents of Niagara.

The Niagara Regional Website provided up-to-date H1N1 influenza pandemic resources:
www.nhiagararegion.ca

Information was shared with the public using a variety of communication channels. For additional
information, refer to the Niagara Region Pandemic Communications Plan which provides information
about the role of communications and outlines communication plans and activities. Niagara Region
Public Health will provide timely, accurate, and credible information to its staff, public, provincial, and
federal governments, hospitals, and other responding agencies.

6.1. COMMUNITY EDUCATION

The Education Task group focused their efforts on customizing presentations and materials that are
applicable to the requestors’ needs and work environment. This included consistent messaging to
avoid duplication of information. Information is provided using a variety of social media:

Community presentations
Posters

Fact Sheets

On-line Resources

Resources Available:

Ten fact sheets for the general public, as well as a public information brochure entitled “What You
Should Know about a Flu Pandemic”. All are available in a printable format in 24 different languages.
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http://www.niagararegion.ca/

Available at:
http://www.health.gov.on.ca/english/public/program/emu/pan_flu/pan_flu_materials.html#fs

Ontario Ministry of Health and Long-Term Care Pandemic Planning information web site
Available at:
http://www.health.gov.on.ca/pandemic

Telehealth Ontario
A free, confidential telephone service you can call to get health advice or general health information
from a Registered Nurse. 1-866-797-0000, TTY 1-866-797-0007.

Ontario Ministry of Health INFOline would direct callers to the appropriate information source for health
information.

1-866-532-3161 (Toll-free in Ontario only),

TTY 1-800-387-5559 (toll free in Ontario

only); or e-mail infoline.moh@ontario.ca .

Niagara Region Public Health HIN1 Information: Note: this link is not active now that the pH1N1
outbreak has been declared over.

http://www.niagararegion.ca/living/health wellness/pandemic-planning/Swine-
Flu.aspx?searchterm=H1N1-H1N1-

Documents and Websites referenced in Medical Advisories: Note: not all of these links are active
now that the outbreak was declared over on August 10, 2009.

Public Health Agency of Canada (PHAC)
e http://www.phac-aspc.gc.ca/eri-ire/pdf/03-SRI-Report-Form e.pdf

Public Health Agency of Canada Fluwatch
e www.phac-aspc.gc.ca/fluwatch.

Public Health Ontario Information Exchange
e https://www.publichealthontario.ca/portal/server.pt/community/home/209

Ontario Agency for Health Protection and Promotion
e http://www.oahpp.ca/hlnl/

The College of Physicians and Surgeons on Ontario
e http://www.cpso.on.ca/uploadedFiles/policies/quidelines/office/lnfection Controlv2.pdf

Ministry of Health and Long-Term Care
e http://www.health.gov.on.ca/english/public/updates/archives/hu 09/provider/default.html

Centers for Disease Control and Prevention
e http://www.cdc.gov/hlnlflu/camp.htm

Region of Niagara
e Www.niagararegion.ca
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Niagara Region Public Health provided community presentations on all aspects of the HIN1 influenza
outbreak. Figure 6-1 provides a summary of the community group who received the presentation, and
the number of presentations to each group.

Figure 6-1 H1N1 Influenza Educational Offerings

Number of

Audience Presentations
Long-term Care

Facility 31
Public Health 3
Hospital 3
Community 48
Other 2

Total 87

Power Point Presentations created for specific audiences:

Child Care Facilities
Community

Community with pregnancy
Elementary and Secondary
Long-Term Care Facilities
Shelters

Fact Sheet products were created for specific audiences:

H1N1 Fact Sheet (posted on the web and was used throughout Phase 1 and 2)
Guidelines for people attending Summer Camps (July 2009)

Case management of Influenza in the Home Setting

How to Stop the Spread of Germs at Work

How to Stop the Spread of Germs at Public Gatherings

Mask Use Guidelines (to be ready if required)

Staff and Students at Post Secondary Institutions
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CHAPTER 7 Health Services and Assessment Centres
7.1. CONSIDERATIONS

It was anticipated that the delivery of health care services in the Niagara Region during a pandemic
would be extremely challenging. Niagara is a designated under-serviced area in terms of availability of
health care practitioners. There was concern that both community-based and hospital-based systems
might be further stressed by employee absenteeism and the increased volume of patients seeking care.

Care for HINL1 influenza patients was focused on community-based care because of a desire to
decrease the spread of infection and because of the sheer numbers of cases involved. Niagara
residents should be instructed to call Telehealth, the Niagara hotline, and/or their healthcare provider
prior to seeking face-to-face care.

In spite of emphasis on community-based care, increased numbers of patients also required office-
based, emergency, and in-patient hospital care. While all health care providers were impacted by the
H1N1 influenza pandemic, primary care physicians, nurse practitioners, midwives, Emergency Room
(ER) physicians, internists, paediatricians, and all Emergency Room nursing personnel absorbed the
greatest shock:

Optimal management of pH1NL1 influenza in the Niagara Region depended on:

a) Successfully supporting the efforts of community-based health care workers;

b) Effectively utilizing scarce manpower and equipment resources in hospital and long-term care
facility setting; and

c) Strategically augmenting health care delivery in ways that were responsive, efficient, and needs
based. This included Flu Assessment Centres.

7.2. GOALS

The Niagara Region Public Health (NRPH) pandemic plan for health services aimed to facilitate the
above by providing vision, education, direction, and communication tools to Niagara’s healthcare
professionals and their local organizations.

7.3. PRINCIPLES
7.3.1. Ethically Based

The following ethical substantive values were promoted to guide decisions concerning health services
delivery during H1N1 influenza pandemic: the health care worker’s duty to provide care, priority setting
(including the allocation of scarce resources, such as ventilators, vaccines and antivirals), reciprocity,
trust, and solidarity. In addressing these issues, and in the preparation of this plan, we adhered to the
ethical procedural values that our decisions should be reasonable, transparent, inclusive, responsive,
and accountable. (Reference Stand on Guard for Thee Document)

7.3.2. Scientifically Sound

Niagara Region Public Health committed to provide evidence-based and scientifically sound health
information related to HIN1 influenza pandemic. NRPH linked to, and liaised with World Health
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Organization (WHO), Public Health Agency of Canada (PHAC), Ministry of Health and Long-Term Care
(MOHLTC), Ontario’s Agency for Health Protection and Promotion (OAHPP), and Regional Infection
Control Networks (RICN) to ensure that our advice was current and consistent. Members of the
Associate Medical Officers of Health/Medical Officers of Health (AMOH/MOH) medical group served on
provincial committees discussing such things as clinical guidelines and vaccination strategy. Daily
teleconferences were held between the MOH/AMOHSs of all health units, the CMOH and her staff, and
the OAHPP. Through the COMOH list serve there was extensive sharing of information on topics such
as international and national epidemiology, antiviral treatment and medical directives for vaccination.
Such sharing of resources was essential as knowledge changed daily and responses had to be
immediate: there was no room for duplication of effort.

7.4. PARTNERSHIPS
7.4.1. Internal partners

In the summer months preceding the second wave of the pandemic and prior to the establishment of
the IMS structure, Health Systems worked work closely with Science, Orders/Directives, Surveillance,
Immunization, and Communications/Education.

7.4.2. External Supports

External supports to Niagara Region Public Health included Hamilton Niagara Haldimand Brant LHIN,
Ontario’s Agency for Health Protection and Promotion (OAHPP), MOHLTC, Public Health Agency of
Canada (PHAC), COMOH and various professional and licensing bodies.

Listings of the Health service providers with whom the Health Services committee connected included
the following:

e Primary Care physicians - Family Health Teams, Community Health Centres, individual family
physician offices, paediatricians, Ob/Gyn and walk-in clinics)

Niagara Health System (Chiefs of Staff, ER, Paediatricians, OB/Gyn, Hospitalists)
West Lincoln Memorial (Chief of Staff)

Hotel Dieu Shaver Health and Rehabilitation Center (Chief Administrator)
Niagara Midwifery, Renaissance Midwifery

Long-term Care facilities (Administrators/Directors of Resident Care)

Nurse Practitioners

Dentists, Chiropractors and Naturopaths (through their local associations)

EMS (through John Cunnane)

Veterinarians.

7.5. COMMUNITY-BASED HEALTH CARE
7.5.1. Education

Numerous physicians and nurse practitioners work within the Niagara Region in a variety of practice
settings, with variable methods of remuneration and serving patients in both official languages, to
address the concerns documented by the College of Family Physicians of Canada that family
physicians did not feel prepared or supported in the face of influenza pandemic. NRPH had surveyed
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all Niagara Region primary care physicians and ascertained their preferred methods of communication
with respect to HIN1 influenza pandemic. Important information could then be faxed or e-mailed to alll
members of this group within four hours.

A detailed, user friendly, Preparedness Plan for Niagara Physicians’ Offices was created (Appendix 7-
A) to be used in conjunction with provincial and national materials, such as the MOHLTC emergency
personal protective kit, MOHLTC important health notices, PHAC educational materials, and others as
they were produced.

Small group information sessions were organized for family physicians and their staff in each
municipality, in order to disseminate the Preparedness Plans and to receive local physician input on the
usefulness of the presented materials [NRPH staff will attend Regional Paediatric and OB/Gyn
meetings to provide updates on the epidemiology of the H1N1 virus as well as the most recent
recommendations for surveillance, infection control, clinical assessment and treatment of the virus.

NRPH remained up to date on all provincial directives and developments and reported pertinent
decisions to the primary care physicians. This included, but was not limited to, the following:

a) Infection Control Practices (Appendix 7-B)

b) Recommendations for Care in Ambulatory Settings
http://www.health.gov.on.ca/en/ccom/flu/hlnl/pro/guidance archive.aspx

¢) Recommendations for Care in the ER
http://www.health.gov.on.ca/english/providers/program/emu/health _notices/ihn_gd ed 042909.
pdf

d) Vaccine priority groups and Q&A around vaccines

e) All Important Health Notices from MOHLTC
http://www.health.gov.on.ca/english/providers/program/emu/ihn.html

f) Distribution of vaccines and antiviral medications IHN November 13 Guidance for Pharmacists
and Pharmacies on Ontario’s Antiviral Distribution Strategy for Managing Influenza-like lliness
during Pandemic H1IN1
http://www.health.gov.on.ca/english/providers/program/emu/ihn.html

7.5.2. Hotlines

For means of accessing current pH1N1 information both locally and provincially that were available for
the general public and health care professionals, refer to Chapter 9 on Communications.

7.6. FLU ASSESSMENT CENTRES
(Augmenting pH1N1 alternate influenza assessment, treatment, and referral services )
7.6.3. Considerations:
Whenever possible, if directed by telephone support that they should seek medical care, patients were
advised that they should be seen by their primary healthcare provider who best knew their medical
history.
The MOHLTC had stated that it would work with representative bodies of the acute care and primary

care sectors to promote their engagement and also to mitigate the impact of pH1N1 influenza on their
ability to provide services.
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The College of Physicians and Surgeons of Ontario (CPSO) had issued a draft policy on Physicians
and Health Care Emergencies to encourage engagement and co-operation with planning agencies.

The triage and care of high risk or very ill patients with influenza should be done by professionals with
expertise in triage and acute-care medicine, i.e., emergency room staff.

Antiviral medications are most effective against influenza if administered within 48 hours of the onset of
symptoms.

Individuals without a family physician should be able to access pH1N1 Assessment Centres.
The MOHLTC will require the reporting of data — e.g., demographic data, quantity of antiviral distributed
7.7. STRATEGIES:
7.7.1. Primary Care

During the first two waves of the pH1NL1 influenza outbreak, the NRPH supported Niagara’'s medical
physicians 24/7 by doing the following:

e Faxing 43 Medical Advisories to physician offices, ER Departments, hospitals, walk-in clinics
and long term care facilities;

e Providing H1IN1 vaccination clinics for physicians, their office staff and families at the NHS

Welland, Niagara Falls, and St. Catharines sites, as well as at West Lincoln Memorial Hospital;

Telephoning advice to physicians by the MOH/AMOH and nursing staff;

Providing H1N1 telephone “hot line” for residents of Niagara;

Reporting surveillance data regarding H1IN1 cases in Niagara on PH website;

Distributing Fact Sheets on topics ranging from H1N1 iliness to notices about immunization

clinics and flu assessment centres; and

¢ Distributing Public Service Announcements in partnership with the NHS and WLMH.

1. Primary Care Offices
Primary Care Offices were encouraged to augment capacity

Physicians were encouraged to consider the following and to adapt, where feasible, to their individual
office situations:

e Have a system for telephone triage of patients to determine who requires a medical evaluation,
to limit office visits to those that are medically necessary
e Develop plans to manage patients at the height of the pandemic including these possibilities:

o Temporarily cancel non-essential medical visits (e.g., annual physicals, wart treatments)
Designate separate blocks of time for non-influenza and influenza-related patient care
Renew medications over the telephone
Keep abreast of triage criteria for hospital-based care and
Extend office hours or hire extra staff to cover peak pandemic activity (anticipated to be
about three weeks).

O o0OOo0o

2. Walk-in Clinics were encouraged to augment capacity
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e Walk-in clinics were encouraged to extend their office hours or hire extra staff to cover peak
pandemic activity.

3. Community Health Centres

Niagara has four community health centres: one servicing the francophone and one in each of Fort
Erie, Niagara Falls, and St. Catharines. NRPH supported these offices as it did any other physician’s
office. Pandemic educational materials in the French language were not available until February 2010.

7.7.2. Acute Care Facilities

The Niagara Health System (through its eight sites) and West Lincoln Memorial Hospital (WLMH) are
responsible for the delivery of all acute hospital care in the Niagara Region. This integration could allow
for a more co-ordinated response to pH1N1 influenza. Joint pandemic planning meetings had been
held between the NHS and the NRPH, and WLMH and NRPH for several years leading up to 2009.
Focus of these meetings had been on the education of, and engagement of, health care personnel,
assessment of surge capacity, criteria for admission and discharge, patient assessment records,
personal protection of health care workers, and possible establishment of Alternate Flu Centre Sites.
Hospitals had been made aware of issues surrounding scarcity of resources and supply chain
difficulties and had been encouraged to develop their own emergency stockpile of medical supplies.
NRPH forged additional links with the NHS and WLMH by bringing pandemic-related information to
hospitalists, internists, paediatricians, ER doctors, and critical care RNs. Specifically NRPHD will make
certain that paediatricians, obstetricians/gynaecologists, midwives, hospitalists, and internists and ER
physicians are aware of best practices around triage, assessment, management and treatment of
patients with pH1N1.

Daily teleconference calls were held at 1300h with the Niagara Health System and West Lincoln
Memorial Hospital to coordinate sharing of surveillance data, information regarding vaccine,
immunization clinics, MOHLTC updates, and assessment centres. These daily teleconferences also
created a pathway for exchange of ideas and sharing of scarce resources such as masks and
needles.

