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Section One - Background
1. Background, Strategic and Operational Approach 
This document describes the Trust’s strategic and operational approach to preparing for an influenza pandemic. It provides general information on the likely impact of a pandemic and sets out the key assumptions provided by the Department of Health and by NHS London for planning purposes. It also provides operational guidance to help Divisions and Departments to plan their local responses within the overall arrangements set out by the Trust.
2. Aim
The purpose of this document is to provide guidance to managers, clinicians, nurses and other staff and also to support integrated planning with other agencies during a pandemic, with the overall aim of ensuring that the Trust sustains all core operational services. For planning purposes a pandemic is assumed to be similar to any other Major Incident in terms of its potential impact on the Trust but with the added dimensions of exceptional duration (upto 15 weeks per pandemic cycle) combined with the possibility of widespread disruption to society over a large geographical area.
3. Background
A pandemic is the worldwide spread of a disease with outbreaks or epidemics occurring in many countries and in most regions in the world. The principal influenza pandemics of the last century were in 1918/19, 1957/58 and 1968/69. There is little doubt that there will be another influenza pandemic; it is just a matter of time. 
Most types of influenza are spread by droplet, aerosol or airborne transmission. The rate of transmission through contact with live virus particles on surfaces remains unclear. In most cases the virus’ survival is considerably enhanced by cold temperatures and low relative humidity – hence the higher clinical attack rates in the winter. In general the incubation period for flu viruses is one to three days and individuals remain infectious upto 6 days from exposure to the virus. Children generally shed the virus for longer periods – up to 6 days prior to the onset of symptoms and upto 14 days afterwards - or 21 days if immunocompromised.
Until earlier this year the principal concern was the potential spread of Avian flu H5N1 to humans with the most likely place of emergency being China or SE Asia. More recently the focus has shifted to Swine flu A(H1N1) which has spread rapidly throughout the world during the last 6 months. So far the A(H1N1) influenza virus has resulted in mild clinical illness for the majority of those who have become infected and the virus has spread less rapidly than the projected rate for Avian flu. However – and in contrast to most seasonal influenza strains – it is now clear that in some people A(H1N1) can produce severe lung disease. It seems to invade preferentially the lower rather than the upper airway. This can manifest in acute lung injury resulting in hypoxemia (low oxygen concentration in the blood) and stress on the heart. To date a small minority of people have required hospital care to help them recover from A(H1N1) flu. This is particularly the case for people who have underlying health conditions
 that make them more susceptible to serious illness caused by A(H1N1). Pregnant women also seem to be more vulnerable. 
The World Health Organisation (WHO 2005) defines three periods of a pandemic: the inter-pandemic period, the pandemic alert phase and the pandemic period. We are currently in the pandemic period and in June 2009 the WHO moved to Alert Level 6 for A(H1N1) i.e. the pandemic has reached the point of  ‘large scale and sustained transmission in the general population’. 
This plan covers a variety of issues important to local preparations for pandemic influenza at Kings College Hospital NHS Trust. The content is subject to change as planning assumptions are revised and updated and / or as it becomes evident that planning guidance needs to be modified in the light of actual experience. Specific guidance may replace provisional guidance as the pandemic evolves. As such the documents should be considered as “living” and must be reviewed regularly. This plan is in line with the pandemic flu plans from the Health Protection Agency (February 2005 & May 2009), the UK Health Departments (March 2005, October 2005, November 2006), and the Department of Health operational guidance for health service planners (May 2005 & Nov 2007).
4. Scope
The arrangements in this plan describe the general response necessary to deal with an influenza pandemic but with a specific focus on Swine influenza A(H1N1). The plan outlines the specific internal arrangements for key departments and functions in the Trust (e.g. Emergency Department, Critical Care, bed management and Control of Infection) and also notes external arrangements with the local PCTs (including primary care) and London Boroughs (including social and voluntary services).
5. Legal Framework
Public Health powers in the UK are provided by the Public Health (Control of Disease) Act 1984. In addition the National Health Services Act 1977 provides relevant powers such as the power to direct as to exercise of function in Section 17 (Secretary of State’s directions; exercise of functions and the power to provide a microbiological service in Section 5(2) (other services)).
Under the Civil Contingencies Act (2004) a range of provisions could become available if the situation causes or may cause amongst other things “loss of human life, human illness or injury or disruption of services relating to health” (Section 19 (2) a,b,h) in the event of a pandemic affecting the UK. 
These powers allow senior Ministers of the Crown to arrange by Order in Council to make emergency regulations where :
· An emergency has, is occurring, or is about to occur.
· It is necessary to make provision for the purpose of preventing, controlling or mitigating an aspect or effect of the emergency
and 
· The need for such provision is urgent.
The regulations may :
· Prohibit or require, or enable the prohibition or requirement of, movement to or from a specific place.
· Prohibit, or enable the prohibition of, assemblies of specified kinds, at specific places or at specific times.
· Prohibit, or enable the prohibition of, travel at specified times.
· Prohibit, or enable the prohibition of, other specified activities.
· Create an offence of failing to comply with a provision of the regulations or direction or order given under them or obstruction a person in the performance of a function under regulations.
To date none of these exceptional powers have been invoked and no national emergency measures have been implemented. For planning purposes it is presumed that the government will rely on voluntary quarantine and other containment or control methods and that it is unlikely that emergency or compulsory powers will be invoked unless they become necessary, in which case the least restrictive measures will be applied first.
6. Organisational Arrangements
The Trust’s Executive Director of Operations is the Board level Director responsible for all Trust planning for an Influenza Pandemic and chairs the Trust’s Influenza Pandemic Planning & Operational Group (although this is normally delegated to a Divisional Manager with lead responsibility for influenza issues). 
Detailed planning is managed by the Influenza Pandemic Planning & Operational Group which reports to the Trust’s Business Continuity & Risk Management Group which in turn has Executive Director leadership. The Head of Emergency Planning is responsible for updating the Pandemic Influenza Preparedness Plan, supported by the Lead Control of Infection Consultant and the Lead Consultant in Virology together with other managers, clinicians and senior nursing staff as required. The Head of Emergency Planning and the Divisional Manager with lead responsibility for influenza issues are also members of the Lambeth and Southwark IPC. Multi- agency planning is managed through these fora.

7. Exercises

The Trust will exercise elements of this plan locally twice a year and multi-agency annually. The learning experiences and actions arising from these exercises will be incorporated into the latest version of the plan.  Reports and action plans will be presented to the Influenza Pandemic Steering Group and to the Business Continuity & Risk Management Group.

8. Business Continuity

The Civil Contingencies Act 2004 (CCA) requires all Category 1 responders to have comprehensive Business Continuity Plans (BCPs) in place and to also to have these readily available in the event of an emergency. The Trust’s Business Continuity Management Plans are currently under development. This is a wider piece of work than influenza preparedness and when complete these plans will provides guidance on managing critical services during any period of unusual pressures or interruptions to service supply, including influenza. BCPs will be available on the Trust’s intranet and also externally (web based).  The overall approach is described diagramatically below : 

[image: image2]
Service criticality assessments have already been completed in outline form for all services and all locations, together with contact details (internal and external and including the Trust’s Gold and Silver management teams) to initiate actions as required during an emergency. The Trust plans to complete detailed BCMs for all areas by March 2010 and to achieve BS25999 for the Emergency Department by February 2010. 
9. Pandemic Committees
The Trust has one internal committee which manages the response to Pandemic Influenza and Trust representatives also sit on a number of external committees:

· Pandemic Influenza Planning & Operational Group : Terms of Reference and membership (Appendix 1). Reports are Influenza issues are received at meetings of King’s Executive, Clinical Directors, Process Improvement Group and Operations Committee.
· NHS London Influenza Steering Group:– 

                                                     Flu Lead/ Head of Emergency 

                                                     Planning & Clinical Site Manager

                                                     HR workstream/Human Resources Manager

                                     Stockpiling/Procurement Manager
Southwark PCT – IPC  
Flu Lead/Head of Emergency Planning & 

                                          
Clinical Site Management

Lambeth PCT – IPC   
Flu Lead/Head of Emergency Planning &

                                        
Clinical Site Management
Section Two – Burden of Illness
1. Planning Assumptions – A(H1N1)          
The following planning assumptions relate to the current A(H1N1) pandemic and are appropriate for use until the end of the 2009/10 “seasonal flu” season i.e. until mid May 2010 
. 
The assumptions are based on an analysis and modelling of data derived from across the world since the start of the A(H1N1) pandemic and supersede earlier planning assumptions (16th July 2009). 
These revised planning assumptions do not take into account the possible positive impact of vaccination against the virus given that, as yet, there is still uncertainty with regards to timing of licensing and delivery of the vaccine.  
Importantly, there remains a possibility that the virus may mutate and become more virulent and therefore the Trust must be prepared for a full range of possibilities and plan for the prescribed worst case scenario. 
The table below summarises the key planning assumptions with regards to the current  A(H1N1) strain of influenza.  Within this general guidance it is worth noting that – to date – A(H1N1) infections have been highest in those under 16 years of age. 
	Planning Assumptions to mid May 2010 – potential effects of A(H1N1) infection on the general population


	Clinical Attack Rate
	Up to 30% of the population

	Peak Clinical Attack Rate
	Nationally upto 6.5% of the population per week. Locally 4.5% - 8% of the population per week.