Throughout the second wave of pH1N1, NRPH worked with the NHS to enable implementation of the
RODS syndromic surveillance system through its three emergency rooms. This system was not up and
running for pH1N1 2009 but was operational as of March 2010 and it is anticipated that RODS will be a
valuable tool in the future as it allows real-time monitoring of the chief complaints of fever and cough.

7.7.3. Flu Assessment Centres

The MOHLTC had stated that it would reimburse any additional expenses incurred in the creation and
staffing of alternate flu assessment centres.

As part of the provincial preparedness for HLN1 influenza activity, the local public health units were
assigned as Lead Agency for the operation of local Flu Assessment Centres. These centres were
intended to manage surge capacity for patients with HIN1 or flu-like symptoms to receive alternate
assessment, treatment and referral services. The objective of operating Flu Assessment Centres was
to provide relief to the primary care system and to ensure timely access to treatment, referral and
access to antivirals (where appropriate) and further to ensure that acute care resources (i.e.,
emergency departments, urgent care centres, primary care, etc.) could remain focused on other serious
illnesses. Niagara Public Health, as Lead Agency, was required to justify need for FAC operations
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locally, and were provided with a FAC guidance document which outlined the framework for MOHLTC
approval, centre operations, access to provincial supplies and approved funding for their operation.

In Niagara, the level of community HLN1 activity warranted the establishment of two Flu Assessment
Centres that were operated by West Lincoln Memorial Hospital and Niagara Health System (in adjacent
facilities to their Emergency Department and Prompt Care, respectively). From November 2 — 15",
these two FACs assessed and treated 580 patients. Once demand at the sites began to decline, the

Flu Assessment Centres ceased operation. A total of 580 people were at the two centres: 437 at the
OSS and 143 at WLMH. The clinics were staffed by physicians, nurse practitioners, nurses and clerical
staff. Niagara Region Public Health coordinated the funding and operation guidelines for these centres.

Establishing flu assessment centres next to emergency rooms had several advantages. It decreased
transportation requirements by EMS or OPT. It allowed for easy transition of patients who required
more definitive treatment and provided economy of clinic personnel in terms of registration and triage.

Two Oxygen saturation machines were purchased as part of the supplies for Assessment Centres.
During non-pandemic seasons, the machines are stored and maintained by the Niagara Emergency
Medical Services (NEMS) staff. The two machines were loaned to the NHS for use in the Assessment
Centre. The machines were returned to NEMS when the Assessment Centre was demobilized.

Distribution of Provincial Stockpile of Antivirals

The MOHLTC partnered with the Ontario Pharmacists’ Association (OPA) to develop a strategy for the
release of antiviral medications from the provincial stockpile. The goal of the strategy was to ensure
that antiviral treatment was available at no cost for those who needed it in an effort to reduce morbidity,
mortality, and severe illness as a result of pH1N1.

In order to ensure availability of antiviral medications to appropriate patients within 48 hours of
symptoms, and preferably within 24 hours of symptoms, NRPH helped facilitate the establishment of flu
assessment centres which also distributed antivirals.

7.7.4. Long-Term Care Facilities

There are 31 Long-Term Care facilities in the Niagara Region. Long-term care facilities needed to
address many of the same issues that faced acute care facilities, e.g., supply chain disruption; health
care provider absenteeism; lack of volunteers; and use of personal protective equipment, and other
infection control measures.

Niagara’s long-term care facilities were made aware of provincial criteria regarding inter-facility transfer
of ill residents (developed by the Provincial Transfer Authorization Centre) The existence of designated
nurse practitioners enabled long-term care homes to manage more of their residents in-house.

NRPH provided education and support to our long-term care partners. A febrile respiratory illness (FRI)
screening tool was in place and respiratory outbreaks are routinely reported to the NRPH. These
activities continued in all pandemic phases.

LTC and CCAC were included in the daily teleconferences on an as needed basis.

7.7.5. Alternative Health Practitioners (e.g., Chiropractors, naturopaths, dentists, etc.)
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NRPH connected with professionals of this group, centering around our common goal of optimizing the
health of the people of Niagara during pandemic pH1N1 influenza. Alternative health care providers can
be allies in promoting good infection control practices, personal preparedness, no smoking policies,
sound nutritional habits, and public health measures.

7.7.6. Special Groups
Resident Students

The Niagara Region is home to one university, one college, and several private schools with resident
student populations. Because of the close living situations of students in residence and the absence of
some of the usual supports found in a home, these groups will require special consideration.
Representatives from Brock University, Niagara College, and the private schools were encouraged in
pandemic planning at their own institutions and were invited to participate in NRPH pH1N1 educational
sessions just prior to the arrival of the second wave.

Marginal Populations

Other special groups in Niagara with less ready access to health care include the homeless, the
mentally challenged and seasonal farm workers. Existing social agencies who serve these populations
will be provided with information about pandemic influenza and will be apprised of how their clients can
access flu care. The Health Bus will provide flu assessment, treatment and referral services for those
who access it and will be equipped with PPE for its staff, as well as with antipyretics and antivirals for
treatment when appropriate. The Health Bus will deliver these services at two Out of the Cold sites in
St. Catharines, the Hope Centre (Welland), Port Cares (Port Colborne), Project Share (Niagara Falls),
and a location in Fort Erie.

Mental Health nurses have previously given seasonal vaccinations in the homes of clients they serve
and will do so for HIN1 vaccine when indicated.

Sexual Health Clinics and clinics that serve patients with addictions may also facilitate delivery of HIN1
vaccine.

Pregnant Women

Pregnant women were identified as a high risk group for severity of infection by HIN1. Obstetricians,
midwives and family physicians were given targeted educational sessions and were kept up to date by
NRPH on recommendations surrounding treatment, vaccination and other management issues. Similar
information was provided through other levels such as professional bodies and provincial and federal
government agencies.
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APPENDIX 7-A: PREPAREDNESS PLAN FOR NIAGARA PHYSICIANS’ OFFICES
Structure and Communication

Assign responsibility for surveillance and detection advisories (regional, provincial, college).
Regional hotline: 905-688-8248, ext. 7765
www.health.gov.on.ca/english/public/program/pubhealth/flu

www.oma.ca

Monitor and review influenza activity in your practice (i.e., weekly or daily number of patients calling or
presenting with influenza-like illness [ILI]).

All physicians’ offices need to routinely undertake Febrile Respiratory lliness (FRI) screening according
to the PIDAC lower case guidelines
http://health.gov.on.ca/english/providers/program/infectious/diseases/icfri.html

Report number of office staff who are ill with ILI.

Have a list of home and alternate phone numbers of all staff. Maintain a list in the office and distribute
to each staff member to keep at home.

Create a list of health care entities and their points of contacts with whom your office anticipates it will
be necessary to maintain communications and co-ordination of care during an HLIN1 pandemic.

Create database of patients with regularly scheduled visits who may need to be contacted during a
pandemic for purposes of rescheduling office visits or assigning them to another point of care.

Education

Provide an education program for staff to ensure that all personnel understand the implications of, and
control measures for, HIN1 influenza pandemic:

Circulate information sheets endorsed by the Public Health.

Attend information/education sessions provided by PH.

Identify, obtain, and circulate informational materials for patients that are language and reading level
appropriate:

Review Pandemic Influenza “Flu Prevention Checklist” PHAC.
http://www.phac-aspc.qgc.ca/influenza/flupc-enqg.php

Review Pandemic Influenza “Understanding Pandemic Influenza” PHAC.
http://www.phac-aspc.gc.ca/alert-alerte/h1nl/guidance lignesdirectrices-eng.php

Triage and Intake

Physicians are encouraged to consider the following and adapt, where feasible, to your individual
situations:

e Have a system for telephone triage of patients to determine who requires a medical evaluation,
to limit office visits to those that are medically necessary.
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¢ Display self-administered screening tool prominently on the front door to identify patients with
fever and/or cough.

¢ Develop plans to manage patients at the height of the pandemic including these possibilities:
a) temporarily cancel non-essential medical visits (e.g., annual physicals, wart treatments);
b) Designate separate blocks of time for non-influenza and influenza-related patient care;
¢) Renew medications over the telephone; and d) Keep abreast of triage criteria for hospital-
based care.

Infection Prevention and Control

Put in place an infection control plan, based on droplet precautions and two-metre distancing. This
includes protection of reception personnel at the initial point of encounter, which includes the following:

e Where possible, establish a specific waiting room area for patients with symptoms of influenza
pandemic. If not possible, put greater emphasis on use of masks as noted below;

¢ Install hand hygiene stations near the entrance, reception area, and exam rooms. Instruct all
entering persons to wash hands before approaching reception. Note: Alcohol-based hand rub is
highly flammable and dispensers of this product should not be left in non-monitored areas;
Provide individual hand sanitizers and lotion to all staff and encourage frequent use,

¢ Post signage prominently about Respiratory Hygiene/Cough Etiquette, i.e., the following: use
tissues or sleeve to cover cough or sneeze; if coughing or sneezing, don a mask before
approaching reception and wash hands after covering cough or sneeze;

¢ Provide materials — masks for symptomatic patients (adult and paediatric sizes), facial tissues,
and receptacles for their disposal;

¢ Practice the above when seasonal influenza and other respiratory viruses are circulating;

¢ Designate separate exam rooms for evaluation of patients with symptoms of influenza
pandemic; and

e Use Standard and Droplet precautions (i.e., mask plus eye shield and gown) for close nursing or
MD contact with symptomatic patients. (see Appendix 7-B “Infection Control”).

MANAGEMENT

Family physicians are the cornerstone of preventive health measures and patient education around the
theme of staying healthy:

¢ In all pandemic phases, continue ongoing efforts around smoking cessation, obesity
counselling, nutrition, and exercise;

e Promote seasonal flu vaccination;

¢ Follow Ministry and local guidelines for triage of patients to Alternate Care Sites, home self-
care, or hospital-based care; and

e Follow public health guidelines regarding distribution of antivirals and vaccine when available.
These guidelines will be sent to physician offices via fax and e-mail and will be available on our
website at http://www.niagararegion.ca
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BUSINESS CONTINUITY

Develop an occupational health plan which includes the following:

Instructions to staff to stay home when ill with influenza;

A sick leave policy for personnel who have symptoms of illness during influenza pandemic;
A policy for personnel who need to care for their ill family members;

A statement about when to return to work after being ill; and

Education around fears related to working during influenza pandemic.

Develop a plan for surge capacity which includes the following:

Establishing possible sources of alternate personnel;

Encouraging staff to develop alternate family care plans;

Establishing minimum number of staff to keep office open; and

Anticipating consumable resources (masks, gloves, tissues, hand hygiene products, etc.) and
keeping an extra two-week supply on hand above usual requirements. Note: The Emergency
Infection Control Kit contains supplies for a 7-10 day period only.
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APPENDIX 7-B: INFECTION CONTROL - NIAGARA HEALTHCARE PROFESSIONAL OFFICE
INFECTION CONTROL

Most influenza outbreaks amongst humans and animal studies suggest that virus-laden large droplets
(particles >5um in diameter) generated when infectious persons cough or sneeze are the predominant
mechanism of influenza virus transmission (Emerging Infectious Diseases www.cdc.gov/eid.Vol.12,
No.1, January 2006). Transmission of influenza viruses by contaminated hands or other surfaces has
not been well documented but the virus exists in diminishing titre on the surfaces of hands for 5
minutes, nonporous surfaces for 24 hours, and surfaces such as cloth and paper for 8-12 hours. The
incubation period is 1-7 days and viral excretion peaks early in illness and exists prior to the
development of symptoms.

Most of the information that follows is abstracted from the excellent publication Infection Control in the
Physician’s Office from the CPSO. Healthcare professionals are encouraged to read that document for
a more in-depth treatment of other forms of infection control in the office.

Droplet Precautions

Droplet transmission refers to large droplets generated from the respiratory tract that are inoculated or
directly deposited onto the mucous membranes of the eyes, nose, or mouth of the new host. These
droplets can be propelled through the air a short distance (< 1 metre) during coughing or sneezing or
during procedures that could generate aerosolization of respiratory secretions.

Compliance with droplet precautions in the primary care setting involves several steps.
Visual Alerts

Post visual alerts in appropriate languages at the entrance to outpatient facilities instructing patients
with symptoms of pH1N1 influenza-like illness, and those who accompany them, to practice hand
hygiene and cough etiquette and to don a mask on entering the office. This will alert health care and
reception personnel.

Prominently display the Cover Your Cough poster and provide an adequate supply of masks, tissues
and receptacles.

Hand Hygiene

There is evidence that alcohol-based hand sanitizers are as good as soap and water, except in cases
where hands are visibly soiled or contaminated. Since the contents are highly flammable, do not install
these in unmonitored areas.

In areas with sink access, self-contained disposable liquid soap containers, as opposed to bar soap,
should be used wherever possible to minimize contamination. If soap containers are reusable, never
refill by topping up; instead, wash, rinse, and dry the soap container thoroughly, and then refill. When
washing with soap, wet hands thoroughly and achieve a lather; rub vigorously for 10-15 seconds,
covering all surfaces of hands and fingers, including nails; rinse and dry well with disposable paper
towel; and turn off taps with towel and discard in a bin.

Encourage reception staff to wash their hands after registering each patient; and provide individual
pump-type, alcohol-based, hand sanitizer dispensers and individual hand lotion bottles to prevent
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chapping of skin. Apply hand sanitizer to the palm of one hand and rub hands together, covering all
surfaces of hands and fingers, until hands are dry.

Masking and Separation of Persons with Respiratory Symptoms

Procedure masks (i.e., with ear loops) or surgical masks (with ties) are adequate to contain respiratory
secretions. If possible, create separate waiting areas for persons with respiratory symptoms or
encourage two-metre spacing of chairs.

Personal Protective Equipment

Reception and health care personnel should wear a mask and eye protection when in direct close
contact with a patient suspected of having influenza. If staff are not fitted for N95 masks, both staff and
patient should wear a surgical mask. Health care personnel should also wear a mask with eye-shield
plus gown (gown must be removed after each patient contact) and glove when doing procedures
involving close contact with ILI patients.

Fit tested N95 masks need to be worn if performing an aerosolizing procedure — e.g., Intubation,
dispensing ventolin by mask.

If caring for children, wear gowns and gloves at all times, as contamination of the environment is much
more likely.

Masks which are moist no longer provide protection against droplet transmission and should be
changed.

Gloves must be used only once and then discarded. Hands should be sanitized after glove removal.
Non-latex, powder-free gloves are recommended.

Eye protection can be in the form of safety glasses, goggles, splash guards, or facial shields.
Eyeglasses do not provide adequate protection.

Physical Environment

At the end of the office visit, wipe with a detergent solution all horizontal surfaces in the examining room
that have been in contact with the patient, as well as equipment used to examine the patient.
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CHAPTER 8 Immunization

Niagara Region Public Health has developed a Mass Immunization Plan designed to address any
potential outbreaks that may occur in the Niagara Region. This plan can be utilized to respond to a
small scale event such as a Hepatitis A outbreak in a targeted group to a large scale event such as an
influenza pandemic that involves the entire community.

This plan can also be adapted to respond to an environmental hazard where prophylaxis medication
may need to be dispensed on a large scale to those at risk.

In the event of a Pandemic Influenza, this plan will be used in conjunction with and subordinate to the
Niagara Region Pandemic Influenza Plan. Direction regarding the availability, distribution and
administration of vaccines is anticipated to come from the Federal and Provincial levels of government.
Local public health units will be informed by provincial public health authorities/Chief Medical Officer of
Health if this plan should be activated in a longer emergency. This plan could also be adapted to
distribute antiviral medication for treatment and/or prophylaxis use during a pandemic.
In the event of an emergency and the need to implement the Mass Immunization Plan, Niagara Region
will participate with our Emergency Operations Centre (EOC), employing the Incident Management
system.

8.1. AIM

To reduce morbidity and mortality of existing infectious disease outbreaks in the Niagara Region by
providing rapid access to vaccine/medication for all residents at risk in the Niagara Region.

8.2. OBJECTIVES

e To develop effective working partnerships with key community stakeholders that will enable
Public Health to implement a large scale mass immunization plan.

e To develop a safe effective mass immunization plan to include clinic locations, storage, security
of supplies and sites, safety of staff and residence, and required resources.

e To conduct staff education/training for delivery of immunization services and related activities.
e To develop operational procedures for vaccine/medication distribution and administration.
e To monitor vaccine safety, uptake, and effectiveness of vaccine program.

e To monitor adverse reaction to vaccine and report to MOH.
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8.3. CLINIC ASSUMPTIONS

Activation of the mass vaccination plan will be under the authority of the Medical Officer of Health in
response to a local outbreak or also if notified by the Provincial Authorities/Chief Medical Officer of
Health of Ontario.

Niagara Region Public Health will serve as the primary coordinator for the distribution and
administration of vaccines in the region of Niagara.

The following planning assumptions are made:

e Large scale clinics may be held in each of the 12 Niagara region municipalities as needed and
as capacity allows; and

¢ Clinics will operate as an 8 or 12 hour clinic based on community need, vaccine availability, and
staff availability.

Priority Groups

During the 2009 H1N1 influenza pandemic, vaccine was initially limited. Priority groups for
immunization were identified by the MOHLTC. The priority classifications were as follows:

e People under 65 with chronic medical conditions

¢ Pregnant women (more than 20 weeks or at any stage of gestation with other medical
conditions)

e Children 6 months to 5 years of age

¢ Health care workers involved in pandemic response or the delivery of essential health care
services

e Household contacts and care providers of persons at high risk who cannot be immunized or
may not respond to vaccine such as infants less than six months of age and persons who are
immunocompromised

The dates for priority groups’ immunization changed four times during the fall immunization campaign in
20009.

1. Prior to October 31, 2009 — emphasized priority groups but open availability to all who
presented

November 1 — 13™ — MOHLTC priority patients only

November 14 — 16" — MOHLTC priority patients plus Emergency and Health Care Workers
November 17 to 29" — open availability

Post November 30 — open availability with seasonal influenza vaccine also available.

akrwn

Vaccines Utilized

The following H1N1 influenza vaccines were used:
e Adjuvanted — Arepanrix

e Non adjuvanted - Panvax
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Adjuvanted vaccine (Arepranrix ™) was the first HIN1 vaccine distributed in the Niagara Region. It
was released to the following groups on the dates listed:

e Distributed to physician’s offices: October 23, 2009, 1* clinic
e Used in the first immunization clinic for Public Health employees on October 23, 2009
e Used in the first community immunization clinic on October 26, 2009

Non-Adjuvanted (Panvax ™) was offered at community clinics to all pregnant women (at any stage of
pregnancy) who requested it on November 4, 2009.

The number of people immunized as well as the number of immunization clinics held daily are shown in
Tables 8-1 to 8-4, and Figure 8-1.
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Table 8-1 HIN1 Immunization Clinic Statistics

Change | # Clients
in immunized
Priority at NRPH
Date # of Clinics | Groups Clinics
23-Oct-09 1 326
26-0ct-09 1 1808
27-0ct-09 1 2332
28-0Oct-09 1 3166
29-Oct-09 1 3891
30-Oct-09 1 547
31-Oct-09 1 X 1515
02-Nov-09 2 2192
03-Nov-09 2 2492
04-Nov-09 2 2461
05-Nov-09 5 2338
06-Nov-09 4 1214
07-Nov-09 3 1022
09-Nov-09 1 467
10-Nov-09 2 406
11-Nov-09 1 443
12-Nov-09 4 1099
13-Nov-09 3 X 984
14-Nov-09 1 637
16-Nov-09 2 1396
17-Nov-09 2 X 2428
18-Nov-09 2 1813
19-Nov-09 2 1758
20-Nov-09 2 1344
21-Nov-09 2 947
23-Nov-09 2 1475
24-Nov-09 2 1455
25-Nov-09 3 1068
26-Nov-09 3 1493
27-Nov-09 2 1055
28-Nov-09 1 259
30-Nov-09
01-Dec-09
Total 62 45831
Version 2 - December 2010 54




Figure 8-1. HIN1 Vaccine Uptake in Niagara Region 2009
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Table 8-2. Percent of Population Vaccinated by Age Group at Public Health Clinics, Plus Physician

Offices
# Total
Age Group Population | Vaccinated %
2,900
6mos<2 yrs 5,877 2.63% 49.34%
6,492
2 - 5yrs 16,316 5.88% 39.79%
17,541
6 - 19yrs 71,493 15.88% 24.54%
64,678
20 — 65yrs 262,476 58.56% 24.64%
18,835
66+ 77,943 17.05% 24.17%
110,446
Total 434,105 100.00% | 25.44%

Table 8-3. Percent of Population by Municipality Vaccinated
Health Clinics (Protocol for Electronic Clinic Systems data or

Municipality # % of %
Doses Doses population
vaccinated
Fort Erie 2534 5% 8%
Grimsby 2159 5% 9%
Lincoln 1689 4% 7%
Niagara 9019 19% 11%
Falls
Niagara-on- 1516 3% 10%
the-Lake
Pelham 2028 4% 12%
Port 2744 6% 14%
Colborne
St. 15419 33% 12%
Catharines
Thorold 2505 5% 13%
Wainfleet 668 1% 10%
Welland 5942 13% 12%
West Lincoln 1030 2% 8%
Total 47253

Total N: 51108
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Table 8-4. Vaccine Uptake by Niagara Municipalities

%

Municipality # Doses % of Doses | population

vaccinated
Fort Erie 2366 6% 8%
Grimsby 1716 4% 7%
Lincoln 1418 3% 6%
Niagara
Falls 8441 20% 10%
Niagara-on-
the-Lake 1087 3% 7%
Pelham 1860 5% 11%
Port
Colborne 1732 4% 9%
St.
Catharines 13510 33% 10%
Thorold 2252 5% 12%
Wainfleet 602 1% 9%
Welland 5396 13% 11%
West Lincoln 909 2% 7%
Total 41289

Date Extracted: 2009/11/27
Total N (October 23 - November 26): 44440

Total N With Valid Postal Code (October 23 - November 26): 41289
Total Non-Valid or Missing:3151

8.4. CLINIC LOCATIONS

Clinic locations are based on the number of people requiring immunization and the municipalities in
which they reside.

For large scale mass immunization clinics, locations may be at the same sites where annual influenza
clinics are held. (Refer to the Mass Vaccination Manual)

Locations chosen took the following into consideration:

public transit in urban centres
motor vehicle access in rural areas and suburban areas
adequate parking

size of clinic required

space

washroom facilities

internal storage space

safety for staff

costs

aesthetics

comfortable waiting areas
satellite offices.
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8.5. SUPPLIES

The Niagara PHD currently utilizes the BIOS database system to monitor vaccine inventory and
distribution in the Niagara Region.

Vaccine Preventable Disease Program (VPD) staff are responsible for monitoring, ordering, and
stocking supplies required for mass vaccination clinics.

A four-week stockpile of supplies normally used during influenza clinics will be used to determine
inventory list of supplies. (Refer to Mass Vaccination Manual)

In an influenza pandemic the Ministry of Health and Long Term Care (MOHLTC) will complement this
four-week stockpile to ensure each Public Health Unit has an eight-week stockpile required during the
six-eight week pandemic wave. To access the ministry stockpile during a pandemic, health care
provider organizations should contact the Ministry Emergency Operations Centre at 1-866-212-2272.
Supplies will be used in scheduled VPD clinics prior to expiry date and restocked for mass vaccination
clinics.

For a list of immunization clinic supplies required for four weeks refer to the Mass Vaccination Manual.
8.6. STORAGE

A secure on-site location for storage of supplies has been designated in the Thorold office of Niagara
Public Health.

e Storage shelves have been allocated for Pandemic supplies.

e The VPD Team Leader is responsible to track the amount of supplies and the rotation of
supplies to be used for regular immunization clinics held by Public Health throughout the
Niagara Region. The Infectious Disease Program will ensure a four-week supply of Personal
Protective Equipment (PPE) is available.

e Goal is to have enough supplies stock piled for a four-week period.

¢ A monitoring system in the Excel program has been developed to track how much stock is on
hand. This will be updated on a regular basis to ensure supply is not being depleted.

e Only the VPD Team Leader and VPD and Infectious Disease Program Managers will have
access to the storage supplies.

Refer to Mass Vaccination Plan Appendix 4 Policy 110020.4 - Storage of Vaccines for details on how
vaccines are stored.

8.7. SECURITY

All clinic supplies and vaccines will be stored in a secure location in the VPD program at the main
Public Health building, and meet cold chain requirements.

Injecting nurses who leave their work station for breaks will leave their blue bag that stores vaccine at
another injecting nurse’s station or a designated secure site at that clinic.

Clinic coordinators will ensure that vaccine is secure and not left unattended.
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In a pandemic, vaccine in clinic settings will be signed out by each injecting nurse electronically (using
Protocol for Electronic Charting Systems (PECS)) to account for vaccine being administered and to
maintain inventory.

Security will be enhanced through redeployment of Public Health staff for large-scale clinics such as a
pandemic. Licensed security personnel and/or police services may be used as required for:

- escort transportation of vaccines

- traffic control in parking lot

- crowd control outside and inside clinic facility

- close supervision of vaccine in secure clinic area.

8.8. TRANSPORTATION

The Vaccine Preventable Disease Program will arrange for transportation of immunization supplies and
vaccines to immunization clinic sites. Transportation process will vary based on scale of immunization
clinics.

8.9. STAFFING

8.9.1. Staff Immunization

During pandemic or seasonal influenza clinics, all staff and volunteers are expected to be vaccinated
for influenza. (See Policy 50 Staff Immunization)

8.9.2. Recruitment and Positions

There will be a large number of staff required to implement the mass vaccination plan options. Plan
option chosen may be based on staff availability.

Staff will be recruited from within all departments of Public Health. Recruitment of staff is addressed in
the Niagara Region business continuity plan.

Positions required will be based on whether it is a small-scale clinic or large-scale clinic.
For large scale clinics, staff will be the following people:

Medical (physician) support
- Clinic coordinator
Febrile Respiratory lliness (FRI) screeners
- Greeters
Registration clerks
Injection nurses
Recovery nurses
Recovery care providers
- Flow controllers
- Supply distributors
- Security personnel
Infection control practitioners
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Physicians (for consultation and medical services)
For small-scale clinics, staff may comprise of the following people:

- Clinic coordinator
Registration clerks
Injection nurses
Recovery nurses

8.9.3. Volunteers

Volunteers may be recruited to staff clinics. Volunteers may be utilized to be FRI screeners, greeters,
registration clerks, flow controllers, and recovery care providers, based on skill set.

8.9.4. Staff Assignment Worksheets

Staff from Vaccine Preventable Disease Program will be assigned to complete a staff assignment
worksheet with designated staff or volunteers to fill all roles required to operate each clinic (in
accordance with their Collective Agreements). Staff will be informed of their assignment by a variety of
modes (i.e., at orientation, e-mail, phone).

8.10. ORIENTATION

As with any emergency response plan, staff training is the key to successful implementation of the
mass immunization plan.

Orientation will be provided for all staff and volunteers scheduled to work in clinics according to the
outline below.

General Orientation

The following issues will be addressed by each individual program manager for their staff scheduled to
work in the clinics:

¢ General Roles and Responsibilities of each staff and volunteers, as well as detailed roles
assigned to their specific staff members.

¢ Infection Control Routine Practices, (refer to Mass Vaccination Manual Appendix 11). Infectious
Disease Program assumes the lead for this orientation.

e Febrile Respiratory lliness Policy and Surveillance Form (Refer to Mass Vaccination Manual
Appendix 12). Infectious Disease Program will be the lead for this orientation.

e Review Client Privacy Information (refer to Mass Vaccination Manual Appendix 13)

Nursing Orientation

In addition to above, the following issues are addressed with all nursing staff by each individual
Program Manager to ensure adequate preparation for clinic role:

e Vaccines and administration review. Consult Vaccine Preventable Diseases (VPD) program for
resources (refer to Vaccine Administration Manual Appendix 14)
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e Consent to Treatment Policy and Guidelines, (refer to Mass Vaccination Plan Appendix 15)

¢ Medical directive and fact sheets for vaccine to be administered will be provided by Infectious
Disease or Vaccine Preventable Disease Program according to the type of clinic being offered.
(Refer to Mass Vaccination Manual Appendix 16)

e Exposure to Blood/Body Fluids policy, and Report Form (refer to Mass Vaccination Manual
Appendix 17 in the event of a needle stick injury)

e Medication Error Policy and_Form (refer to Mass Vaccination Manual Appendix 18)

e Management of Adverse reactions. See below.

8.11. DOCUMENTATION

Computer resources will be made available to enter data electronically on each vaccine recipient during
registration and at appropriate points throughout the immunization process.

To date, electronic documentation is only programmed for influenza clinics and will also be used in the
event of a pandemic.

As a back-up, paper copies of the Immunization consent form (Appendix 12) and immunization record
chit will be available in sufficient quantities so that clinic operations can continue in the event of a
computer system failure.

Documentation of consent and vaccine administration and nurse’s notes will be documented
electronically. Vaccine manufacturer, vaccine name, lot number and expiry date will be inputted in the
computer program the day prior to the clinic or day of the clinic by the clinic co-ordination or charge
nurse. See Appendix 20 Administrator’s Software Instruction Manual for procedures on data entry.

Documentation of an adverse reaction will not be done electronically. Refer to policy 40 Emergency
Procedures and Appendix 17 MOH Adverse Event Report Form.

For pandemic or other clinics where a two-dose series is required, the encoder in the vaccine
preventable program will enter client demographic and vaccination information into the existing VPD
database program.

Protocol for Electronic Clinic Systems (PECS)

Due to Niagara’s forward thinking and innovation, a software application called Protocol for Electronic
Clinic Systems (PECS) had been piloted and had demonstrated success within seasonal influenza
community immunization clinics during the 2008-2009 campaign. PECS served as the model of
immunization delivery for the pH1N1 Mass Immunization Clinics (MIC) within Niagara region. This
electronic system provided the ability to capture all client information in a central repository at the point
of care and allowed for real-time access to data.