	Case Complication Ratio
	Up to 15% of clinical cases

	Case Hospitalisation Ratio
	Up to 1% of clinical cases, of whom up to 25% could require intensive care at any given time

	Case Fatality Ratio
	Up to 0.1% of clinical cases

	Peak Absence Rate (staff)
	Up to 12% of the workforce


Note : The above are planning assumptions and are not a prediction of what will actually occur if the A(H1N1) virus continues to spread. 

2. Clinical Attack Rate 

Description: The proportion of the population who become ill with influenza, totalled over the period covered. (These are the clinical cases.) 
Assumption: In total up to 30% of the population may experience influenza-like-illness following infection with the A(H1N1) strain within the planning period. 
Commentary: This is an average over all ages in the population. The final Clinical Attack Rate among children under 16 may reach 50% during this period  with significantly lower rates than 30% in older people (of the order of 15% in those over 65). All the above figures refer to people experiencing symptoms. The proportion of the population infected with the A(H1N1) virus (the serological attack rate) may finally be as high as 60%. This is because in addition to those who develop clinical symptoms, a similar number may be infected but show no or insignificant symptoms. 
3. The Peak Clinical Attack Rate 

Description: The proportion of the population who become ill during the peak week. 
Assumptions: 

· Nationally, up to 6.5% of the UK population may become ill with influenza in the peak week of the pandemic. 
· Up to 8% of the population in any given locality may become ill with influenza per week in the peak week of a local epidemic. 
· These peak rates might be sustained for a fortnight. 

Commentary: The maximum 8% figure for a local area is higher than the UK planning assumption of 6.5% because local outbreaks may not be synchronised. Indeed, if the UK epidemic is extended over a relatively long period, local epidemics may have peak Clinical Attack Rates substantially higher than the UK epidemic as a whole. This is due to the UK epidemic curve being a composite of the local curves which may vary in profile, timing, and to some extent Clinical Attack Rate. As both highly-peaked and more lengthy epidemics pose challenges, planning should take account of the full range of possibilities. 
4. Case Complication Ratio

Description: The proportion of those ill with influenza who are expected to require additional treatment, such as the prescription of antibiotics (but not necessarily hospitalisation)

Assumption: The complication ratio may be up to 15% of clinical cases (as defined above) during the planning period. 
Commentary: Complication rates appear to be higher, as a proportion of those who become ill, in the children under 5. Conversely, older people may be less likely to become ill with this infection but are more likely to suffer from complications if they do become ill. Although evidence on these points is still accumulating it is reasonable at present to suggest that with the possible exception of the very young, age differentials in Clinical Attack Rates and Complication Ratios roughly cancel each other out. Thus: 
· Those over 65 will be about half as likely to become ill with this infection(Clinical  Attack Rate of 15% rather than 30%), but have approximately double the complication ratio (30% of clinical cases rather than 15%). 
· Those under 16 may have a Clinical Attack Rate of up to 50%, but a correspondingly lower complication ratio. 

The resulting proportions of all age groups suffering complications from A(H1N1) infection would therefore be comparable. 
5. Case Hospitalisation Ratio and need for Intensive Care 
Description: 

· The proportion of those ill with influenza who (if capacity exists) should be hospitalised, 
and 

· The proportion of those hospitalised who would need intensive care (if capacity exists). 

Assumption: Up to 1% of clinical cases during the planning period may require hospitalisation. Of these up to 25% could require intensive care at any given time. 
Commentary: Whilst hospitalisation rates for seasonal influenza are typically in the range 0.5 - 1.0% of those who become ill, current experience in the UK with the A(H1N1) virus suggests that planning should continue on the basis of the assumption given above.  Similar comments apply to age groups as above for complications, except that there is some evidence of higher hospitalisation rates amongst children under 5. At present, it is unclear whether this reflects relative severity of symptoms or a more precautionary approach to hospitalisation. This is a priority area for further investigation, and any further information will be incorporated into planning assumptions when available. 
6. Case Fatality Ratio 

Description: The proportion of those ill (clinical cases) who die due to influenza, totalled over a complete outbreak of infection. 
Assumption: For A(H1N1) infections during the planning period, the eventual Case Fatality Ratio (CFR) could be up to 0.1% of clinical cases. 
Commentary: This may be regarded as precautionary in the light of what has been seen so far but the Case Fatality Ratio may increase in the autumn (e.g. due to a higher incidence of bacterial co-infection, viral evolution or host susceptibility factors). The figure of 0.1% is therefore appropriate at present for planning purposes. 
Case Fatality Ratios are particularly difficult to estimate. To do so requires knowledge of (a) the total number of cases, including those that are very mild, and (b) the number who die because of influenza but whose deaths have been recorded as due to an underlying condition made worse by influenza. Both these factors are difficult to ascertain. The delay between the onset of illness and report of death must also be taken into account when calculating this ratio. Simply comparing known cases with known fatalities at any given point in a pandemic can give a seriously misleading estimate of the CFR. 
To date the evidence suggests that similar comments with regard to age groups apply as for complication rates. That is, the effects of differing Clinical Attack Rates and Case Fatality Ratios roughly cancel each other out. There is thus no marked difference between any age groups (including the under-5s) in the overall fatality rate due to this infection. To put the numbers in perspective, the combination of “reasonable worst case” 30% Clinical Attack Rate and 0.1% Case Fatality Ratio would result in a total number of deaths of about 20,000, about 1/30 th of the total expected each year from all causes (about 600,000). 
7. Absence from work due to illness 

Description: The proportion of the workforce who may be absent from work at the peak of the local epidemic because they are ill themselves or because they are looking after ill children
Assumption: Absence rates attributable to flu related illness may reach 12% of the workforce in the peak weeks of the planning period. 

Commentary: This estimate refers to absence over and above that for “normal” holiday leave and non-Swine Flu illness. The best current estimate of the length of illness is that: 
· Half those people becoming ill recover within about 7 calendar days. 
· A further 25% need up to 10 calendar days to recover

and 
· 25% have symptoms for more than 10 calendar days. 

As an average (mean), the duration of illness is 9 calendar days. 
Current data - and analysis of previous pandemics - suggests an average absence from work of approximately 10 calendar days for clinical cases without complications and 14 calendar days for those with complications. This includes some allowance for a short period of recuperation following recovery from clinical illness in addition to the period with flu symptoms. 
Also included in the estimate is an assumption about the numbers of staff at home caring for ill children but not for any additional absence due to fear of contracting Swine Flu or the need to look after ill dependent relatives or friends other than children. 
If schools are closed due to influenza during term-time (due to lack of availability of staff or planned closure), absence rates may increase as parents may need to stay at home to look after children. It has been estimated that this could cause an additional 15% of the workforce to be absent for the duration of the school closure. This is based on the proportion of the national workforce with dependent children at home, as evidenced by survey data. 
Section Three – Impact on King’s
Translating the current planning guidance to the King’s context suggests the following pattern of admissions : 

	Age
	Pop in Lambeth
	Pop in Southwark
	KCH covers 40% of Lambeth + Southwark
	No of Clinical cases (30% attack rate)
	Projected Admission Rate 
	Total no of admissions during pandemic
	 

	> 16
	              48,300 
	          47,025 
	                  38,130 
	            11,439 
	1.00%
	                114 
	 

	16 - 65
	             201,080 
	         208,800 
	                 187,000 
	            56,100 
	1.00%
	                561 
	 

	>65
	              24,620 
	          25,350 
	                  19,988 
	             5,996 
	1.00%
	                  60 
	 

	Total
	             274,000 
	         234,150 
	                 203,260 
	            60,978 
	 
	                735 
	 

	Week
	Admissions 

UK-wide
	% of pandemic (From DH document)
	No of children admitted
	No of adults  aged 16-65 admitted
	No of adults aged > 65 admitted
	Total adults admitted 
	Total  admissions to KCH

	1
	                   119 
	0.14%
	                          0 
	                    1 
	                    0 
	                    1 
	                      1 

	2
	                   169 
	0.20%
	                          0 
	                    1 
	                    0 
	                    1 
	                      2 

	3
	                   676 
	0.82%
	                          1 
	                    5 
	                    0 
	                    5 
	                      6 

	4
	                2,575 
	3.12%
	                          4 
	                  17 
	                    2 
	                  19 
	                    23 

	5
	                8,704 
	10.54%
	                         12 
	                  59 
	                    6 
	                  65 
	                    78 

	6
	              17,871 
	21.65%
	                         25 
	                121 
	                  13 
	                134 
	                  159 

	7
	              17,458 
	21.15%
	                         24 
	                119 
	                  13 
	                131 
	                  156 

	8
	              11,733 
	14.21%
	                         16 
	                  80 
	                    9 
	                  88 
	                  105 

	9
	                8,014 
	9.71%
	                         11 
	                  54 
	                    6 
	                  60 
	                    71 

	10
	                6,223 
	7.54%
	                          9 
	                  42 
	                    5 
	                  47 
	                    55 

	11
	                4,316 
	5.23%
	                          6 
	                  29 
	                    3 
	                  32 
	                    38 

	12
	                2,149 
	2.60%
	                          3 
	                  15 
	                    2 
	                  16 
	                    19 

	13
	                1,292 
	1.57%
	                          2 
	                    9 
	                    1 
	                  10 
	                    12 

	14
	                   711 
	0.86%
	                          1 
	                    5 
	                    1 
	                    5 
	                      6 

	15
	                   541 
	0.66%
	                          1 
	                    4 
	                    0 
	                    4 
	                      5 

	Total
	              82,551 
	100.00%
	                       114 
	                561 
	                  60 
	                621 
	                  735 



Based on the current A(H1N1) planning guidance the pressure on the Trust would grow rapidly from Weeks 4 -6 and the period of peak pressure would be during Weeks 6 – 8 when approx.15% of General & Acute beds and approx. 40% of intensive care beds would be required for flu patients. 
Given that Kings College Hospital NHS Trust consistently operates at high bed occupancy rates – often reaching 97% or more – the impact of a surge in flu related admissions on this scale would be severe and would necessitate :

· The adoption of centralised command and control arrangements, essentially over beds but also over normal staffing arrangements.

· A reduction in or suspension of elective activity and non-urgent activity. 

· The adoption of new admission and discharge thresholds.

· Revised staffing ratios and skills mixes in some areas.
· An expansion of critical care facilities.

The impact on critical and intensive care beds – particularly for children - would be very challenging. This has been recognised nationally and the DoH has responded with a major initiative focusing on ways to expand critical care capacity and to sustain additional bed numbers over a number of weeks. 
Details of  the bed management arrangements and critical care expansion plans for the Trust are set out in subsequent sections of this Plan. 
Section 4 - Trust Operational Plan

1. UK Pandemic Alert Levels
Over recent years The Trust’s planned response to an influenza pandemic has been based on an internal escalation process which would be prompted by each of the on the four UK Pandemic Alert Levels.
Alert Level 1 – Cases outside the UK only
Alert Level 2 – New Virus isolated in the UK

Alert Level 3 – Outbreaks in the UK

Alert Level 4 – Widespread outbreaks across the UK.
UK ALERT LEVEL ONE 
Level One = Cases outside the UK

	INDICATOR
	TRUST ACTION PLAN
	RESPONSIBILITY

	Person to person transmission
with credible threat of global pandemic

Unlikely to be specific vaccine

Prepare on information from
WHO and DoH 25%-50%
attack rate over one or more
waves lasting approx 12-15
weeks each

This alert will be activated by
DoH then SHA London
	Preparation for pandemic crucial as acceleration through alert levels one, two and three may be rapid.

Establish regular contact with SHA London Control.
Consider impact on workforce of
potential “carers” issues.
Comms - General advice leaflet – Pandemic Flu: Important information
for you and your family (ref 2005) to be distributed to Main Reception,
A&E, PALS, Discharge Lounge etc.

Bulletins on Kings Web

Infection Control to identify side room capacity / usage and develop cohorting plans.

Ensure all areas have ready supply of gloves, aprons and masks.

Identify staff returning from holidays abroad, assess likelihood of contamination.
Pharmacy to identify area for

receiving and storage of vaccine from PCT.

Procurement to assess stock levels.
	Pandemic Flu Operational

Team (Gold)
Head of HR
Infection Control Team /

Clinical Site Management Team/Matrons

Occupational Health / Human Resources

Pharmacy Lead

Procurement Manager.


UK ALERT LEVEL TWO

Level Two = New virus isolated in the UK

	INDICATOR
	TRUST ACTION PLAN
	RESPONSIBILITY

	Outbreaks may be small and localised
	To continue staff information and guidance.

Consider essential services and when to start to downsize non essential services.

Stock take critical care capacity and equipment

Consider staffing numbers and relocation / redeployment plans.
Identify staff with Critical Care Skills from workforce reports.  Identify all 
staff trained in “mask fitting”. 

Ensure communications are 
established with agencies who have a role to assist in mutual aid.
Implementation of procedures to 

minimise contamination /spread of flu.
Establish supplies reserves /

stockpiles

Management of cleaning and waste disposal from infected patients

Management of antiviral and 

antibiotic stocks. Review prescribing guidelines.

Compile list of volunteers/retired staff / students / bank staff and 

consider training requirements


	Head of Corporate Communications.
Pandemic Flu Operational 
Team (Gold).
Head of Nursing / Matrons / Human Resources.
Head of Emergency 
Planning.
Infection Control Team /

Clinical Site Managers / 

Matrons

Head of Procurement

Head of Facilities

Head of Pharmacy

Assistant Directors of 

Nursing / Human Resources




UK ALERT LEVEL THREE

Level Three = Outbreaks in the UK

	INDICATOR
	TRUST ACTION PLAN
	RESPONSIBILITY

	Likely multiple outbreaks of flu, limited to geographical regions.

For London, there may be outbreaks in specific areas e.g. Lewisham, Hackney.

	Consider staffing, area they live, caring for relatives etc.
Start to plan for cohorting patients 
with flu.  
Consider using Ruskin Wing as flu wing and decanting non flu patients to Cheyne wing. 
As incidence increases emphasis may be to protect the vulnerable patients

Assess ITU/HDU capacity

Consider alternative uses of resources/departments/areas e.g. flu designated triage area

Consider how Trust will cope with increasing levels of anxiety from staff and general public and the risk of social disruption.

All departments to provide a weekly manpower return to monitor sickness.
Issue message to staff to stay at home if have flu symptoms and to follow instructions via media / local 
PCT.
Ensure staff using protective 

equipment effectively.


	Heads of Nursing / Matrons / Human Resources

Trust Flu Operational Team (Gold)

Infection Control Team / 

Clinical Site Management Team / Matrons / Divisional  
Managers 

ED management team

Critical Care Mangers

Trust Flu Operational Team / HR / Comms / Security

Heads of Nursing / 

Occupational Health/ 

Human Resources

Corporate Communications

Infection Control Team / 

PDNs



	
	Pharmacy to liaise with PCT with regards to supply, distribution and dispatch of antivirals. 

Work with Occupational Health regarding staff vaccinations.

Stock take of necessary 

consumables for infection control.


	Pharmacy lead

Occupational Health

Procurement / 

ward managers


UK ALERT LEVEL FOUR
Level Four = Pandemic Period 

	 INDICATOR
	TRUST ACTION PLAN
	RESPONSIBILITY

	Widespread infection across 

the UK, with several waves of infection expected to last approximately 8-16 weeks 

each.
	Activate Control Room (Silver) as per SHA guidelines.
Confirm essential levels of service to be maintained in event of widespread illness.

Confirm closure of non essential outpatients and elective non critical admissions.

Plan redeployment of staff.
Liaise with other agencies to 
provide staff transport if required.
Review staff annual leave.
Continue to send representative to partner agencies group meetings.
Prepare up to date information for staff and patients in conjunction 
with SHA.
Liaise with PCT around

assessment centre for antivirals.


	Trust Flu Operational team 
(Gold).


	
	Activate bed escalation plan

Collect Trust bed state.
Prepare daily SITREP .
Collect staffing numbers and requirements.
Daily assessment of consumables and liaise with Facilities / Hotel Services with regards to cleaning / 

food / waste disposal / linen.

	Control Room (Silver)

HoN / Human Resources

Procurement Manager

Facilities / Sodexho / Infection 
Control team.


ALERT LEVEL – STEP DOWN

	INDICATOR
	TRUST ACTION PLAN
	RESPONSIBILITY

	End of Pandemic

If the end of a surge the 
recovery will be on the basis 
of short term before next 

surge. 
If the end of the pandemic the Trust may remain on high alert and for long term.
This end of the pandemic will 
be communicated by the 
Health Protection Agency.
	Inform staff of change in alert Status.
Ensure existing flu inpatients are kept in the flu wing.

Assess Trusts position with regards to capacity and waiting lists etc.

As workforce and capacity 
recovers re introduce 
services as per priority to 
restore Trust’s clinical and 
financial position 

Re-introduce normal arrangements for annual leave.
Debrief and evaluate BCM plans.

	Trust Flu Operational Group 
(Gold).



2. Trust Escalation Policy – Command & Control 

Whilst the above guidance is still current it will be interpreted and modified locally as required by the Trust’s Flu Operational (Gold) Group – which is described diagramatically below.

The Gold Group will be convened to monitor the situation and to take management action as required based on a regular assessment of the impact of the pandemic on the Trust’s operational capability . 

The Gold Group will agree and implement appropriate responses e.g. modifying activity, re-directing resources internally, implementing new admission and discharge thresholds, determining which services can continue to be provided at normal levels, which services can continue to operate but at a reduced or modified levels and which services are to be temporarily discontinued. 
Kings College Hospital 
Pandemic Flu Operational Control Structure
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The Gold Group will also work with NHS London via the daily flu sit rep reporting process to ensure that essential services are sustained across the sector. 

NHS London is working to develop a fuller understanding of the level of service pressures that will trigger service reductions or service closures. It is acknowledged that these decisions will have to be taken at Trust level in response to local conditions but it is also accepted that escalation needs to be taken within a consistent national framework. To this end NHS London is seeking to agree the levels of service pressure that would justify this action – including e.g. the number of beds falling below an agreed threshold level, transfers of patients out of region, paediatric patients being treated in adult beds and sustained levels of surgical cancellations above the norm. 

If required the Gold Group would also convene the Trust’s Trust Command & Control Centre (Silver) Group, which would almost certainly be set up in the circumstances described below :
· Wide scale ongoing cancellation of elective activity.

· Capacity dictates the need for additional beds to be opened, or relocated to a neutral pressure area within the hospital site.

· Reduced staffing levels - including medical, nursing, ancillary - are impacting on service delivery.

· Insufficient supplies of stock, blood or medications due to failure in the supply chain.

· DoH and / or NHS London instructs hospitals to discontinue all routine activity.
· Following a decision by the Executive Director of Operations on the advice of the Lead Consultant (Infection Control), the Head of Emergency Planning and the Clinical Director of Medicine.
The Silver Group will report to the Executive Director of Operations via the Gold Group. The role of the Silver Control Centre and the frequency of its meetings will be dependant on circumstances, on the level of disruption to activity and the scale of the pandemic.
A Major Incident may be declared dependent on the number of cases and their impact on the wider Trust. 