PECS offers timely, streamlined, standardized patient tracking and better quality of health care delivery.
In brief, upon entering a clinic, clients are met by the receptionist who electronically inputs demographic
information from Ontario health cards and drivers licenses using magnetic strip readers that are
attached to the reception laptop computers. Medical information/history is collected by the receptionist
who typed this data directly into the software application. Client names are automatically time stamped
within the software and placed in a queue within the electronic waiting room. When a nurse becomes
available, the clients names are called. Each vaccination nurse reviews the on-line client medical
information/history and then directly inputs the vaccine information (e.g., lot number, dose).
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Each injecting nurse has a computer at their injecting station. Nurse injectors log on to the computer at
their station.

Nurse injectors obtain vaccine from a central location at the clinic sites. The number of vials obtained is
entered into the database and this keeps track of doses given and doses remaining. All vials opened
have a designated label number. Nurse injectors write the label number, date and initial on the vial
being used. At the end of the nurse injector’s shift all partial and full vials are returned to the central
storage location and documented in the nurse inventory section.

When the client presents to the injection area, the injecting nurse reviews and updates the electronic
data collected at registration. See Appendix 21 Nursing Software Instruction Manual for procedures on
data entry.

Consent for vaccination is obtained verbally after the injecting nurse reviews the consent form
guestionnaire with the client.

There is no need for a nurse’s signature as the nurse’s electronic name will be inputted when logging
onto the computer system.

8.12. CLINIC FLOW
See Figure 8-2 for Small Scale Clinic Flow chart and Figure 8-3 for Large Scale Clinic Flow chart.

Implementation of electronic data entry and documentation will allow staff to locate client as they
process through the clinic area.

8.13. ADVERSE REACTIONS

Vaccine adverse reactions are likely to occur in the post-vaccination waiting area. Refer to Figure 8-4
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Figure 8-2. Small Scale Mass Vaccination Flow Chart
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Figure 8-3. Large Scale Mass Vaccination Flow Chart
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Figure 8-4: Information Flow for Adverse Events Reporting
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CHAPTER 9 Communications

9.1. INTRODUCTION

Niagara Region Public Health (NRPH) will lead public health communications for our local community,
with support and input from the Ministry of Health and Long-Term Care, Public Health Agency of
Canada, and key local stakeholders (i.e., Niagara Health System). In order to support this leadership
role, communication objectives, principles and accountabilities have been clearly outlined in the event
of a pandemic.

Multiple communication activities will be used to ensure that information conveyed is transparent,
accessible, accurate, and real time, in order to assist residents, businesses, the health care sector, and
other community stakeholders with their pandemic response.

9.2. OBJECTIVES

Niagara Region Public Health Communications will do the following:

Utilize the Incident Management System (IMS) to ensure communication activities align with
internal business models, specifically planning, operations, liaison, logistics, and administration.

Work closely with the IMS Incident Commander to ensure communication activities support the
overall management of pandemic in Niagara.

Link to, and liaise with, the Ministry of Health and Long-Term Care (MOHLTC), Ontario Agency
for Health Protection and Promotion (OAHPP), Health Canada, Public Health Agency of Canada
(PHACQC), and established regional networks.

Ensure open, transparent, and supportive communications with the Niagara Health System,
West Lincoln Memorial Hospital, and Hotel Dieu Shaver Health and Rehabilitation Centre, as the
lead health care providers for Niagara.

Ensure that health care workers, essential services workers, primary health care sector, and the
Local Health Integration Network have access to real time information to assist with pandemic
response.

Be the lead organization for public and stakeholder communications within Niagara, pertaining to
health-related communications.

Be supported by provincial, national, and international sources, complemented by information
from local hospitals and municipal leaders.

Distribute clear, concise, and timely information to the public using multiple communications
activities.

Assist in educating Niagara region residents about the influenza pandemic, pandemic planning,
how to access self-care information, and how to encourage behaviour change to reduce the
spread of iliness.
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Be available to provide proactive and reactive advice and information to the broader community
and stakeholders.

Establish and identify local community groups/organizations and develop networks and
partnerships for the purposes of informing the public.

Convey information, key messages, and information products to local networks/ partnerships for
distribution to their respective networks.

Ensure that Niagara Region Corporate Communications will co-ordinate non-health-related
communications to inform residents of changes in regional services (i.e., snow removal, waste
collection, etc.).

Use strategies and actions that will consider the information needs of identified internal and
external audiences.

Apply key learning’s from leading public health and health care reviews, such as the Walker
Report and the Campbell Commission on SARS.

Convey lessons learned during each phase of the pandemic with decision-makers for ongoing
improvement of Niagara Region’s pandemic response.

9.3. COMMUNICATION PRINCIPLES

Public health risk communications principles must be applied in developing both content and strategy
for public communications activities in response to an influenza pandemic.

Key communications principles include the following:

Roles, responsibilities, policies, procedures, and accountabilities will be aligned per IMS model
and the issues-based model used by the MOHLTC.

All communications materials, from all sub-committees, will be approved by the Medical Officer
of Health and/or designate, Public Health Communications, and the Corporate Communications,
Senior Manager, as per the Department Policy X-40 "Media Communications and Co-ordination".

During all stages of pandemic communications, Regional Council/Board of Health and the
Corporate Management Team will be briefed regularly on activities and developments, in order to
assess emergency management actions.

Essential information will be disseminated promptly through multiple communications activities.

Information targeted at the general public will be written and developed using clear
communication (e.g., health literacy) and will be provided in multi-lingual formats (available via
MOHLTC, Public Health Agency of Canada and Health Canada websites) and in formats
designed for the disabled (large print, audio, signed TV segments) upon request.

Health care stakeholders will receive daily and/or more frequent information, as it is received
from the Ministry of Health and Long-Term Care to public health units.
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e The media and the general public will be provided with regular, up-to-date information.

o Official spokespersons will be designated, credible, available, and supported by all parties
involved in the crisis.

e Communications activities will be conducted in a manner designed to retain public confidence
while minimizing anxiety and disruption, and encouraging vigilance.

9.4. COMMUNICATIONS ACCOUNTABILITIES
The Ontario Pandemic Crisis Communications Toolkit for the Broader Health Sector (updated: August
2008) clearly outlines communication roles and responsibilities for the federal government, provincial
government, and local government/public health authorities. The specific activities for the public health
authority include the following:
¢ Implement surveillance and outbreak control measures consistent with provincial guidance.

e Communicate with Ministries within the Government of Ontario.

¢ Communicate with health care facilities and emergency responders regarding provincial
guidance on health services delivery, outbreak management, and other issues.

Additional activities for the public health authority, as a liaison between the MOHLTC and Niagara
Region, include the following:

e Initiate an IMS model to assist with daily calls with the various branches of the MOHLTC (i.e.,
communications, operations, etc.).

e Liaise with CAO and Niagara Regional Chair to ensure information is made available to inform
organizational and political activities, as needed.

e Communicate information from the MOHLTC and Ontario Agency for Health Protection and
Promotion (OAHPP), as appropriate, to Niagara organizations (i.e., Local Health Integration
Network).

e Develop key messages and statements based on current, relevant information and the local
experience.

e Work with internal experts to interpret Important Health Notices (IHN) from the MOHLTC for
community stakeholders, and develop content for internal and external stakeholders.

e Distribute materials and information from the MOHLTC and OAHPP to members and community
stakeholders.

e Communicate with the media.
¢ Identify and help prepare primary and secondary spokespeople as required.

e Determine third-party contacts to use as spokespeople.
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e Ensure media monitoring is in place.
e Provide ongoing and regular updates to Niagara Region senior leadership.

Based on the above, NRPH has identified the following terms under which Public Health
Communications area will function:

¢ Distribution of information and key messages will be managed by Public Health
Communications, Community Development and Surveillance Division, with support from the
Corporate Communications Division, Integrated Community Planning Department.

e The IMS (refer to Appendix E) framework will be applied to pandemic communications and
related activities.

e Public Health Communications and Corporate Communications will access the “Communications
Plan for Issues and Incidents — Corporate and Departmental Plan” (refer to Appendix 9-G). This
plan identifies appropriate responses to issues and incidents and provides the details related to
crisis management, roles of Niagara Region staff and the Niagara Regional Chair, the location of
a central communications area, the establishment of a public information centre, etc.

e Health promotion staff may be seconded to provide tactical and administrative support to Public

Health Communications, Community Development and Surveillance Division, in order to manage
the above activities.

e Communications accountabilities will be shared among key public sector communications
branches, specifically the Niagara Health System; day care providers; area schools boards; and,
post-secondary institutions.

9.5. COMMUNICATIONS COMMITTEES

To address the work that is required to sustain communications over a long period of time, two
separate committees have been established. They are as follows:

1. Niagara Region Communications Sub-committee

Co-chairs: Director, Community Development and Surveillance, Public Health
Communications Specialist, Public Health

Reports to:  IMS Incident Commander

Members: Public Health professionals, with support from Corporate Communications and the Office
of the Regional Chair.

Goal of Niagara Region Communications Sub-committee:
e Develop and regularly update a pandemic communications plan for the Niagara region.
Objectives:

e Use the IMS model to achieve communication outcomes.
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e Ensure that NRPH, with MOHLTC support, is prepared to respond to community
communications needs (i.e., general public, health care sector, and service providers).

e Ensure that health care providers have access to transparent, accessible, accurate, real time
information that will help them respond to challenges during each phase of the pandemic (as
per Appendix 9-A).

¢ Provide consistent, co-ordinated, effective, and on-going public and provider communications
regarding the pandemic plan and in the event of a pandemic outbreak.

¢ Identify the communications activities that must occur during each phase of the pandemic.
e Develop a plan to meet sustained, intense media demands during the course of the influenza
pandemic, and to ensure the materials and means to meet those demands are established,

available, and identified.

e Encourage and assist the IMS Incident Commander and IMS committee leads with effective
collaboration and communication across pandemic planning committees.

2. Pandemic Response Communications Group (Community-based)

Co-Chairs: Communication Specialist, Public Health
Corporate Communications, Senior Manager, Niagara Region

Members: Public Sector Communicators Group (as per Appendix 9-B). Functions primarily as a
virtual working group using electronic methods (e-mail) or collaboration sites to connect
and share information, best practices, etc.

Goal of Pandemic Response Communications Group:

e Support the implementation of communications activities as defined by this working team.

Objectives:

e Strengthen communication channels among public sector communications leads across
community and health care organizations.

e Ensure a mechanism is in place for two-way communication with these stakeholder groups.

e Leverage existing communication networks within these respective community and health care
organizations.

e Assistin educating various targeted audiences about the influenza pandemic, pandemic
planning, how to access self-care information, and how to encourage behaviour change to
reduce the spread of disease.

¢ Identify organizational spokespeople and provide key messages and background information
(as per Appendix 9-C).

e Share resources to strengthen internal business continuity plans and community-based plans.
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e Assist in promoting influenza immunization to prevent morbidity and mortality in the general
population.

¢ Maintain public confidence in public services.
9.6. COMMUNICATION METHODS

A number of communication activities will be used to inform the public and stakeholders. A 24-hour
clock has been created to co-ordinate daily communication activities (see Appendix 9-G) in line with
MOHLTC communication activities, needs of the media, and public expectations.

The following charts identify the appropriate use of these methods for the intended audiences: one
external (i.e., general public and community stakeholders) and one internal (i.e., Niagara Region staff).

External Stakeholders (General Public/Community)

Health care providers and emergency responders will need access to all the information conveyed to
the general public, including business continuity planning, infection control practices, personal
precautions, and general preparedness. External stakeholders include the following:

Area employers.

Chambers of Commerce.

Emergency responders (police, fire, ambulance).

Essential services (i.e., hydro, etc.)

Family physicians.

Faith communities.

Funeral Directors Association of Niagara.

Health professionals and health care facility staff.

Hotel Dieu Shaver Health and Rehabilitation Centre.

Information Niagara.

Industry representatives.

Key non-governmental associations and organizations (e.g., Big Brothers Big Sisters, Community

Care).

Local Business Improvement Associations.

Medical laboratories.

Members of provincial and federal parliament.

MOHLTC Communications Branch.

Municipalities directly affected.

Municipalities not directly affected but impacted.

Municipal, regional, provincial, and federal governments.

Niagara Economic Development Corporation.

Niagara Health System (NHS):
NHS locations include Greater Niagara General Hospital, St. Catharines General Hospital,
Welland Hospital, Douglas Memorial Hospital, Niagara-on-the-Lake Hospital, and Port Colborne
General Hospital.

Niagara Regional Housing.

Niagara Peninsula Conservation Authority.

Niagara Victim Crisis Support Services (NVCSS).

Ontario Agency for Health Protection and Promotion.
Pharmacies.
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Post-secondary institutions.
Private educational institutions.
Public Health Agency of Canada.

Regional and national media.

School boards.
Tourism industry.

West Lincoln Memorial Hospital

(See Appendices 9-H, 9-1, 9-J)

Communication activities include the following:

Product/Activity Audiences Distribution Channel | Pandemic Period
Website information Community partners Internet Phases 1 -6
(www.niagararegion.c | General Public
a) Media
subscription to
webpage
links to provincial,
federal and
international updates
house local resources
and tools
Information Line General Public 905-688- Telephone line Phases 1 -6
8248, ext. 7765
(password will be published
internally)
Pre-recorded General Public Telephone line Phases 1 -6
message for the (password will be published 905-685-8248 ext.
public, including FAQs | internally for updates) 1-888-505-6074 ext.
(See Appendix 9-K) 7765
Teleconferences Local, Provincial, and Federal | Telephone line Phases 1 — 6
Contacts (i.e. Niagara Health
System)
Print Products General Public and Targeted | Newsletters Phases 1 -6
Articles (stock articles | Audiences (i.e.
for community-based | childcare centres, school
newsletters) newsletters, church bulletins,
Fact sheets Municipal Councils, Niagara
Memos/Updates Public Sector Communication
Bulletins — hard copies | Network)
E-Bulletins —
electronic copies
Presentations Municipal Councils Meetings Phases 1 -4

Employee Groups
Health Care Community
Targeted Agencies
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Product/Activity

Audiences

Distribution Channel

Pandemic Period

Physicians

Updates

MOHLTC Communications
Branch

OAHPP

PHAC

To be determined

Phases 1-6

Marketing materials
for vaccination clinic
times and locations

General Public
Niagara Public Sector
Communications Network

Direct mail

Public Information
Centre

Workplace Wellness
Network

Phases 2 — 6 and
updated as needed

Media Relations Local, National, and Media products Phases 2 — 6
Activities International media Media briefings
Niagara Public Sector
Communications Network
Paid Ads (for public General Public Newspapers, radio, | Phases 2 — 6
health measures, flu and TV (i.e. CHTV,
assessment centres, COGECO)
vaccination clinics)
Mass faxing Outbreak Emergency Fax through Phases 2 - 6

Management Database
members

Infectious Disease
Program Assistant

(as needed)

Website Collaborative | Niagara Health System, Managed through Phases 5 -6
Dark site health care provides, and NRPH
Public Health employees communications and
Information Systems
(1S)
Social Media 2.0 General Public Internet tools Phases 5 - 6
YouTube
Twitter
Facebook
Establishment of General Public As per Niagara Phases 5 -6

Public Information
Centre(s)

Region Crisis
Communications
Issues and Incidents
Plan

Internal Stakeholders

It is recognized that the following audiences will need varying levels of information to perform their
work. Communications activities will ensure that the key messages/information meet the needs of the
respective audiences. Internal stakeholders include the following:

Office of the Regional Chair.