Given the pressure that a flu pandemic will put on the Trust’s limited bed capacity Heads of Nursing, Modern Matrons and Discharge Co-ordinators must ensure that all patients have a detailed care plan and discharge date and that this is communicated to their Bed Manager and to the Senior CSM at Bed meetings. It is the responsibility of the Modern Matron to identify patients for early discharge to Clinical teams and also to the PCT Discharge teams.

The decision to admit during the pandemic should be taken by a Consultant or SpR in liaison with the CSM team who will endeavour to explore alternatives to admissions in dealing with GP referrals.
3. Trust Supporting Actions

The Trust will also introduce the following supportive actions : 
· At WHO Alert level 5 staff advisory section on Trust Intranet and daily bulletins.

· At WHO alert level 5 Divisions will finalise the updating of staffing records to include home location, if the individual is able to walk into work or get to work without the need for public transport.

· At UK Alert level 2 the Trust Operational control team will consider the need to institute a partial Trust lockdown to prevent inappropriate ingress to Trust property by members of the public or media. Patients may be limited to one visitor at a time and this will be controlled through the main entrance.

· The Trust CEO or Executive Director of Operations can initiate activation of the Trust response at WHO alert level 5 in advance of the declaration of WHO alert level 6 (full pandemic) if it is considered operationally expedient to commence preliminary actions before the pandemic has actually reached the UK.  If the spread outside the UK is perceived as particularly rapid this may require earlier activation of the Trust response as the initial phases in the UK may be of extremely short duration.

· Daily Flu Sit Reps

Daily Flu Sit Reps providing data for external reporting and internal management about patients with A(H1N1) are produced by the Clinical Site Managers (CSMs), senior nurses who provide 24/7 cover for the hospital site. To ensure that the Sit Reps are as robust as possible, these are also cross referenced against A(H1N1) test requests and test results from the on site HPA Virology Lab. 
Data on the daily bed state in the Trust is routinely shared with PCTs, Social Services and GSTT to support capacity management across the local health economy. 

Section 5 - Pandemic Admission and Discharge Policy 

1. Inpatient Admission from the ED
The decision to admit a patient presenting with respiratory illness indicative of influenza will be based on clinical symptoms and the results of investigations in accordance with the most recent algorithm issued by the HPA and / or agreed locally within the Trust. The algorithms issued by the HPA are modified regularly as more information about the A(H1N1) virus becomes available. The latest version of the algorithm is available on the Trust’s CliniWeb.
The Clinical Site Manager (CSM) will be informed of all admissions of patients with confirmed or suspected A(H1N1) influenza to support site management and enhanced control of infection management including patient cohorting. 

2. Inpatient Admission following GP Referral

GPs should be advised to manage a patient’s condition at home if at all possible. However, if a confirmed case of A(H1N1) patient does require admission the CSM will seek to arrange a negative pressure bed on Lonsdale ward and contact the Medical Registrar on call.  
The patient will be admitted directly to ward. The CSM will then also inform Infection Control Team.
There is limited negative pressure room capacity within the Trust = 4 rooms on Lonsdale Ward and 2 rooms DMU. Once this capacity is exceeded it will be necessary to cohort patients in side rooms and – dependent on numbers – identify whole wards to be used as ‘flu wards’. 

Flu Wards will be designated as follows (in order of fill) :

Golden Jubilee – 2nd floor

· Lonsdale

· Christine Brown

· Katherine Monk
Ruskin Wing

· Marjorie Warren

· Donne

· Byron

· Murray Falconer

· David Marsden

· (Friends Stroke Unit and Kinnier Wilson to carry speciality workload as much as possible )

Cheyne Wing

· Mary Ray

· Annie Zunz

· Trundle

· Cotton

· Oliver

· RDL

· Twining 

· Matthew Whiting

3. Inpatient admission criteria to the Intensive Care Unit (ICU) and High Dependency Unit (HDU)

Admissions to the Critical Care department will be assessed on an individual patient basis by the Consultant in charge of ICU and HDU. During a pandemic it is expected that the number of admissions to ICU and HDU would increase substantially and measures are in place to expand critical care capacity to accommodate this.  

4. Critical Care Capacity within the Trust
· General ICU                  = 14 beds  (2 side rooms with variable pressure)

                                                 
capacity to increase to 18 beds using Operating 

                                                 
Dept. ventilators
· Liver ICU                       = 15 beds  (2 side rooms)
· Cardiac Recovery Unit  =  6 beds
· Paediatric ICU               =   6 beds  

· General HDU                 = 10 beds ( 2 side rooms)
· Neurosurgery HDU        = 12 beds
· Cardiothoracic HDU       = 10 beds (1 side room)
· Liver (Step Down)          =  2  beds (double sideroom)

On identification of a confirmed case requiring intensive care, the patient will be cared for by Critical Care staff in a side room within the General ITU

.

As the numbers increase the staffing/patient ratio, patient safety will need to be assessed by Clinical Lead Critical Care and Consultant Microbiologist.

When capacity in Medical CCU is fully utilised then :

· The Trust will cancel elective activity that may require access to critical care (if this action has not already taken place). 

· Patients will be decanted to other Critical Care facilities within the Trust. 
· If numbers continue to rise additional capacity will be created by upgrading some Level 2 beds to Level 3 status and by creating additional Level 2 beds on designated wards, including Christine Brown, and also possibly in theatre recovery areas. 

· The Trust has an available stock of > 120 ventilators (including 14 ‘nippys’) to support an expansion in capacity and equipment is unlikely to be a constraint. Additional nursing staff will be sourced by Lead Nurses based on revised staffing ratios and skill mixes.
· Critical Care capacity will be reviewed twice daily by the Consultant ICU, Consultant Microbiologist and Clinical Site Manager.
5. Admission, discharge and management of bed capacity

The Trust has a Bed Management Policy (2008 – x drive / Trust Wide Policies).  Capacity during a pandemic would be managed in accordance with the principles and practices set out in the Bed Management Policy. 
The Clinical Site management team will retain responsibility of the management of the Trust bed pool. The CSM team will request assistance from the Silver or Gold Team when required.
As part of the escalation process it is the responsibility of Divisional Management teams to ensure that there is senior review of all inpatients at least daily.  Additional ward rounds may be required at times of acute bed pressure to expedite discharges.
The decision to cancel elective surgery (unless otherwise directed by the SHA) will be taken by the Executive Director of Operations in discussion with the Divisional General Managers and Head of Clinical Site Management, taking into consideration clinically urgent cases and where the Trusts’ targets are put at risk.
The Trust operates at “Green plus” / ”Amber” during the winter months and this will continue during the alert phase. The Trust would almost certainly escalate to “Red” during a sustained pandemic.

The actions taken at the various stages in the escalation process are routinely practiced by the Clinical Site Management team in conjunction with Divisional Bed Managers and Divisional Managers.

At the early part of the pandemic period the escalation would be “Amber” and accelerated discharge processes will be implemented in conjunction with the Modern Matrons and Discharge Co-ordinators.

At escalation status “Red” a higher level response from both PCTs and Social Services will be required, working with the Trust to enable accelerated discharges.

If the Trust’s capacity constraints become acute the problem this will be escalated to the SHA via the daily flu sit rep with a request for support from other hospitals across the sector. 

Section Six - Responsibilities of Staff
1. Basic Control of Infection

Everyone can help reduce the spread of infection by following hand washing and respiratory hygiene advice. Taking extra precautions to protect others from infection (particularly those who are most vulnerable to A(H1N1) could have a significant impact on the number of people who become seriously ill. A public campaign to raise awareness is ongoing across the UK and the Trust will support this initiative as the first line of defence in combating the flu pandemic. 
2. Specific Control of Infection Guidance

The Trust’s Control of Infection Team have produced specific guidance for the management of influenza – see “Pandemic Influenza including ‘swine’ A(H1N1) and ‘avian’  (H5N1) influenza : Control of Infection Policy”  - which is available on CliniWeb (Appendix 2).
Importantly, this Policy includes detailed information on the appropriate use of personal protective equipment (PPE). 
In summary, when treating patients with suspected or confirmed swine flu :

· Staff should wear a surgical mask for the provision of routine care. One mask can be worn when caring for several different swine flu patients who are cohorted in one area. These masks should be disposed of each time the member of staff leaves the cohorted area.

· A disposable FFP3 mask – or a resuable respirator mask for staff who have been specifically trained in their use – should be worn only when performing aerosol producing procedures i.e. intubation, suctioning. Disposable masks should not be reused and should be disposed of after each patient contact.

· Patient movement between wards / departments should only take place when absolutely necessary. In these cases the patient should wear a surgical mask. Patients should never wear an FFP3 mask as the one way filter is an inhalation filter and provides no protection against patients spreading the virus to other contacts.

The Infection Control team have produced a poster on the correct wearing of Personal Protective Equipment when caring for swine flu patients. Copies are available from the IC Nursing Team (ext. 4374).
3. National Pandemic Flu Service 

Staff experiencing flu like symptoms (e.g. high temperature, headache, sudden onset of fever, chills, headache, muscle pain, sore throat, dry cough, prostration) should not come to work or seek clinical support from the hospital unless the symptoms are so severe that admission may be indicated.
Staff should instead contact the National Pandemic Flu Service (NPFS). 
[image: image4.png]NATIONAL

et govak pandemcty
INFORMATION 0800 1 513 513





The NPFS was launched in July 2009 to take the pressure off frontline primary care services. By supporting people otherwise healthy people away from primary care the NPFS helps to ensure that patients in high-risk groups and those with complications are still able to access their GPs. This is particularly important for pregnant women and infants. The NPFS will provide advice, guidance and – if necessary – an assessment together with information on how to access local anti-viral collection point where supplies of tamiflu are available.
4. Vaccination Programme

The Trust has developed a local programme for the vaccination of front line health care staff against the A(H1N1) virus. This will supplement the usual vaccination programme for ‘seasonal’ flu which takes place each autumn. The programme will be led and co-ordinated by Occupational Health but will be supported and delivered by nurses from most of the Trust’s Divisions. 

The programme is part of a national initiative developed by the DoH on the advice of two independent expert scientific committees – the Joint Committee for Vaccination & Immunisation (JVCI) and the Scientific Advisory Group for Emergencies (SAGE). Currently, the vaccine is being carefully assessed for safety and will be licensed by the European Medicines Agency (EMA) before it is issued for general use. The vaccine manufacturers have advised that they expect a licence for the vaccine to be granted around the end of September or beginning of October 2009. 

The first step will be to offer the vaccine to ‘at risk’ groups, including :
· Individuals aged six months and to 65 years in the current seasonal flu vaccine clinical ‘at-risk’ groups.

· Pregnant women, subject to licensing conditions on trimesters.

· Household contacts of immunocompromised individuals.

· People aged 65 and over in the current seasonal flu vaccine clinical ‘at-risk’ groups.

The Trust will offer vaccine to all its front line health care staff because we recognise that these staff are at increased risk of infection and of transmitting that infection to vulnerable patients. 
Nearer the time the Trust will provide more information about the risks and benefits of vaccination and will seek to ensure that the take up of the vaccine is as high as possible. 
Section Seven - Workforce Issues 

1. Human Resource - Issues

During a pandemic staff will be expected to attend work in the normal way and the Trust will seek to operate within existing employment policies.  Some policies may however have to be temporarily modified.  The effective start and end dates of these modifications will be determined after consultation with staff side partners and clearly communicated to managers and members of staff.  In addition it may be necessary to scale down or stop providing some ‘non-essential’ services and redeploy staff for a number of weeks.  Staff may be asked to undertake duties outside their normal professional area.  All staff must be prepared to work flexibly and to have their regular duties altered to take into account service priorities.  
2. Redeployment of staff

If at the height of a pandemic, services are reduced to the provision of essential care, the Trust will redeploy staff who work in areas that are scaled down or suspended.  Staff may therefore have to take on new roles or work in unfamiliar situations. Non-clinical staff are being trained to take on clinical support roles on wards and in roles currently provided by Sodexo, e.g. portering, patient feeding and cleaning.  

If staff need to be redeployed or work needs to be reallocated the following principles will apply:

· Staff will not be expected to undertake roles outside the level of their competence. Staff will have the skills and knowledge to work safely.

· All reasonable measures will be put in place to ensure the health and safety of staff.

· Staff will be paid on their existing grades.

3. Criminal Records Bureau Checks
Under our current guidelines, in order to redeploy staff into and between clinical areas, some staff will require standard and enhanced CRB checks. If the CRB is unable to process checks in a timely manner and there are pressing reasons for placing staff into protected posts the following principles will apply:

· Staff may commence work in any area that requires a CRB check whilst that check is pending providing they do not have unsupervised access to children or vulnerable adults. Should the UK Government relax the restriction on working with children and/or vulnerable adults without a PoCA check being completed, existing Trust staff will be allowed to work with children and/or vulnerable adults pending the outcome of the CRB disclosure.
· Any decision to act outside of these principles in order to meet critical service delivery needs will rest with a member of the Senior HR Management Team and the Safeguarding team.

4. Immunisations for staff redeployed from non-clinical to clinical roles
If the Trust has to redeploy staff from non-clinical roles into clinical [non Exposure Prone Procedure] roles the Trust aims to maintain current practice as outlined in the Trust’s Policy on Immunisation and Health Clearance Against Infectious Disease.  The names of staff who might be redeployed will be checked against Occupational Health records.  Staff who are not immunised to the correct level will attend an Occupational Health appointment to provide evidence of immunisation and to establish which immunisations are required.  Staff will receive guidance on how to reduce the risk to themselves and patients.  Staff will then be expected to make a follow up appointment with Occupational Health for the necessary immunisation within four weeks of starting their temporary placement.  The process described above may be modified if at any point during a pandemic there is insufficient Occupational Health nursing capacity.
5. Redeploying non-clinical staff and day nursery staff into clinical roles
 If the Trust has to redeploy staff from non-clinical roles into clinical roles staff will participate in a three day training programme to equip them with the essential skills.  The training course will comprise two modules.  Module 1 covers basic life support, use of suction and manual handling and can be taken as a stand alone module. Module 2 covers basic care, infection control, clinical waste disposal and an opportunity to practice on a ward, and runs over two consecutive days.  The Trust will use established teams to provide the training and have identified measures for reserve trainers.  If a large number of staff need to redeployed in a short space of time the training arrangements will be modified as appropriate.
6. Redeploying staff into ‘soft’ facilities roles
If necessary the Trust will temporarily redeploy staff from non-essential roles into ‘soft’ facilities roles such as portering, patient feeding and cleaning.  Staff would be provided with training and protective equipment and the immunisation process outlined above would apply.
7. Sourcing additional staff

The Trust will use retirees, volunteers and temporary and agency workers to maintain staffing levels.  

· Retirees: The Human Resources Department will write to former staff who have retired from clinical roles within the previous 12 months to invite them to join NHSP or and other providers of locum staff.  
· Volunteers: The Trust currently keeps a list of volunteers who would be willing to work during a pandemic. All volunteers are CRB checked. 
· Temporary Workers:  If additional temporary staff are required they will be offered employment on a fixed term contracts subject to the usual pre-employment checks.  The Trust will use the ‘Flexible Worker Contract of Engagement’ template, as per Appendix B of NHS Employers guidance ‘Pandemic influenza: Human resources guidance for the NHS’.
· KCL Health Schools : KCH will reach agreement with KCL’s Schools of Medicine, Dentistry and Nursing on therelease trainees to support clinical services if required. 
8. Staff Details

Each department is required to have a completed staff information form for each member of staff, to be referred to in the event of a flu pandemic or other emergency.  The information includes contact details, caring responsibilities in the event of closure of schools etc, changes staff could make to normal working hours during a pandemic, additional skills and potential transport problems in the event of disruptions to public transport or fuel supplies.  The form needs to be reviewed annually and when a pandemic is declared. 

9. Working Additional Hours

Part time and full time staff may be invited to increase their contracted hours for a specified period of time but will not be obliged to do so.  Staff who work additional hours will do so in line with normal departmental practice, e.g. overtime, via NHSP.   

Staff will be paid for additional hours of work in line with their existing terms and conditions.  If, however, staff shortages become particularly acute it may be necessary to consider alternative arrangements for some groups of staff.   

Managers and staff will ensure that excessive working time without adequate rests does not occur.  If staff work more than 48 hours per week over the relevant reference period managers must ensure that an Opt Out Agreement Form is signed as per Guidance On The Working Time Directive Regulations.

Staff on flexible working arrangements may be asked to temporarily alter them, if it is reasonable for them to do so.
10. Staff Communication 

The Trust recognises that there may be high levels of anxiety about working directly with flu affected patients and working in new or adjusted roles.  The Trust will draw up a communication strategy (see Section 8 below) that ensures staff have a realistic assessment of the related risks and how they can be minimised.  The strategy will also ensure that relevant information on key policies, self diagnosis etc is readily available to all staff.  Staff side representatives will be kept fully informed as the Trust’s escalation plan is implemented.  Communication with managers and staff will be via a variety of means, including cascade briefings, e-mail, staff portal on website, text and telephone and press releases.  
11. Sickness Absence 
If staff are fit to work and do not have flu-like symptoms they should always attend work.  
Staff with flu must stay at home until the risk of infecting others has passed.  Once staff cease to have flu-like symptoms they must return to work as soon as possible.   

If staff cannot attend work because of sickness they should report their absence in line with normal departmental procedures unless advised to do otherwise.

Managers should take reasonable steps to ensure that staff cease to be infectious before they return to work.  The Trust has developed a simple checklist for screening staff for managers to run through with staff before they report for duty, ideally over the phone on the day before staff are due to come back.

The Trust does not plan to change its rules on the certification of sickness absence.  Self certificates for absences of 1-7 calendar days and GP medical certificates for 8+ days should be given to line managers.  During a pandemic the government may extend the period of absence covered by a medical certificates.  If this happens the Trust will amend its rules accordingly.
12. Caring for Dependants 
In the event of widespread closure of nurseries, schools and elder day care homes the Trust’s Work-Life Balance & Childcare Co-ordinator will advise on alternative solutions. 
If staff cannot work because they have to care for a dependant [e.g. in the event of the closure of a nursery, school, day centre, nursing home etc] they will  report their absence in line with normal departmental procedures unless advised otherwise.

Paid special leave up to a maximum of 45 hours [or 6 x 7.5 hour days] per rolling 12 month period [pro rata for part timers] may be granted for carer and bereavement leave.  Unpaid leave and annual leave can be agreed to cover longer periods of carer leave. 