Office of the Chief Administrative Officer.
Members of the Board of Health/Regional Council.
Executive Officer to the Regional Chair.

Senior Manager, Corporate Communications.

Crisis Communications Response Team (web-admin; telecommunications; corporate communications).

Corporate Management Team.
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Departmental Senior Management Teams.
Regional Emergency Operations Control Group.

IMS Incident Commander.
IMS Committee.

Niagara Emergency Management Services (NEMS) Senior Management Team.

Public Health.

Niagara Region employees.

Communications activities

include the following:

Product/Activity

Audiences

Distribution Channel

Pandemic Period

Teleconferences

Staff involved in
communications, service
delivery, and/or business
continuity planning

Telephone line

Phases 1-6

Internal Briefings and
Updates

Regional Chair and
Regional Council

Chief Administrative Officer
Standing Committees
Regional Emergency
Control Group

Emergency Measures
Office

Regional employees

Public Health Department
staff (i.e. Infectious Disease
and Vaccine Preventable
Disease staff)

Community Services
Department staff (i.e.
Homes for the Aged)

Meetings,
teleconferences,
briefings, and
e-mail

Phases 1 -6

Presentations

Regional Council

Public Health and Social
Services Committee

Public Health staff
Community Services
Department staff

Niagara Region employees

Meetings

Phases 1 -3

Telephone Voice
Broadcasted messages

Niagara Region employees
(limited capacity — not
available at all regional
work sites)

Telephone

Phases 4- 6

E-Bulletins/Niagara
Current

Niagara Region employees

E-mail

Phases 1-6

Regional web-site

Niagara Region employees

IS staff

Phases 1-6

Intranet Web Pages
(SHERPA)

Niagara Region employees

IS staff

Phases 1-6
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Staff Info Telephone Niagara Region Employees | Telephone Line Phases 1 -6
Line — pre-recorded

messages
Internal e-mail account | Niagara Region Employees | E-mail account Phases 1 -6
for two-way
communication
Articles for newsletters | Department and Submissions to Phases 1 -6
Regional employee editors of
newsletters newsletters

Misinformation, Rumour Management, and Risk Mitigation Strategies
Several steps must be taken to stop rumour development and to control the spread of misinformation:
¢ Communications must remain consistently proactive, transparent, and timely.

e Media coverage must be evaluated on a daily basis and link to local surveillance data, proactive
interventions, etc. This includes analyzing hard news coverage, editorials, and letters to the
editor.

¢ Finally, those responsible for communications must anticipate public sentiment and explain
public risk to manage potential sources of misinformation. This requires developing new key
messages for spokespeople and establishing the proper vehicles and channels to disseminate
the information.

Medical and Media Advisories

Appendices 9- D and 9-E are templates that are utilized for communicating information updates to the
Niagara Region medical community and media stakeholders. A detailed list of Medical advisories that
were distributed during the 2009 H1N1 influenza pandemic can be found in appendix 9-K.

Niagara Region HIN1 Website Activity

The Niagara Region website provided regular and timely HIN1 information to Niagara residents. Over
200,000 visitors accessed information from the HIN1 web pages between September to December
2009. A subscription function feature was added to the H1N1 landing page late September 2009. As
of December 18, 2009, there were over 800 subscribers to the site. A weekly alert was sent each
Friday updating subscribers to new or updated information. A total of 10 alerts were sent from
September 23 — December 18, 2009. During this period, website analytics were collected and
interpreted weekly to determine what HIN1 information Niagara residents were seeking and how they
were finding the information to ensure our website was used and designed most effectively. The
information below summarizes the overall analysis.

Cumulative Content Performance Charts

The following charts represent the 12 pages on the H1N1 site. These include: H1N1 landing page,
Hand Hygiene, Respiratory Etiquette, Cleaning and Disinfecting, Parent Advice, HIN1 Fact Sheets,
H1N1 Immunization Clinics, Recovering From Flu, HLN1 Information For Pregnant Women, H1IN1
FAQ, Influenza-like lliness, and Professionals and Schools. Data begins in week 1 (August 27-
September 3, 2009) and continues to week 16 (December 10-17, 2009).
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Note: Some pages have been added to the data collection in later weeks

Figure 9-1 Cumulative Niagara Region Public Health web site pageviews
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Note: this chart does not include three HIN1 pages as they received significant views which skew the
above data. This data can be observed in Chart 9.1 below.

Cumulative Pageviews: Illustration 1.0 details the number of pageviews for each page on the HIN1
site, received from week 1 to week 16. The first three weeks contained only 4 pages — H1N1 landing
page, Hand Hygiene, Respiratory Etiquette, and Cleaning and Disinfecting.

The Hand Hygiene, Respiratory Etiquette, and Cleaning and Disinfecting, Parent Advice, and
Professionals and Schools pages had consistent activity throughout the weeks. Prior to the start of
H1N1 vaccination clinics, these pages provided information that was preventive in nature and
encouraged infection prevention and control. After several weeks of vaccination clinics, these pages
began to decline in activity. This may be attributed to the public feeling safe as there was less illness
circulating, and having all the prevention information they required.

As new factors relating to HLN1 arose, many pages were added to the site. HIN1 Fact Sheets,
Information for Pregnant Women and Influenza-like lliness pages were created and immediately began
exhibiting activity, evidently showing what was important to those visiting our website. As expected, all
pageviews began to drop significantly as we reached the later weeks of the H1N1 clinics and the
community had received the information they required about preventing the illness or taking care of an
ill person.
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Cumulative Pageviews: lllustration 1.1 shows the three most active pages on the site. As expected, the
H1N1 landing page was predominantly the first page visitors accessed when entering the H1IN1 site;
therefore this page received much more activity on a weekly basis than the majority of the other pages.
The H1N1 vaccination clinics page was the most active page on the site; from when it was added to the
site, the number of pageviews it received was well above any other pageview. Traffic to these pages
declined dramatically once the public began receiving HIN1 vaccination.
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Note: this chart does not include three HIN1 pages, as they received significant views which skew the

above data. This data can be observed in Chart 1.1 below.
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Cumulative Unique Pageviews: lllustration 1.0 shows very similar data to that of Cumulative Pageviews
1.0. but unigue pageviews refer to the number of visits by new visitors during which one or more of the
pages were viewed. The Hand Hygiene, Respiratory Etiquette, Cleaning and Disinfecting, Parent
Advice, and Recovering From Flu pages all show consistent data throughout the weeks, with some
peaks in activity around week 10 (October 30 — November 6, 2009). The Information for Pregnant
Women, H1N1 Fact Sheet, and Influenza-like lllness were more popular on the site, as they contained
information that was timely and relevant to the public as illness was circulating in the community and
our messaging included a focus on pregnant women (as they were at a greater risk). All pages
dropped in unique pageviews by week 12 as the public appeared to have the information they needed
and were attending vaccination clinics.

Cumulative Unique Pageviews 1.1
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Cumulative Unique Pageviews: lllustration 1.1 exhibits the three most popular pages on the site, with
the HIN1 Immunization Clinics page being the most active of all pages which may exhibit the public

was most interested in vaccination information. The HLIN1 Landing Page and HLIN1 FAQ pages also
received more unique pageviews than most pages.
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Note: Recovering From Flu data for week 12 was misrepresented, therefore received 0:00.

Cumulative Average Time on Page; this information illustrates all pages on the H1N1 site with data
detailing the average length of time each page was viewed for the week. The original four pages —
H1N1 Landing Page, Hand Hygiene, Respiratory Etiquette, and Cleaning and Disinfecting pages, all
show consistent times, with occasional peaks, notably Hand Hygiene on weeks 4, 12 and 15, and
Cleaning and Disinfecting on week 14. Although the HIN1 Immunization Clinics page was the most
viewed page on the site, its average time was similar to all pages. This can be expected as the
vaccination clinic page was a task-oriented page, meaning visitors came for the information they
required and then left. An odd finding was the Information For Pregnant Women page, which peaked to
the highest of all pages on week 15 to over seven minutes. Overall, all pages showed one and three
minutes, which is reasonable given the amount of new information available to residents.
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Cumulative Bounce Rate
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Cumulative Bounce Rate shows the percentage of single page visits resulting from a specific page.
This means the number of visitors who immediately leave the site after visiting the one page. Many
pages have weeks with a 100% bounce rate that show viewers searched the content from an outside

resource, arrived at the specific page, and immediately left the site. This can be expected as

subscribers to the HIN1 page received weekly e-mail alerts with direct links to the new or updated
content. However, there are also many weeks with low bounce rates, many of which were 0%. This
means visitors searched the original page they entered and remained on the site. For the most part, the

pages show sporadic increases and decreases in bounce rate, but remain within 40 — 80%.
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Cumulative % Exit shows the percentage of visitors that exited the site from a specific page. The HIN1
Immunization Clinics page, on average, was above a 50% exit rate. Due to its popularity among the
public, it is clear that the majority of viewers came to the site for this specific information and once it
was received, they exited the site from that page. The Cleaning and Disinfecting page was another
page exited by a large percentage of viewers. The remaining pages for the most part remain under
50% which is evidence that viewers viewed multiple pages when arriving at the H1N1 site. The more
dispersed the exit percentages are among all the pages, the more likely it is that multiple pages were
viewed as they were all exited at similar percentages. Pages such as Parent Advice, HIN1 Landing
Page, Influenza-like lliness, and Professionals and Schools, show the lowest consistent exit
percentage. This shows that viewers continued to view the rest of the site after viewing these pages.
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Lessons Learned — Communications

H1N1 presented NRPH with the opportunity to renew and strengthen working relationships established
over the development of our pandemic planning efforts. However, what worked most to our benefit was
the respectful, timely, and open dialogue between communications professionals across Niagara.

Key recommendations for future consideration include the following:

e Convene a planning meeting with all personnel involved in communications activities (internal
and external partners) to clarify and confirm roles, responsibilities, and expectations.

¢ Redeploy non-essential NRPH personnel, based on competencies and availability, to provide
support on assigned telephone lines and media management. Provide relevant training in
advance, where and when possible.

e Prepare draft communication products in advance, based on various scenarios.

e Ensure availability of media spokespeople, along with a back-up spokesperson, to manage
peak periods of media inquiries; and assist in the prevention of spokesperson fatigue and
supports business continuity plans. This practice is also recommended for the NRPH
Communications Specialist, as media needs were significant over the course of HIN1.

e Assign communication resources to balance operational and strategic planning needs.

¢ Recognize the media as a key partner and consistently respond to their inquiries in a timely and
comprehensive manner.

¢ Maximize use of available technology, for example distribute weekly e-mails to website
subscribers with updates pertaining to local surveillance and planning activities and use social
media as appropriate. Expand current technology infrastructure to support more progressive
use of available Niagara Region information technology solutions.

e Provide regular updates to all Niagara Region employees pertaining to clinic operations,
participation rates, Ministry directives, etc., through established internal communication tools.

¢ Review NRPH information cycles to ensure alignment with Ministry communication and decision
making processes.

¢ Provide IMS training to all relevant and internal and external stakeholders, so that awareness of
the process, structure, and protocols are in place prior to the emergency.
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APPENDIX 9-A: PANDEMIC PHASES

For all phases of pandemic communications, similar communications vehicles, channels and
distribution methods will be used to reach target audiences. The pandemic phases described below
are those adopted by Health Canada, from the World Health Organization (WHO).

Interpandemic Period

Phase 1 — No new influenza virus subtypes have been detected in humans.

Phase 2 — A circulating animal influenza virus subtype poses a substantial risk of human disease.

Pandemic Alert Period

Phase 3 — Human infection(s) with a new subtype, but no human-to-human spread or spread to a close
contact only.

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

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

Pandemic Period

Phase 6 — Increased and sustained transmission in general population.
1) Local Communications Activities by Phase

Phase 1:

e Work with professional organizations and labour associations to promote Universal Influenza
Immunization to the public and to health care workers (HCW).

¢ Ensure that all educational materials for the public and HCWs on influenza are accurate, up to
date, and accessible (i.e., languages, clear communication).

¢ Work with health care settings to encourage education for providers about influenza, the risks
and preventive practices.

¢ Monitor immunization rates among health care workers in different settings, and provide
information back to the health care settings, so they can compare their rates with those in
similar settings.

¢ Maintain pandemic contact lists that include local emergency services, fire, police, and health
care facilities).

e Continue to reinforce the importance of prevention activities.

e Continue to work with MOHLTC to improve communications infrastructure.
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¢ Participate in annual pandemic simulation exercise and use results to refine MOHLTC Crisis
and Risk Communications Response Plan and the Regional Communications Plan.

¢ Work with MOHLTC to establish procedures to ensure that all information is accurate at the time
at which it is released.

o Circulate copies of the Niagara Region Influenza Pandemic Response Plan and associated
contingency plans to key stakeholders.

¢ Post Niagara Region Influenza Pandemic Plan on Niagara Region website for public use.
¢ Update SHERPA site for Niagara Region staff and pandemic sub-committee members.

¢ Develop and maintain a stakeholder database (i.e., outbreak/emergency measures database —
epidemiology), including their preferred method of communication.

Raise awareness among key partners of pandemic preparedness through the following:

Reports to Public Health and Social Services Committee (PHSSC).

Meetings with pandemic sub-committee chairs and Influenza Pandemic Steering Committee.
Presentations at the three main hospital corporation’s medical grand rounds.

Work with the Public Sector Communicators Group.

Efforts to strengthen relationships with local media outlets to support the communications
network for ongoing dissemination of public information.

Phase 2;

e Continue phase 1 activities.

Phase 3:
¢ Review, and if necessary, refine local communications plan.

e Confirm when and what to communicate to the public, health care workers, workplaces, and
other audiences, focusing on existing influenza prevention methods and WHO/PHAC updates.

¢ Review, and if necessary, update pandemic contact list.
Phase 4:
e Continue phase 3 activities.
e Confirm local spokespeople and back-up personnel for a pandemic.
e Provide crisis communication training.

e Confirm that local health facilities have updated pandemic/internal business continuity plans.
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Verify list of stakeholder and media contacts.

Confirm translation requirements.

Phase 5:

Work with MOHLTC to develop public education messages, and define the role of
spokespersons.

Participate in crisis communication network.