13. Bereavement Leave
If staff cannot attend work because of the death or serious illness of a family member they will report their absence in line with normal departmental procedures unless advised to do otherwise.  Paid special leave up to a maximum of 45 hours [or 6 x 7.5 hour days] per rolling 12 month period [pro rata for part timers] may be granted for carer and bereavement leave.  Unpaid leave and annual leave can be agreed to cover longer periods of carer leave. 
14. Transport Disruption
In the event of transport disruptions due to non-availability of public transport or fuel shortages:
· Staff who live within three miles are generally expected to walk to work.  Managers need to take into account any physical limitation when assessing whether it is reasonable to expect staff to walk.
· Staff who cannot get to work because of transport disruption should report their absence in line with normal departmental procedures unless advised to do otherwise.  

Staff who cannot get to work because of transport disruption will normally be allowed to work back time, with the proviso that the hours ‘owed’ can be used to undertake duties at times that are required by the department.  If staff are unable to work back time they willl take annual leave or unpaid leave.  

Once service needs are assured, managers can consider altering start and finish times to reflect individual needs and other flexible working options such as working from home and temporary reductions in hours.
15. Reporting absence: Staff Absence Line – 020 3299 1920
At the beginning of a flu pandemic staff will be required to report absences in line with normal departmental procedures.  If flu intensifies, and it becomes necessary to monitor staffing on a weekly and then a daily basis, staff may be required to report all absences to a central Staff Absence Line on 020 3299 1920.  The Staff Absence Line will be staffed by trained call handlers drawn from OPAC and other redeployed staff.
16. Accommodation 
If key staff are required to remain at work, or to be at work for long periods of time, the Trust will make Trust or Salvation Army accommodation available.  The cost of accommodation will be borne by the Trust but must be authorised in advance.  Staff required to stay in hospital accommodation will be able to claim for food and drinks from the hospital restaurant through expenses with receipts.  The entitlements set out with regard to ‘subsistence’ in Section 4 of the Expenses Policy will not apply where the Trust makes available free accommodation.  All other cases will be considered on an individual basis.
17. Working from home

During a pandemic the Trust will need as many staff as possible to attend work.  Once essential services are assured it may be possible for some staff to work from home for all or part of a pandemic.  Requests from staff to work at home will be considered carefully and not unreasonably denied.  However, for this to be agreed, staff will need to have the necessary office equipment to carry out the work at home etc as per Homeworking Policy.

18. Annual Leave
It is not anticipated that previously arranged annual leave will be automatically cancelled but it may be necessary to cancel booked annual leave in exceptional circumstances.   If staff incur costs as a result of a Trust decision to cancel booked annual leave, the Trust will consider any request for reimbursement on an individual basis.  The Trust recognises that staff require adequate rest during a pandemic and managers will therefore consider requests for leave in the normal way.  However, it is likely that time off will be restricted to one week and in the event of severe staff shortages it may be necessary to decline new annual leave requests.

19. Study Leave
All non-essential training may be cancelled.

20.  Death in Service
If a staff member dies the line manager or departmental head will inform:
· colleagues who worked with the employee
· the Divisional Manager or Corporate Director
· the Chief Executive’s office
· the Human Resources Manager
· the Payroll Liaison Manager and 
· the chair of the Staff Side and / or the staff member’s Trade Union representative 

The manager will prepare two letters of condolence, one on behalf of the Chief Executive and one on behalf of the department.  Templates and further guidance are available in x:humres/guidance/death in service.

21.  Failure to attend work or follow reporting procedures without good reason 
It is anticipated that the vast majority of staff will approach a pandemic in a spirit of co-operation and commitment.  It is acknowledged, however, that some staff will feel anxious about attending work during a pandemic.  If staff do not attend work for this reason the Trust approach will be first to try to persuade and reassure.  If, however, a member of staff continues to be absent without good reason, the absence will be classified as unpaid unauthorised leave and disciplinary action may be taken.  Absences may also be recorded as unauthorised if staff fail to follow correct reporting procedures. 

22. Disciplinary and Grievance Processes
Meetings under workforce procedures such as the disciplinary procedure may have to be postponed until a pandemic comes to an end.

23. Occupational Health and Staff Counselling Service
Occupational Health Services and the staff counselling services will be available to staff and managers for support and advice.  Occupational Health Services will lead on the administration of vaccinations to members of staff.  Divisions will provide nurses who will be directed by and work alongside occupational health nurses in order to ensure that the Trust can vaccinate the greatest number of staff within the shortest possible period. 

Section Eight -  Communications Strategy
1. Overview

· During a pandemic, accurate and concise communications which can be issued swiftly to the right people at the right time will be essential in helping to control panic, as well as getting across messages about what actions people should be taking and in what circumstances.

· As a major healthcare provider, the public and the media look to King’s for reassurance and information.

· A pandemic could affect the Trust in a number of ways, the most likely being large numbers of additional patients, increased infection control issues and staff absence through prolonged and unplanned sickness.  

· This plan considers communications for staff, patients and the general public, as well as how King’s pandemic communications activity will fulfil the requirements of NHS London’s pandemic communications plan.  

· It is still to be ratified by the Flu Pandemic Steering Group at King’s and is therefore subject to change.

2. The Role of the Communications Team 

· The Trust Communications Team will liaise closely with the Flu Pandemic Planning & Operational Group to ensure that mechanisms are in place to communicate effectively with all audiences, internal and external.  A member of the Communications Team sits on the Group and the Team will continue to be represented at this level during a pandemic.

· The Communications Team will keep abreast of external developments, including the WHO’s declared pandemic status level, both via information provided through NHS London and the Department of Health and also its own research.   

· When a pandemic is likely, the Team will instigate a flu pandemic monitoring system, which will include:
· Daily monitoring of media coverage; 

· Regular contact with NHS London, the Department of Health and other appropriate organisations to ensure the Trust is kept abreast of developments and key communications;

· This may be done on a formal rota basis if necessary.
· The Communications Team will co-ordinate all messages for staff, patients, visitors, carers and families and the media.  

· The Team will ensure that any communications instructions for acute trusts which are issued centrally by NHS London and/or the Department of Health are actioned, and that information required by these bodies is provided in a timely manner.  The Team will also keep NHS London informed about pandemic communications activities at King’s on a regular basis.  This will include press releases and statements, key website messages and information, along with anything else of relevance

· Whenever a patient dies from suspected or confirmed pandemic flu at King’s, the Team will also submit to NHS London the SHA’s communications proforma for notification of deaths (appended)
3. Communications with Staff

· Communication with staff is vital to ensure they are able to reassure patients and visitors and give correct advice, as well as follow correct protocol if they, their household members or colleagues fall ill. 

· Staff must also be given information about who will receive vaccines and prophylactic drug treatment once this has been agreed.  

· A pandemic flu portal is already live on Kingsweb, the Trust’s intranet, and it is directly accessible from the home page.  Current contents include:
· Links to policies and guidance for staff;

· Links to other external websites providing information which staff are likely to need;

· A full Q&A for staff;

· Training videos for respirator and mask fitting.
· Content which may be added to the portal in future will include useful contacts including the Trust’s Occupational Health teams, virologists and key members of the committee, along with details of their areas of responsibility during the outbreak.

· Regular updates for staff will be provided via the King’s Daily Bulletin and also via important global email messages when required.  

· For staff who are unable to come into work, either because they are sick, have sick dependents or there is no public transport,  a dedicated reporting line will be set up.  This will be managed by the Operations Directorate and HR.   

· Materials including posters and leaflets from the Department of Health’s public campaign should also be displayed in staff areas where appropriate.

4. Communication with patients, visitors, families and carers

· In the event of a pandemic, the Trust will work with NHS London, PCTs, other local acute and mental health trusts, local councils and the HPA/HPU to agree specific messages for patients which will be given out by each organisation.  

· For King’s, the majority of information for patients will be made available via the public website and the local media.  All such information will be in line with requirements specified by NHS London.

· Posters and/or information leaflets will be displayed in key public areas of the hospital, along with simple advice on visiting protocols, symptoms to look out for and what to do if someone is very unwell. 

· All staff in reception, PALS, complaints and appointment booking teams will be given specific information to help them advise any patients, visitors or members of the public who telephone or turn up in person for information and advice.  This will include visiting protocols, whether someone with flu symptoms should come to hospital or seek help elsewhere and what other forms of help and support are available.  Again, this information will be consistent with NHS London’s requirements.  

5. Communication with the Media

· The Trust Communications Team will handle all media enquiries connected with a pandemic.  The team will also ensure, through internal communications, that all staff are reminded of the importance of not speaking to the media during a pandemic but to refer all calls to the Communications Team.

· King’s must be ready to deal with media enquiries, especially those from the local press.  A list of appropriate media spokespeople will be agreed in advance of a pandemic, and a rota will be set up once the pandemic is under way to ensure that someone is always available.

· Requests for generic media interviews about a pandemic will be directed to the Department of Health or NHS London.

· Up to date media statements must be held on file for use with all media.  If necessary, the communications team will issue a daily media statement with an update on how the Trust is being affected, as is the case during a major incident. 
· King’s will also seek to work with the local media to promote information to the general public about issues such as the wholesale suspension of outpatient or elective activity.  
· King’s Communications Team will liaise as necessary with media teams in other local organisations, as well as NHS London, the HPA and the Department of Health as required. 

· The team will continue to provide out-of-hours communications cover as normal throughout a pandemic.  This will be expanded to include staff who are able to update the public website, remotely if necessary, to ensure that information remains up to date.

6. Communication with other Organisations and Stakeholders

· Regular communication with relevant staff in other agencies must be maintained at all times, both within King’s Communications Team and operationally via the Operations Directorate.  