Implement plans to communicate will all relevant audiences, including the media, key opinion
leaders, stakeholders, and employees.

Phase 6:

Activate crisis communications plan.
Distribute fact sheets.
Continue regular communication with communication partners.

Provide information in real-time to HCWs, media, and the public regarding Ontario’s level of
readiness, possible decreases in service, and alternate care sites.

Update annual multimedia campaign promoting Universal Influenza Immunization Plan (UIIP),
adding information about current influenza activity.

Provide information about vaccination developed for new pandemic influenza virus (if
applicable).

Continue to work with MOHLTC and OAHPP to provide consistent messages.

Continue to provide information/updates to HCWs, the media, and the public.

Work in partnership with the Public Sector Communicators Group.

Gather information from the field and use that to inform/refine the communications plan.

Monitor effectiveness of local communication strategy and modify as required.

End of First Pandemic Wave, Pandemic Subsiding

Identify lessons learned.
Evaluate local communication response.
Postpandemic Period

Revise pandemic communications plan, based on experience.
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Return to Phase 1 activities.

Version 2 - December 2010

86



Appendix 9-B: Public Sector Communicators Membership List

This confidential membership list may be requested through
Public Health, Communications.
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Appendix 9-C: Niagara Region Media Contact List

This confidential media list may be requested through
Public Health, Communications
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Appendix 9-D Media Templates

Niagara / / Region MEDIA RELEASE

Title

NIAGARA REGION, <Month, date, year> - <Introductory paragraph>

Contact:

<insert name here>
<insert title here>
<insert phone # here>
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Annandiv O_F

Niagara / / Region MEDIA ADVISORY

Title

NIAGARA REGION, <Month, date, year> - <Introductory paragraph>
Include information for the following (place in appropriate order):
WHO:

WHAT:

WHERE:

WHEN:

WHY:

Contact:

<insert name here>
<insert title here>
<insert phone # here>
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Appendix 9-F: 2009 E-MAIL DISTRIBUTION CHECKLIST

SUBJECT: This section to be completed by Corporate Communications

MEDIA RELEASE MR#
MEDIA ADVISORY MA#
PUBLIC SERVICE ANNOUNCEMENT PSA#

Media one (Niagara and Hamilton area)

] Media A (Niagara Dailies, Hamilton Spec, and Radio) (Included in Media One)

] Media B (Weeklies) (Included in Media One)

Media two (Toronto area)

Media three (New York State) Completed

(All Media categories are under A.A’.s Contacts)

Regional Chair and Executive Assistant (Paper Copy) Completed

CAO & The Regional Clerk (Paper Copy) Completed

Regional Councillors (Under Global Address List — Group) Completed

Regional Dispatch (After Hours) (Global Address - Group) Completed

Customer Service Representatives (All — Global Address List)

Main Switchboard (Doris Raby, Sharon Bucsis) Completed

Niagara Recycling (Sherri Tait) Completed
Community Services, CE (Josie Delgrande) Completed

Public Health, CE (Lorraine Chic) Completed

Transportation - Weather Alerts (Jody Head) Completed

Website (Web-Admin) (Global Address List) Completed

[] Link to Main Page on Website (to Web-Admin) Completed

SHERPA Site Completed

Niagara Current Completed

THER BOARDS/AGENCIES
Niagara Regional Police Communications (FAX) (Fax on Photocopier — NRP)
] Jacqueline Forgeron, Niagara Regional Police Media Relations Officer (A.A.’s Contacts)
] Mary Eagles, Niagara Regional Housing (Global Address List)
] Mary Stack, NPCA (Global Address List)
] Patrick Gedge, NEDC (Global Address List) Completed
] Municipalities (To Clerks) (Under A.A.’s Contacts) Completed
[] CAO’s (Under A.A.’s Contacts) Completed
] Chambers of Commerce (Under A.A.’s Contacts) Completed
] MPs/MPPs (Under A.A.’s Contacts) Completed

NS I = I R

Please provide all names

] Other:

Date to be released:

Time to be released:
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APPENDIX 9-G: NIAGARA REGION INFORMATION FLOW - DRAFT

RMON Information Cycle

MOHLTC sends
Important Health Notices to
field to provide updates & new directions

Local media & community
outreach re: local

Important Health Notices
landscape

received & reviewed

Media conference
by province

Health Notices distributed to
stakeholders

RMON Teleconference with MOH, internal
PHD staff, and health care/lemergency
repsonse stakeholders

Local media & community outreach

Public Health Teleconference
(MOH participation) 7Niagara ,/I/ Region

PUBLIC HEALTH
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APPENDIX 9-H: COMMUNICATIONS PLAN FOR ISSUES AND INCIDENTS

This document is authored through Corporate Communications and is available
through Public Health, Communications.

Appendix 9-I: PUBLIC SECTOR STAKEHOLDER SPOKESPERSON CONTACTS

This confidential contact list may be requested through
Public Health, Communications

Appendix 9-J: NIAGARA REGION PUBLIC HEALTH SPOKESPERSON FLOW

This confidential contact list may be requested through
Public Health, Communications
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Appendix 9-K: Pandemic Influenza Telephone Line Schedule Template

Staff for Clinic Phones

Week 5
Date Position | Time Name
Monday, November 23 Phones | 8:30-12:30 1. FH
2. FH
Phones 12:30-4:30 1. CDIP
2. CDIP
Tuesday, November 24 | Phones 8:30-12:30 1. FH
2. FH
Phones 12:30-4:30 1. CDIP
2. CDIP
Wednesday, November | Phones 8:30-12:30 1. CDIP
25 2. FH
Phones 12:30-4:30 1. CDIP
2. CDIP
Thursday, November 26 | Phones 8:30-12:30 1. CDIP
2. FH
Phones 12:30-4:30 1. CDIP
2. CDIP
3.
Friday, November 27 Phones 8:30-12:30 1. CDIP
2. CDIP
Phones 12:30-4:30 1. CDIP 4:00 PM
2. FH
3.
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Appendix 9-L: Medical Advisories Distributed for pH1N1 Influenza

2009-04-23
2009-04-23
2009-04-27
2009-04-30

2009-05-01
2009-05-04
2009-05-08
2009-05-08
2009-05-21
2009-05-26

2009-06-05
2009-06-05
2009-06-19
2009-06-29

2009-067-03

2009-07-13
2009-07-28
2009-07-31

2009-09-24
2009-09-24

2009-10-01
2009-10-02
2009-10-15

2009-10-22
2009-10-23
2009-10-23
2009-10-29
2009-10-30
2009-11-02
2009-11-03
2009-11-04
2009-11-04
2009-11-11
2009-11-11
2009-11-12
2009-11-16

2009-11-17
2009-11-17
2009-11-17
2009-11-17

Severe Respiratory lliness (SRI) in Mexico

Update on Severe Respiratory lliness (SRI) in Mexico
Update on H1N1 (Swine) Influenza

Update on HIN1 (Swine) Influenza

Revised Ambulatory Care Settings: ILI Case Management Algorithm

Lab Testing Protocols for HIN1

Guidance for Influenza-like Iliness (ILI) Management in Long Term Care (LTC)
Letter Re: Update on Human Influenza A (H1N1)/ Guidelines for LTCF

Updated Guidance for Management of Patients with Influenza-like Iliness (ILI) in
First Laboratory Confirmed Case of Influenza A HIN1 in Niagara

Updated Guidance for Management of Patients with Influenza-like lliness (ILI_
Updated Quick Reference H1IN1 Guidance Documents

Guidance for Day and Residential Camps to Reduce the Spread of Infection
Niagara Region Summer Camp Providers (H1N1)

Clinical Guidelines for Laboratory Testing of Patients with Influenza-like lliness
Pregnancy and the H1NL1 Influenza Virus

Interim Guidance Documents — e-mail to EMS

Updated Interim Guidance — Infection Prevention and Control Measures for Health Care
Workers

Letter to Physicians from Dr. Williams re HIN1 and seasonal influenza
Pandemic (H1N1) Influenza Vaccine Questions and Answers for Health Care Providers

Laboratory confirmed Cases of Influenza A HIN1 in Niagara

Interim Guidance for the Management and Treatment of ILI in Ambulatory Care Settings
Guidance Document: Management of Influenza-like lliness in Ambulatory Care Settings
During Pandemic HIN1

Pandemic H1N1 is in Niagara

Update — Pandemic H1N1 Influenza is Here (LTCF)

Pregnancy and H1N1 (Letter from Dr. Feller and Vaccine fact sheet

Urgent Medical Advisory — treatment guidelines (HIN10

Letter from Dr. Williams and Dr. Goodwin (sign up for HIN1 vaccine clinics)

All Long Term Care Facilities in Niagara re HLN1 clinics

First Influenza A Outbreak in a Long Term Care Facility in Niagara

Memo: Additional HIN1 flu vaccine clinics for Health Care Workers

Important Information on Panvax Unadjuvented HIN1 Vaccine

Memo: LTCF — H1N1 flu vaccine

Important HIN1 Update

Expansion of HLN1 Vaccination Groups

Important — Here in Niagara H1N1 Vaccination is now open to everyone and second
dose information

Updated Guidance Document: Pharmacists (H1N1)

Updated Guidance Document: LTCF (H1N1)

Updated Guidance Document: Pre-Hospital (H1N1)

Updated Guidance Document: Ambulatory Care Settings (H1N1)
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2009-11-17 Updated Guidance Document: Emergency Departments (H1N1)
2009-11-23  Important Change to the HIN1 Vaccination Program
2009-11-27 H11 and Annual Seasonal Flu Vaccination Available to all Residents
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CHAPTER 10 Human Resources
10.1. INTRODUCTION

The Human Resources H1N1 Influenza Pandemic Plan has been designed to meet two prime
objectives:

1. Supports the HR commitment to swiftly and effectively bring under control any emergency
situation and responds to the basic principles of open, honest and timely communication, and

2. Serves as a guide to an effective response in a crisis situation.

The Human Resource Services Business Continuity Plan will be activated upon notification from either
the Chief Administrative Officer, Medical Officer of Health, Commissioner of Corporate Services or
under the authority of the Emergency Management Team.

Human Resources Services Support of Public Health — HLN1 Community Outbreak

Human Resources Services supported the Public Health Department during the planning for clinics to
provide immunization for HIN1 by providing direct support from the Managers of Employee Relations,
Human Resources Consultant, and Employee Service Center.

10.2. OCCUPATIONAL HEALTH AND SAFETY

The Health, Safety and Wellness team provided support during planning and advised as required when
issues concerning health and safety issues were identified. Their content knowledge assisted in the
resolution in issues such as N95 mask fit testing, personal protective equipment, screening, emergency
protocols and documentation. The Business Continuity Plan for Human Resources Services contains a
health and safety component in the event of circumstances where such expertise and guidance is
necessary.

10.3. STAFF REDEPLOYMENT

Measures were introduced to redeploy staff within the Public Health Department such that immediate
program needs were met and the community clinics could be properly staffed. Redeployment of
existing staff within the Public Health programs, divisions and department, and also more broadly from
the corporation, satisfied clinic and operational needs. Staff from the CUPE 1287, CUPE 1757 and
ONA 9 employee groups were able to be redeployed and reassigned in accordance with their
respective collective agreement provisions. Broader measures to address staffing needs resulting from
high rates of absenteeism due to anticipated H1N1 outbreak levels proved unnecessary. The infection
rate was lower than expected, with levels in line with a more typical influenza season. Consequently,
redeployment of staff that are included in the Business Continuity Plans were not implemented.

10.4. HOURS OF WORK

Hours of work were to be in accordance with the provisions of the collective agreements with the
respective employee groups. CUPE 1287 members who worked in the Vaccine Preventable Diseases
Program (VPD) and the Infectious Disease (ID) clinical programs were provided training on the Protocol
for Electronic Clinic Systems (PECS) and assigned to work in the clinics during normal business hours.
These employees were scheduled on a mandatory basis to cover clinics at Regional Headquarters or
as provided in the community. Other clerical support employees in the division and
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department, following PECS training, were also assigned to provide coverage in the clinics by
redeployment. Clerical support staff elsewhere in the organization, who could be available, were also
provided PECS training and placed on a roster for assignments that arose and not satisfied by those
normally engaged in the work. Overtime, in this area of operation, was offered in accordance with this
hierarchy as per the collective agreement.

ONA 9 nurses were assigned in the same manner as above starting with the VPD nurses, then within
the division, then department through an assignment process that would provide coverage for eight-
hour shifts compliant with the regular day of work (8:30 AM to 4:30PM) and eight-hour shifts that would
result in a premium rate for the latter half of a shift as the result of the hours of work being scheduled
after 4:30 PM. Other overtime opportunities would be offered in accordance with the collective
agreement.

CUPE 1757 employees were scheduled in accordance with their collective agreement by utilizing the
Tobacco Enforcement staff, Public Health Inspectors and Managers, as they have hours of work
flexibility sufficient to meet clinic operational needs.

10.5. STAFF TRAINING

Staff training was provided in accordance with identified needs for orientation, skills refresher, and
acquisition of new knowledge. Staff was also trained to be knowledgeable of the roles and
responsibilities related to the immunization clinics, PECS software, and safety considerations
applicable to their assignments.

10.6. LABOUR/MANAGEMENT RELATIONS

As issues were identified, Employee Relations and the necessary representatives of Public health met
with the bargaining unit representatives to discuss and resolve concerns. Where appropriate,
agreements were developed and implemented to address these issues. At times, clarification and
interpretations of existing collective agreement provisions were subject of discussions to ensure mutual
understanding. These conversations were ongoing during the community outbreak, and where
possible, proactive to avoid disputes.

10.7. ATTENDANCE SUPPORT PROGRAM

In consultation with other municipalities pertaining to their approach to attendance support programs,
and following communication of findings and recommendations to the Corporate Management Team
(CMT), it was decided that the circumstances of the HLN1 influenza pandemic did not warrant
suspension or revision of the Attendance Support Program at this time. The approach was to be on the
basis that the impact of HIN1 was not sufficient to deal with the absenteeism in any manner other than
what occurred in the past, as this was proving to be no different than past influenza seasons.

10.8. TIME AND ATTENDANCE TRACKING

Time and attendance reporting was identified as a gap to be considered for future community clinics. It
was determined that those attending clinics had no system of reporting for duty, and collection of
attendance data. A register for signing in for all staff attending clinics has been recommended.
Further, overtime reporting process needs to be implemented as a reporting tool, specifically to capture
this data as it occurs, to ensure correct reporting and reconciliation of hours of work and overtime.
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10.9. SCHEDULING

Initially, scheduling was a very difficult task as the terms and conditions for the three unions were
resolved and roles and responsibilities clarified. Subsequently, a more efficient process to offer, accept,
and schedule staff assisted in timely schedule preparation. The goal for the future is to provide
scheduling that is more than the next day, is easier to manage, and rules that are clearly communicated
and understood before scheduling is to be implemented.