· The Communications Team will maintain regular contact with all agencies in the sector via NHS London and will follow any instructions or requirements issued centrally by NHS London, the Department of Health or any other statutory body.  
7. Contingency within the Trust Communications Team 

· The Communications Team will ensure that there is adequate communications staff cover for media enquiries, website updating and any other activity which is required on a regular basis.  This will include cover both in and out of normal office hours.  

· The Head of Communications has set up an informal arrangement with the Head of Communications at SLaM for the SLaM team to provide support to the Trust.  This will be formalised in the event that the Trust’s own communications team are unable to respond adequately to their workload, either because the level of media enquiries is overwhelming or because of illness within the team.  

Section Nine – Emergency Department

1. Stream Triage Arrangements
Throughout a pandemic the Emergency Department (ED) will endeavour to ensure that the Department is supported by a ‘Meet & Greet’ nurse of sufficient seniority / confidence to stream triage flu patients (adults) effectively and redirect patients who do not need immediate acute care to the National Pandemic Flu Service or to other local assessments centres. 
Children who present with flu like symptoms will be seen by the Paediatric Triage nurse, fully assessed and directed to the appropriate facility (cubicle within Paediatric’s/ National Pandemic Flu Service). 

2. A(H1N1) flu pandemic: Treatment Phase (July 2009) ED Assessment and Management of Patients with flu-like illness
The initial assessment will be based on the above clinical algorithm which is available on CliniWeb (Appendix 3).
3. Isolation & Control of Infection Arrangements
During the pandemic patients who may need admission will be assessed in a designated area that can be isolated from the rest of the department  (e.g. Assessment room - this room can be accessed directly from triage / ED reception area and / or Clinical Decision Unit / Paediatric cubicle.
As the numbers increase patients will also use the cubicles in Majors/Resus. 

Staff attending these patients should wear appropriate Personal Protective Equipment, in line with the Trust’s Control of Infection Policy for Pandemic Influenza.
If the patient is unable to wear a mask, carers must wear a mask when in close contact.  Patients should be advised to cough/sneeze into a paper tissue and dispose of this safely into the toilet/ or a plastic bag tied off at the top, prior to placing it in a clinical waste bin.  Ensure frequent hand washing particularly after contact with body fluids (e.g. respiratory secretions, urine of faeces).  

During the pandemic period, the Consultant Microbiologist and Virologist will be  informed of any suspected flu patients that are being assessed in the department.  Out of hours the “on call” Consultant will be contacted via switchboard.

Section Ten -  Critical Care
1. Critical Care – Capacity

The DoH has acknowledged that critical care facilities could come under significant pressure during a sustained pandemic. To help support critical care units a detailed, whole systems strategy for managing critical care needs in relation to swine flu have been developed across the UK during the summer of 2009. 
This strategy is described in detail in “Critical Care Strategy : Managing the H1N1 flu pandemic” (DoH September 2009).

As a result of this work the NHS has confirmed that it could double its ventilated critical care capacity during the peak weeks of a second wave and that this additional capacity could be sustained for at least 8 weeks. 

2. Critical Care - Expansion

Local planning at King’s has supported this initiative and the Trust has confirmed that it is able to significantly expand its critical care capacity by :

· Pooling all critical care facilities and ensuring that all beds are used by patients on the basis of consistently applied admissions and discharge criteria based on clinical need.

· Ensuring the admissions and discharge criteria are reviewed regularly and are managed optimally via the establishment of a Critical Care Flu Group which includes senior intensivists and critical care nurses.
· Creating additional Level 3 beds by upgrading Level 2 and some post-operative surgical beds and theatre recovery beds.
· Creating additional Level 2 beds by upgrading some ward bed and some post-operative surgical beds and theatre recovery beds.

· By asking medical and nursing staff to care for more patients than usual.

· By redeploying staff with experience of working in critical care.

· By consolidating and redeploying ventilators (including ‘nippys’) and other essential equipment. 

· If necessary, by determining that some older children could be safely cared for an in adult unit. 

· By temporarily postponing inpatient elective surgery and other activity that would require access to critical care facilities.
3. Admissions to Critical Care

Initially, patients with influenza who require Level 3 support will be admitted to a negative pressure room on Lonsdale ward and staffed by members of the Critical Care nursing staff.  

When there is an increase of patients and cohorting is required this will be done on the Medical Critical Care Unit in the first instance.

When this capacity has been utilised then other critical care areas of the Trust will be used for flu patients.  

The Surgical Critical Care Unit is to be used for Non flu patients

4. Management of Possible pandemic influenza cases in Critical Care Areas

Many procedures in critical care units (e.g. intubation, bronchoscopy) generate aerosols.  It is therefore essential that staff are fully protected. Good infection control procedures, the use of FFP3 masks together with visors, gowns and gloves are sufficient for respiratory protection as per the Trust’s Control of Infection Policy during an Influenza Pandemic. 

5. Assisted Ventilation

To reduce the risk of difficult intubation in an emergency situation without adequate infection control, influenza patients should be transferred early to critical care if their condition is deteriorating and consideration given to early planned intubation by an experienced clinician.
Assisted ventilation should be managed as follows : 

· All respiratory equipment must be protected with a filter that has viral efficiency to 99.99%.

· Disposable respiratory equipment should be used whenever possible.  
· Re-usable equipment must at a minimum be disinfected in accordance with manufacturers instructions.

· The ventilatory circuit should not be broken unless absolutely necessary.

· In-line filters and nebulisers should be used with especial reference to the expiratory circuit.

· Ventilators must be placed on stand by when carrying out bagging.

· Protective clothing as detailed in the Trust’s Control of Infection Policy should be worn.

· Water humidification should be avoided where possible.

· Only essential staff should be in the patient’s room when airway management, cough inducing activities or nebulisation of drugs are being carried out.
Section Eleven – Child Health

1. Isolation of Non-Critical Paediatric Patients

During the pre-pandemic phase when numbers are likely to be small one or two identified cases will be managed in the negative pressure rooms on Lonsdale ward. Child Health will provide paediatric nurses to care for these patients. One or two Child Health beds may have to close to facilitate the staffing of this.

As numbers increase to more than two cases children suffering from influenza will be admitted to Toni & Guy Ward. The isolation cubicle will be used first, followed by the remaining ten cubicles and then the four bed area.

As soon as admissions begin to be identified for Toni & Guy Ward all high risk patients, particularly paediatric oncology patients will be transferred to Rays of Sunshine Ward. All non essential admissions for Toni & Guy Ward will be cancelled. Rays of Sunshine Ward will be the identified area for unavoidable non-flu admissions.

Philip Isaacs Day Treatment Ward will close to allow the redeployment of additional paediatric nurses. All elective surgery will be cancelled.

2. Escalation plan

Once Toni & Guy Ward reaches capacity, Paediatric HDU will become the next designated flu area. Non-flu HDU patients will be managed in the designated non-flu ward. Review of staffing and skill mix and possible redeployment of staff across Child Health areas will be required daily for optimal provision of care – this will be managed by the Divisional Management Team.
Should numbers increase further beyond the capacity of HDU, further cases will be cohorted in cubicles and 5 bed area on Princess Elizabeth Ward, moving into Lion Ward if necessary. 
3. Paediatric Intensive Care
PICU is included within the Pan-London PICU London protocol. Children requiring intensive care will be referred to the central contact point.
4. General
Apart from parents and carers, visitors will not be permitted in designated flu areas. Strict infection control procedures must be adhered to. 

Section Twelve - Outpatients
During pandemic influenza, outpatient services may be limited. A decision to restrict services will be made by the Gold Group on the basis of staff numbers, the severity of the pandemic and the numbers of hospital admissions.  
There will be posters to advise patients and visitors not to come into hospital if they are symptomatic of a flu like illness.  Patients who have an influenza type illness will be advised to postpone their appointment and arrange another appointment for when they are better.

Reception staff in the department will be instructed to ask patient turning up for appointments whether they have flu like symptoms.  Those who have symptoms and do not require immediate care will be advised to go home and re-book another appointment when they are better.  

Section Thirteen -  Maternity Services
1. Maternity Services Operational Policy 

The Maternity Services Operational Policy is based on the following assumptions :
· All medical and midwifery staff will receive vaccination thus reducing the rate of sickness absence and providing staff able to give care to pregnant women with flu.
· Pregnant women will be offered vaccination in the third trimester of pregnancy (subject to confirmation based on more detailed data about the A(H1N1) vaccine.
· All pregnant women with symptoms of influenza requiring hospitalisation will be managed by the Trust’s medical staff within isolation facilities planned on Lonsdale Ward. 
· Obstetric issues relating to women’s care will be provided by designated senior obstetric and midwifery staff. 
· Obstetric and midwifery staff may not have appropriate expertise to manage pregnant women with significant respiratory complication of swine or avian flu.
· Maternity capacity runs at very high levels and therefore facilities for extra admissions to the maternity unit will only be available if routine antenatal and postnatal stays can be reduced. It is assumed that women without flu symptoms will prefer early postnatal discharge if this is possible to avoid contact with infected individuals whilst in hospital.
· The wards are not equipped or staffed to allow effective isolation as only 6 side rooms exist on the 50 bedded ward and not all side rooms have bathroom facilities. 
· Management of women with flu on a ward with women requiring antenatal or postnatal admission for non-influenza related reasons would increase the risk of infection to mothers and babies.
· One room on labour ward with an attached bathroom and clinical room will be designated for the assessment of women who may have flu but also have obstetric problems. This room will be used for labour and delivery if necessary in infected women.
· One room on William Gilliat Ward with an attached bathroom and clinical room will be designated for antenatal/postnatal women with mild symptoms of avian flu requiring hospitalisation for obstetric indications.
· Antenatal/postnatal women with mild symptoms will be discharged to community care as quickly as possible. 
2. Clinical Caseload Estimates
The following is based on average predictions:

	
	Clinical cases
	Consultations
	Hospitalisation
	Mortality

	KCH maternity service (n=2500)
	625
	125
	5
	2-3


· Numbers will be spread over the time of a six-month flu pandemic.

· It is assumed that case distribution will be equal across all gestations.

· Due to the immuno-compromisation seen in normal pregnancy attack rates may exceed the predicted 30% and mortality rates may exceed 0.37% in pregnancy.

· If mortality is higher in pregnancy hospitalisation rates will be higher.

· The natural anxiety of women in pregnancy may result in the number of influenza related consultations exceeding the predicted 30%.
· It is understood the a possible impact of a second wave of A(H1N1) will be increased pressure on neonatal intensive care which will come from induced or spontaneous pre-term delivery arising from flu during pregnancy.
3. Patient Journey and Core Service Provision

· All midwifery staff (hospital and community) will be pooled to maintain all essential service provision within the hospital. 

· Core antenatal and ultrasound services will be maintained as long as staffing levels allow. Non-essential care will be discontinued (parent education, labour ward tours).
· Non-essential study leave and educational time will be suspended for the duration of the outbreak.

· In the event of a flu outbreak an information leaflet will be provided encouraging pregnant women not to attend the hospital without first obtaining telephone advice regarding the need to attend.

· Telephone advice will be available via the labour ward, to offer advice and to triage women requiring antenatal, labour and postnatal services. 

4. Routine Antenatal Care and Ultrasound Services

Routine antenatal care will be reduced to the minimum required to provide safe antenatal care. 
· Hospital antenatal clinics to see only “high-risk” women who need obstetric or other specialist service input e.g. diabetic women.

· Routine ultrasound facilities will be maintained as far as staffing levels allow

· Antenatal clinics will be established in key areas of the community at which low-risk women will be seen.
· Antenatal bookings will be done in these community facilities where possible

· Special consideration will be given to women with influenza or symptoms suggestive of influenza with routine antenatal clinic visits only if essential. The option of home visits will be considered.

· Specialist services to “high-risk” groups will be maintained as a priority (including to women with mental health problems, substance misuse issues and teenagers pregnancy).
5. Acute Contact with Maternity Services including Admission in Labour

· Initial contact by telephone will be triaged as follows:
· Where concerned about contact with/symptoms of influenza but no obstetric problem then woman advised to contact GP.

· As above but has additional “non-urgent” obstetric problem woman advised to contact GP and community midwifery team alerted to review at home or GP’s surgery.

· Obstetric problem with no symptoms of influenza will be advised to attend labour ward as normal.

· Urgent obstetric problem (usually onset of labour or serious complication) with symptoms of influenza will be advised to attend labour ward to be seen in designated room on labour ward. The option of home confinement should be considered in low-risk women if labour occurs.

· Symptoms suggestive of severe avian flu will be reviewed in designated area in the Emergency Department (midwife receiving call on labour ward to inform ED of expected attendance).
· Women attending as “walk in” problems to labour ward and maternal assessment unit will be triaged as follows:
· With influenza contact or mild symptoms of influenza woman will be advised to return home and contact GP.

· With significant symptoms of influenza and no obstetric problem women will be referred to ED.
· Significant symptoms of influenza and obstetric problem will be seen in designated room in Labour ward.
6. Elective caesarean sections and planned induction of labour
Elective caesarean sections and labour inductions will continue during an outbreak of flu and will be planned according to clinical requirements. Where possible elective delivery will be avoided in women who have symptoms of flu but this is unlikely to be possible in all cases. Women with severe symptoms requiring hospitalisation for the symptoms will be managed in isolation services in Lonsdale ward being transferred to the labour ward for delivery only. Women with mild symptoms will be managed on the Labour Ward and on William Gilliat  Ward in designated isolation rooms.
7. Maternal Assessment Unit
Only women who are non-symptomatic and have no history of contact with influenza will be seen for the usual obstetric indications. Women attending will be triage as soon as they arrive and any woman with symptoms will be referred to the designated room on labour ward. Women who have symptoms of flu will not be allowed to wait with other attending women.
8. Homebirths
Homebirths will continue if midwifery-staffing levels allow but in the event of staff shortages the homebirth service may be withdrawn and a hospital birth advised for all women to allow better utilisation of available midwives. Hospital birth will be recommended for all women with symptoms of avian flu regardless of severity.
9. Labour Ward & William Gilliat Ward
Women with an Obstetric problem but no influenza symptoms will be admitted to William Gilliat Ward as necessary. 
Inter hospital transfers (e.g. in-utero transfers and fetal surgical referrals) will be accepted according to the usual criteria. Women will be assessed for symptoms of influenza on admission and hospitalised accordingly. 
Women who are ill with influenza will be transferred to Trust isolation facilities. 
Uncomplicated postnatal women will be discharged home without admission to William Gilliat Ward to reduce their risk of infection and to assist in capacity issues. 
The same policy will operate for women with uncomplicated symptoms of influenza. 
Women with postnatal complications and no symptoms of influenza will be admitted to William Gilliat Ward. 
Women with symptoms of influenza requiring admission will be managed in a single room on William Gilliat or to the Labour Ward until discharge home is appropriate.
10. Neonatal infection
Please see paediatric / neonatal operational policy.
11. Visitors
The visitor policy will be enforced and women will be advised to discourage attendance by anyone other than birthing partner in labour or the close relatives of women receiving antenatal or postnatal care.
Section Fourteen – Logistics

To provide extra resilience in a pandemic the Trust has :

· Invested £250k in additional consumables / materials which are stored off site at Park Royal deport but which are easily accessible in the event of any disruption to the supply chain. This stockpile supplements together with existing consumables held at ward and departmental level which have been built up to provide additional security as the winter approaches.

· Invested in ‘real time’ stock management in key areas using a new ARCP cabinet system which provides up to date and centrally accessible data on ward and departmental stock holdings.
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King’s College Hospital NHS Foundation Trust
	Name of Committee
	Influenza Pandemic Planning and Operations Group

	Chair
	Ian Jackson (Divisional Manager –  Dental Division)

	Membership

	Pandemic Flu Co ordinator / 
Head of Emergency Planning                         Liz Wells

Clinical Director / General Medicine               Ed Glucksman

Clinical Director / Critical Care                       Simon Cottam

Infection Control                                             Amanda Fife
Infection Control                                             Erika Grobler
Virology                                                          Malur Sudhanva

Pharmacy                                                       Chris Barrass

Human Resources                                          Keith Loveridge
Procurement                                                   Jo Turpin

Facilities                                                          Stephen Groves

Corporate Communications                            Mark Graver
Paediatrics – TBC

AHPs                                                               Jackie Anderson

Divisional Manager – CSDS                            Kath Deane
Occupational Health                                        Andrew Moore
Head of Nursing / General Medicine               Selina Trueman

Head of Nursing / Emergency Department     Lynne Watkins

	 
	Bi-monthly whilst planning in progress (Pre pandemic) then monthly during pandemic or as required.



	Quorum 
	6 – must include reps from General Medicine and Infection Control.


	Sub Groups
	· Critical Care Flu Group

· HR Flu Group

· Flu Operational Group



	Main Purpose

of Committee
	The group will act as both the planning steering group (pre pandemic) and the strategic group (during a pandemic).



	Terms of Reference


	1. To provide leadership for the Trust in dealing with the local implications of and influenza pandemic. 

2. To develop a plan in response to a flu pandemic based on national guidelines.

3. To manage the direct and indirect consequences of a pandemic.

4. To interpret and act upon national guidance relating to an influenza pandemic.

5. To maintain essential services wherever possible.

6. To make decisions regarding deployment of local resources, which may restrict or withdraw services during a pandemic.

7. To work collaboratively with partner agencies within the local Influenza Pandemic Committees (IPCs).

8. To ensure recovery plans activated and return to normal services are resumed as soon as possible.
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Business Continuity Handbook





Executive Board





Flu Pandemic Operations Group (Gold)


(Meet in CEO Office 09.30 – 10.30 & 16.00 – 16.45 daily)


Membership:





Director of Operations


Director of Nursing


Medical Director


Director of Human Resources


Assist. Director of Communications


Director of Pharmacy


Director of Occupational Health


Infection Control Lead


Consultant Virologist


Head of Emergency Planning and Clinical Site Management


Co opted members as required

















CEO


Medical Director


Director of Ops


Director of Nursing





DMs





OH





Capital Estates and Facilities





HR





ICT





Finance





Other Acute Trusts Central LRF





KCL





Trust Command & Control Centre (Silver)


(Opens & Operates daily between 09.00 – 11.00 & 15.00 – 17.00) 





Back up manager


Clinical Site Manager


Communications Lead


Lead Discharge Co-ordinator


Security Manager


Administrative support





Met Police Service





LAS





Lambeth PCT





IPC





Southwark PCT





IPC





Contracted Services





NHS London 


Co -ordination Centre





Voluntary Sector





Local Authorities


Lambeth & Southwark








� Relevant underlying health conditions including chronic (long-term) lung disease, including people who have had drug treatment for asthma within 3 years, chronic heart disease, chronic kidney disease, chronic liver disease, chronic neurological disease (neurological disorders include motor neurone disease, Parkinson’s disease and multiple-sclerosis), suppressed immune systems (whether caused by disease or treatment) and diabetes. 


� Source : Cabinet Office / DoH “Swine Flu – UK Planning Assumptions” 03.09.09.
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