10.10. COMMUNICATIONS

Communications became problematic when staff were offsite and did not have access to e-mail to
remain current. Communications also became an issue when directives and other information were
subject to change, and previous communications were removed and the new information made
available. At times this caused confusion and disruptions in the clinics.
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CHAPTER 11 Evaluation

An evaluation of the Niagara Region Public Health (NRPH) H1N1 experience was conducted in
January 2010 with NRPH employees, Niagara Region employees, and key community stakeholders.

The timing of the evaluation was intentionally selected for the following reasons:

¢ Allowed time for focus group questions and survey questions to be crafted comprehensively.

e Provided participants with time to process and reflect on the entire experience so that
responses were thoughtful and constructive.

¢ Reduced the likelihood that e-mails and phone calls regarding survey completion and focus
group participation would be ignored due to proximity to December vacation.

e Ensured primary HLN1 operations were in final stages, allowing staff to fully participate in this
evaluation process.

The goal of the evaluation was to receive feedback from those involved to identify strategies and
processes for improvement and to validate those strategies and processes that were successful. The
feedback was received through surveys, small group facilitated sessions, and focus groups. This
information will be used to inform future planning initiatives around emergent and/or urgent public
health issues, such as mass immunization clinics, health hazard response, and pandemic planning.

11.1. EVALUATION METHODOLOGY
NRPH Employees

Feedback was solicited from NRPH employees primarily through an on-line survey, facilitated sessions,
and frontline focus groups. Incentives prizes were used to increase employee participation rates for the
on-line survey and the frontline focus groups.

The on-line survey was hosted on SelectSurvey.NET on the Your Niagara survey website and
consisted of five questions. The survey took approximately 20-30 minutes to complete and was made
available to employees from January 4 to 29, 2010, including a one-week extension to increase
participation rates. A total of 188 survey responses were received with 122 valid suggestions and
comments. The survey questions are included in Appendix 11-A.

Facilitated sessions were held for content specific issues, for discussions of a sensitive or confidential
nature, or to accommodate schedules. Facilitated sessions were held with the Incident Management
System (IMS) Team, subgroups of the IMS team (Planning, Operations, Logistics, Communications,
and Liaison), the Surveillance, Health Assessment, Research, and Evaluation (SHARE) unit, union
presidents of ONA 9, CUPE 1757 and CUPE 1287, key EMS employees, those involved in scheduling
employees for HIN1 clinics, and a subgroup of individuals involved with communications. Questions
were similar in nature and are included in Appendix 11-B. A total of 79 individuals took part in one or
more of these sessions.

Three focus group sessions were held for front-line staff that participated in the HLN1 experience. The
sessions were facilitated by two of the following people: Senior Epidemiologist, Manager Continuous
Quality Improvement and Community Development, Continuous Quality Improvement and Education
Specialist, or a Health Promoter. A total of 42 employees attended the focus groups.
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Participants of the focus group sessions self selected their own small working group, based on
predetermined list of topics that outlined below. Participants were encouraged to ensure that all HIN1
clinic roles were equally represented at each table. Each group selected one person to lead the
discussion and one person to document the responses. Flipchart paper and markers were provided for
each group.

The sessions were organized in the format of a café style focus group. Five different topics were
identified and questions were prepared to guide the discussion. The topics included the following:
Communications and Access to Timely Information; Training and Role Clarity/Interrelations of Roles;
Scheduling and Flow of Clinic Format and Sites; HR and Health and Safety; and Public Health
Response and General Support. Ten minutes were given for discussion at each topic station. Four of
the topics used the same questions and the fifth topic was more specific. After ten minutes, the flipchart
notes were rotated to the next group to build on the ideas of the previous group. At the end of each
session, participants prioritized the four most important solutions that need to be implemented for any
of the four topics: Communications and Access to Timely Information; Training and Role
Clarity/Interrelations of Roles; Scheduling, Flow of Clinic Format and Sites; and HR and Health and
Safety. The session outline is included in Appendix 11-C.

Niagara Region Corporate Staff

Feedback was solicited from Niagara Region employees through an on-line survey or through a
facilitated session as members within the IMS framework or a content specific issue. The on-line
survey was hosted on SelectSurvey.NET - Your Niagara survey website and consisted of 11 questions.
The survey took approximately 20-30 minutes to complete and was made available to Niagara Region
employees from February 25 to March 12, 2010. A total of 87 survey responses were received. The
survey questions are included in Appendix 11-D.

A facilitated session was held for key members of Human Resources, Corporate Services Department
and Corporate Communications, Integrated Planning Department which includes employees from
communications, graphics support, and web support. A total of 17 participants attended the two
facilitated sessions. Facilities and Health and Safety representatives participated in the Liaison IMS
subgroup facilitated session.

Key Community Stakeholders

Feedback was also solicited from each of the external clinic sites, the internal cafeteria contractor, and
the volunteers recruited to assist with the H1N1 clinics. An epidemiologist conducted telephone
interviews with the key contact from each of the seventeen external clinic sites and the cafeteria
contractor. The interview questions are included in Appendix 11-E.

The volunteers were invited to complete an on-line survey. The on-line survey was hosted on
SelectSurvey.NET - Your Niagara survey website and consisted of 23 questions. The survey took
approximately 20-30 minutes to complete and was made available from February 25 to March 5, 2010.
A total of three survey responses were received. The survey questions are included in Appendix 11-F.
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Concluding Comments

Staff appreciated the opportunity to share their experience and shape next steps and action plans. The
systems and processes allowed for maximum staff engagement, and catered to various learning styles
and preferences. The technology used supported timely and accurate reporting of survey data, and
ensured that focus group data could be aligned.

H1N1 was truly an “all hands on deck” initiative, and it was important to hear more about the lived
experience to ensure that we strengthen future responses. In addition, community partners welcomed
the occasion to share their input, and it also provided us with the opportunity to thank them for their
important contribution to the HLN1 response in Niagara.
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Appendix 11-A H1N1 Staff Evaluation

1. Please identify your Division

Administration

Chronic Disease and Injury Prevention

Clinical Services

Community Development and Surveillance/Medical
EMS

Environmental Health

Family Health

Other, please specify

2. What role(s) did you work during the HLN1 clinics?*
Please select more than 1 if you worked in multiple roles

Injector

Charge Nurse
Recovery Nurse
Float Manager
Phone Line

Greeter

Screener

Greeter Coordinator
PECS Registration Clerk
PECS Superuser
Physician Ordering

Scheduling

a1 1 1 71 71 1T 71 71 71 71 71 I

IT
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Surveillance
Communications
Crowd Control
Announcer

Special Priority Room Monitor

1 1 1 1 71 T

Other, please specify

The following questions are about what you feel went well and what recommendations you have
for improvement. Please give us constructive feedback.

3. Please identify up to 3 things that you feel went well during the H1IN1 clinics*
1.

2.

I

3.

4. In your opinion, name up to 3 things that you would recommend for improvement during the
H1N1 clinics*

1.
2.

11

3.

5. Please identify potential solutions for your recommendations noted above*

w nNoE

1

H
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5.
6.

6. Additional Comments

K1

-
o
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Appendix 11-B. Facilitated Sessions

Focus

Group Questions for Specific Internal Groups (Internal to PH - Includes but is not limited to

IMS team, IMS subcommittees, SHARE unit, Schedulers, Communications, PECS leads, EMS
injectors)

NGO WNE

6.
7.
8.

Focus

Identify the name of the group, group members present and role the group played.
What are the first words that come to mind to describe how this group functioned?
What did you feel went well?

What did we learn from the things that went well?

Where and when did we struggle? What did you feel did not go well?

What did we learn from the times where we struggled?

What are we saying we want to do differently? How can we get there?

How did this experience compare to what you expected?

Group Questions for IMS team

What are the first words that come to mind to describe how this group functioned?

Based on our IMS model, identify the most effective factors in our response.

Based on our IMS model, identify the factors that require the most improvement in our
response. When and where did we struggle?

Identify the solutions which should be taken to address the issues identified for improvement.
Prioritize the solutions from most to least important/crucial. What are the key focuses for
improvement?

From this experience, what are the triggers to inform us to move from planning to the IMS model
and vice versa?

How can we ensure a smooth transition from planning to the IMS model (based on above)?
How did this experience compare to what you expected?

Group Questions for External Groups (External to PH - Includes but is not limited to HR, Corp

Communications, IT, Facilities)

1.
2.

Noo,rw

Focus

Identify the name of the group and role the group played.

What are the first words that come to mind to describe how this group functioned/the HIN1
experience?

What did you feel went well?

When did we struggle?

What did we learn from the times where we struggled and how can we do things differently?
How did this experience compare to what you expected?

Other comments?

Group Questions for Union Groups

Identify the name of the group, group members present.

N~ WNE

What did you feel went well?

How responsive was HR/PH to issues?

What were the key health and safety issues and how well do you feel they were addressed?
Please comment on the training provided (Adequate? What was missing?)

Do you feel there was adequate opportunity for your members to be involved in HIN1?
What did you feel did not go well?

What are the key focuses for improvement?

How did this experience compare to what you expected?
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Appendix 11-C Focus Group Questions for Front Line Staff

Session background

e Intro (15 minutes)

e Topic discussion (5 topics x 10 minutes=50 minutes)

e Wrap up and Prioritizing (20 minutes)

¢ 5 minutes to spare with some flexibility at beginning and end — first topic tends to run 15 minutes to
give the group time to get acquainted with the process.

Supplies

Name tags

Dots — 2 purposes: 1 to identify the role they played, 4 dots at end to prioritize

Markers

6 flip charts

Questions and topic sheets

Sign in list

What to put on tables: topic list, 2 markers (different at each table helps to track who has done what)

Have each participant sign in. Have them write their name on the name tag and their program. Select
as many dots as per the role they played during HIN1. Ask them to select a table to sit at as they walk
in and encourage them to make sure that all roles are represented.

Introduce session and format (10 minutes)
¢ Introduce facilitators
e Today you are here to provide your constructive feedback from the HIN1 experience. There were
things that went well, there were some things that didn’t go so well and there were some things that
were course corrected along the way to address some of the issues. However, we didn’t get to
hear all of your concerns. So today we would like to hear from you — the good, the bad and the
ugly. We want to improve things for you and we want to hear your ideas on how we can do that.
e Share Statistics:
e In PECS (Public Health): 52,139
e InLTC, Hospitals, Clinics and Drs offices: 58,308
e 9% uptake based on reporting for NR: 25%
¢ Under reporting from doctors, hospitals and health clinics therefore sitting somewhere
around 35%
e 9% of the population vaccinated by Municipality
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%
Municipality # Doses population
vaccinated
Fort Erie 2534 8%
Grimsby 2159 9%
Lincoln 1689 7%
Niagara Falls 9019 11%
Niagara-on-the-
Lake 1516 10%
Pelham 2028 12%
Port Colborne 2744 14%
St. Catharines 15419 12%
Thorold 2505 13%
Wainfleet 668 10%
Welland 5942 12%
West Lincoln 1030 8%

Over the last couple of weeks, all staff has had the opportunity to complete the on-line survey. If
you have not responded it is available until Friday, January 29, 2010. Also, focus groups have taken
place with many of the subgroups in what’s called the Incident Management System model —
planning group, operations, logistics, communications. It is a relatively new model for us to use.
There have also been meetings with corporate partners, like Human Resources and the union
presidents. If you know of groups that should be included, please let me know.

For today’s session, you will be working in these small groups and discussing 5 different topics for
10 minutes each — there will be questions at the table to guide your discussion. Four topics have
the same questions and the last one is a bit different. After 10 minutes you will receive another
topic and will build on the ideas of the previous group so leave room after each question for the
other groups to add their feedback. At the end of this session you will prioritize the most important
strategies that need to be implemented.

Café topics:

e Communications and Access to Timely Information

Training and Role Clarity/Interrelations of Roles

Scheduling, Flow of Clinic Format and Sites

HR and Health and Safety

Public Health Response and General Support

Introduction of group (5 minutes)

Divide staff into 5 groups (or whatever is appropriate for the number of people) — ensure that there
is equal distribution of roles played within the groups. If there aren’t sufficient people, keep them as
one group and write down their comments. There reason for ensuring equal distribution is for
people to share their experiences — what may have worked for one group may be equally applicable
for another.
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In your groups, have each member introduce themselves, describe the role they played, and share
your most memorable moment during HLIN1?

Have each group select a “note taker”.

Begin the session and float around and help out as needed.

Café Style Focus Group (10 minutes for each group = 50 minutes)
The following questions will be used for each of the first 4 café topics:

1.
2.

3.
4.

5.

What did you feel went well (specify role for each comment if applicable)?

What strengths or resources in our current environment do we have that contributed to make things
go well?

What did you feel did not go well (specify role for each comment if applicable)?

What do we need to do differently? What possible solutions can be implemented to address the
struggles?

What factors in our current environment are challenging to how we work together?

Questions for last café topic:

NooprwdhE

How did this experience compare to what you expected?

What did you like most about being involved in the HIN1 experience?

What did you like least about being involved in the HLIN1 experience?

What did you specifically gain from this experience?

What positive comments did you hear out in the community regarding the HIN1 experience?
What negative comments did you hear out in the community regarding the HIN1 experience?
How well did we meet the needs of the community? Of the staff?

Prioritizing and Wrap Up (20 minutes)
What is one take away you got out of today’s session?
Explain next steps:

a. Strategic Goal for 2010

b. Report will be compiled — not sure what that will look like. If you have any ideas around what
you would like to receive, please let me know.

c. Atthe very least, we intend on creating a “Solution oriented” document — what can be
completed in the short-term, long-term, and what is not in scope/why solutions are not
implementable.

d. Recommendations and improvements will be reflected in the Pandemic Plan

On line survey is available until Jan 29, 2010.

On your way out, briefly review all the responses for addressing the struggles for the particular
topic. If you were in charge what are the top 4 solutions you would implement. You can use your
dots anyway you choose, all on one, all in one topic, or varied. Place the dots of the most important
solutions we need to implement. The 4 topics include

A Communications and Access to Timely Information

Training and Role Clarity/Interrelations of Roles

Scheduling, Flow of Clinic Format and Sites

HR and Health and Safety

> > > >

If you found this session to be valuable, please tell your colleagues. If you didn’t find this valuable,
please let me know as | am open to feedback to improve the sessions. Thanks for your feedback!
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Appendix 11-D. H1N1 Corporate Staff Evaluation

Public Health is looking for feedback, as a Niagara Region employee, regarding the HIN1
immunization process. We value your opinions and your answers will be used for future
planning and operations. All of your entries will be anonymous. We want to know what was
done well, what can be improved and your suggestions for any solutions.

We know that information changed on a daily and sometimes hourly basis, and some of that
was out of our control. When providing your comments please consider your experience as a
Niagara Region employee during the entire HIN1 process - the good, the bad and the ugly.

Thank you for taking the time to complete this survey.

1. What Department do you work in?

Community Services

Corporate Services

Integrated Community Planning
Public Works

Other

2. Do you work ONSITE at Regional Headquarters?

3. | was kept up to date via e-mail, Niagara Current, Management, etc. regarding impacts to
Niagara Region operations and/or my job functions.

Strongly Agree
Agree
Disagree

Strongly Disagree

4. If you answered Disagree or Strongly Disagree to Question 1, please explain
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[

| i

5. | felt that during the H1N1 clinics | was able to continue with my regular work.

Strongly Agree
Agree

Disagree

Strongly Disagree

6. There was sufficient communication (e.g. Niagara Current, e-mail, management) explaining
what was happening with HLN1 within the Corporation.

Strongly Agree
Agree

Disagree

Strongly Disagree

7. Do you have any suggestions for communications improvement (e.g. as an active participant
responding to H1N1, or as a Niagara Region employee impacted by H1N1 operations)?

=

[

< | 2]

8. Ifelt that if | had any questions, | knew where to find the answers.

Strongly Agree
Agree
Disagree

Strongly Disagree
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9. | had the necessary support/resources needed to volunteer my time, to work in the HIN1
clinics.

Strongly Agree
Agree

Disagree
Strongly Disagree

Not Applicable

10. Please identify up to 3 things that you feel went well during the HIN1 clinics

1.
2.
3.

11. In your opinion, name up to 3 things that you would recommend for improvement during the
H1N1 clinics

1.
2.
3.

12. Additional Comments

L
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Appendix 11-E Community Stakeholders Evaluation Questions

Clinic Sites

PwbhE

© NG

Identify the site name, location and the dates of the clinic sites.
What are the first words that come to mind to describe how the clinics were run?
What did you find went well?
Were you well informed to host the clinic?
a. Did you have the right information or capacity to make decisions?
b. If you were not well informed, what information would have been helpful?
When did you find things did not go so well?
What would you recommend needs to be done differently?
Would you be agreeable to hosting a clinic in the future? If not, why not?
Do you have anything else you'd like to add or any questions for me?

Cafeteria Contractor

1.
2.
3.

No o s

What are the first words that come to mind to describe how the clinics were run?
What did you find went well?
Were you well informed about the clinic?

a. Did you have the right information or capacity to make decisions?

b. If you were not well informed, what information would have been helpful?
When did you find things did not go so well?
What would you recommend needs to be done differently?

Would you be agreeable to supporting clinics like this in the future? If not, why not?

Do you have anything else you'd like to add or any questions for me?
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Appendix 11-F. Volunteer Satisfaction Survey

General Information
1. How did you first learn about volunteer opportunities at Niagara Region Public Health
(NRPH)?*
Select at least 1.
From a friend
Niagara Region website
Place of worship
Niagara Region employee
On TV / Radio
At work
Personal experience

Newspaper ad

Store front poster

1 1 1 1 71 1 1 7

Other, please specify:

2. In which areas do (did) you volunteer?*

“ Ccra

“ paA

o Both

3. Considering only the last year, approximately how many hours of your time have you
volunteered at NRPH?*

2 Less than 3 hours
3 -10 hours

11 - 20 hours

21 - 30 hours

31 - 40 hours
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More than 40 hours

4. 1s your volunteer activity required or expected by your employer, school, church, or other
agency?*

“ Yes

o No

5. How long have you been a volunteer?*
© Less than 6 months
6 - 11 months
1 year - Less than 3 years
3 years - Less than 5 years
5 years - Less than 7 years

7 years - 10 years

More than 10 years

Motivations to Volunteer

6. Think about what motivated you to volunteer with NRPH. On a scale from 1 to 6 (with 1 being
‘Not at all motivating' and 6 being 'Extremely Motivating'), please rate the following factors on
how much they motivated you to volunteer with Public Health:*

1 (Not at 6
all 2 3 4 5 (Extremely
motivating) motivating)
I wanteql to learn I r r I I I
something new
| wanted to make a ) ) ) ) ) .
contribution to my 1?' it e { 1?' T
community
| wanted to use my . . . . . .
skills and/or f' f' C r r .
experiences
| wanted to network I r r I I I
with other people
To fulfill religious - - I - ~ ~
obligations or beliefs
| wanted to improve I I r r I I

my resume / job
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opportunities

| wanted to occupy r I . f__ - -
my free time
| wanted to explore I I - f__ - -

my own strengths

7. Please state whether you agree or disagree with the following statements about your
volunteer experience at NRPH:*

Strongly : Somewhat Somewhat Strongly
: Disagree : Agree
Disagree Disagree Agree Agree
| use my skills - _. - - - -
{ { { { { {
and/or abilities
| am involved in I ~ I I I r

meaningful work

There is a positive

climate of teamwork - - - -
. { { { {

between paid and

volunteer activities

| have the support

and gwdan_ce | need I ~ I r - -
to accomplish my

volunteer activities

| am satisfied with

the variety of

presentations / I ~ I r - -
displays /

demonstrations

available

My volunteer job
gives me a sense of 1" i . i i r
accomplishment

Public Health is an

excellent place to { { { . . -
volunteer

| would recommend

Niagara Region . . I - - .

Public Health as a
place to volunteer

8. In 2009, how did the number of volunteer hours you performed compare to previous years?*

Less (Please answer Question 9)

More (Skip to Question 10)

About the same (Skip to Question 10)
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Not applicable, | have only been volunteering for 1 year or less (Skip to Question 10)

9. If you answered above that you volunteered "Less" this year in comparison to previous years,
what was the main reason?

Did not have the time

Other responsibilities

Health problems or physically unable to
Was not asked

Other, please specify:

Effectiveness of Volunteer Work
10. Considering your NRPH volunteer experience, please state if you agree or disagree with the
following statements:*

Strongly
Disagree

Disagree So_mewhat Somewhat Agree Strongly
Disagree Agree Agree

Volunteering

increased my self-

confidence and/or {

my interpersonal

skills.

Volunteering helped

me develop a social
network with other {
volunteers and paid

staff.

Volunteering help
me develop new C T C - - -
job-related skills.

Volunteering
increased my
awareness of
community needs.

Volunteering

increased my
involvement in other {
opportunities in the
community.
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Educational Opportunities

11. Have you been offered formal educational opportunities?*

Yes, and | have taken at least one of them

\ Yes, but have not taken them

No (Skip to Question 15)

12. Were the educational opportunities relevant to your volunteer work?

“ Yes

“ No

O | don't know

13. Did the education/training provide you with skills that helped you carry out your volunteer
responsibilities?

Yes
No
| don't know

Not applicable (I did not participate in any of the educational opportunities)

14 Please indicate your level of satisfaction with the following:

Not
Applicable (I
did not
Diseatsfe Dissatisfie Somewial somewha Satisfie o % participate in
d d t Satisfied d d any of_ the
educational
opportunities
)
The type
of
education
al updates . . . . . . -
offered
over the
past year.
The - - - . . . -
number of ‘ ¢ ¢ ¢ ¢ ( (
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education
al updates
offered
over the
past year.

15. In the space provided below, please provide any ideas you have for educational updates for the
upcoming year:

[
< | 2]

Recognition and Retention
16. Please identify your favourite ways to be recognized for your volunteer efforts. (Check all that
apply)*
Select at least 1.
Formal recognition even (e.g., dinner, gala)
Gift of appreciation (e.g., book, keychain)
Informal recognition (e.g., verbal thank-you)
Appreciation note from staff / community
Educational events
To be included in decision making regarding the volunteer program
Holiday cards / Birthday cards
To be give more responsibility
A 'Length of Service' Certificate

Certificate of appreciation

Nothing. | do not like to be recognized for my efforts

=1 1 1 71 71 71 71 71 71 71 7

Other, please specify:

17. What can Public Health do to retain (keep) our volunteers? (Check all that apply)*

I Let volunteers have direct contact with the people requesting their service so the
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volunteers can ensure they are meeting the community's needs

I Offer the volunteers a choice in presentations in terms of location, type and audience

Provide volunteers with position descriptions so the volunteer scope of practice and role
is clearly understood

I Provide the volunteers with opportunities for training and / or education

Provide the volunteers with feedback on their performance

I Other, please specify:

Meetings

18. Think about the meetings that you attended as part of your volunteer experience at NRPH.
Please state whether you were satisfied or dissatisfied with the following:*

Very : e Somewhat Somewhat o Very

dissatisfied D'ssatisfied o tisfied  satisfied  >2tsfed  satictied
Time of day the
meetings were I [ - - I_ r
held
Lenth of the - - - - - r
meetings
Loca‘gion of the r r - - - r
meetings
Agen_da of the - - r - - r
meetings
Usefulness of - - - - - r

the meetings

Kits and Resources

19. As a volunteer, you have the opportunity to utilize a number of resources. Are you satisfied
with the number of resources available?

¢ Yes

T .
No. If no, please explain:

[
_

e o
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20. In the space provided below, please indicate how the presentation kits (e.g., binders on
topics, such as CFA Cooking for One or PAA Education on 2 Wheels) could be improved:

| |

j

[~
i

Personal Reflection

21. As a volunteer, what has been the MOST rewarding experience for you this year?

K1

.

[/
ol

22. As a volunteer, what has been the biggest challenge for you this year?

| |

j

[
i

23. Please provide any suggestions on how the program could be improved in the future:

.

[/
ol
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Appendix 11-G. Clinic Staff Participation Survey:

Results from your survey and those completed by will be electronically analyzed. All individual data will
be kept confidential. It should take you less than 10 minutes to complete this form.
Mass Vaccination Plan: Staff Evaluation

ALL STAFF
1. My role in HIN1 was (please circle one): Injector, greeter/screener, PECS reception clerks,

Charge Nurse, Recovery Nurse, PECS Super-users, Clinic Float Manager, Volunteers
other
| felt comfortable with my role and responsibilities SA A D SD
My role and responsibilities were well explained during orientation/training SA A D SD
Each day | had access to current fact sheets and information? SA AD SD
Did you feel supported in your role?
I had enough time to perform the tasks to which | was assigned SA A D SD
The overall confidentiality in the clinic was sufficient SA A D SD
There was sufficient communication between me and my other colleagues, during the HIN1
clinics SA A D SD
9. There was a smooth transition during the shift change SA A D SD
10. | was able to take breaks and lunch within a reasonable amount of time SA A D SD
11. The food supplied in the clinics was sufficient Y/N

a. If no explain
12. 1 was comfortable enough in my roles and responsibilities to act efficiently Y / N

a. If no please explain

©ONO O~ WN

NURSING STAFF (Injector, charge nurse, recovery nurse, float manager)
13. The layout of the clinic was easy to administer the vaccine to the maximum number of people
possible SA A D SD

14. | had adequate understanding of clinic flow Y/N
a. If no please explain

15. | always had access to a continuous flow of supplies (vaccines, needles, swabs, alcohol) Y/ N
a. If no please explain

16. Do you have any other comments?

RECOVERY NURSES
17. There was privacy to deal with adverse events
18. | felt adequately supported by the Physician Y/N, Charge Nurse Y/N, Float Manager Y/N

PHONE LINE
19. You able to manage the call volume? SA AD SD
20. You had enough support when needed to transfer calls SA A D SD
21. Do you have any comments for improvements?
22. Further training is needed to handle challenging clients SA A D SD
a. Please explain

SITE SATISFACTION
23. Was the site clean?
24. Was there enough parking for staff?
25. Was there enough parking for clients
26. Was the building comfortable to work in?
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27. Was the flow of the clinic sufficient?
28. Were there enough supplies to run the clinic?
29. Did you feel that the building was accessible for all clients?

We've all learned a lot during the H1N1 experience and there is still more to learn. We want to hear
your constructive feedback and insights so that we can improve processes for future events that may
require us to redeploy and respond in a similar way. There are two ways in which you can contribute
your comments and ideas. You can choose to participate in one or both formats.

1. Beginning Monday, January 4 until Friday, January 22, a brief survey will be available for you to
complete. Responses will be kept anonymous. This link (control + click) will take you to the
survey.

2. From Monday, January 18 to Friday, January 29, focus group sessions will be held. Sessions
are available for a maximum of 30 participants and minimum of eight. If you are interested in
attending a 1.5 hour focus group, please sign up for one of the sessions through your divisional
Administrative Assistant:

Clinical Services

Environmental Health

Administration

Chronic Disease and Injury Prevention
Community Development and Surveillance

Family Health

Date Time Location

Monday, January 18 9-10:30 and 2:30-4:00 Corporate Learning Centre CE
101

Tuesday, January 19 9-10:30 Corporate Learning Centre CE
101

Wednesday, January 20 2:30-4:00 Corporate Learning Centre CE
101

Thursday, January 21 9-10:30 and 2:30-4:00 Niagara Falls Office, Auditorium

Friday, January 22 9-10:30 and 2:30-4:00 Welland Office meeting room

Monday, January 25 2:30-4:00 Corporate Learning Centre CE
101

Tuesday, January 26 9-10:30 and 2:30-4:00 Fort Erie, Auditorium

Wednesday, January 27 9-10:30 and 2:30-4:00 Welland Office meeting room

Thursday, January 28 2:30-4:00 Corporate Learning Centre CE
101

Friday, January 29 9-10:30 and 2:30-4:00 Corporate Learning Centre CE
101

A variety of people will be facilitating the sessions, such as Community Development and Surveillance
staff, several Health Promoters, and me. The session sizes at the Campbell East location may be
increased depending on the continued use of CE 102 for clinics. The Administrative Assistants will
have access to the most up to date schedule.

There will be two random draws for a $25 gift certificate for Chapters or Tim Horton’s — one for those
who participate in the survey and one for those that participate in the focus group.
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Acronyms

AMOH Associate Medical Officer of Health

AVE Adverse Vaccine Events

BIOS Biological inventory Ordering System
CAO Chief Administrative Officer

CCAC Community Care Access Centres

CDC Centre for Disease Control (Atlanta, USA)
DSBN District School Board of Niagara

EMO Emergency Management Ontario

CPIP Canadian Pandemic Influenza Plan

EOC Emergency Operations Centre

EMS Emergency Medical Services

HOC Health Operations Centre

HCW Health Care Worker

HPPA Health Protection and Promotion Act

HR Human Resources Department

IHN Important Health Notice

ILI Influenza-like lliness

IMS Incident Management System

LTCF Long Term Care Facility

MOH Medical Officer of Health

MOHLTC Ministry of Health and Long-Term Care
NACI National Advisory Committee on Immunization
NCDSB Niagara Catholic District School Board
NHS Niagara Health System

NP Nasopharyngeal Swabs

NRPH Niagara Region Public Health

OAHPP Ontario Agency for Health Protection and Promotion
OGP Ontario Government Pharmacy

PECS Protocol for Electronic Clinic Systems
PEOC Provincial Emergency Operations Center
PHAC Public Health Agency of Canada

PHN Public Health Nurse

PIP Pandemic Influenza Plan

PPE Personal Protective Equipment

PSA Public Service Announcement

REOC Regional Emergency Operations Center
iPHIS Integrated Public Health Information System
SSOC Social Services Operations Centre

SSS Sentinel Surveillance System

VPD Vaccine Preventable Diseases Program
WHO World Health Organization
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