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Overview of session 

• Background and history of pandemic influenza 

• Impact of a pandemic 

• Current planning arrangements 

• What will happen outside the hospital 

• In the hospital and impact on critical care 

 



Pandemic Influenza 

• Since records began – 3 pandemics per century 

• In last century, pandemics in 

•1917/18 

•1957/58 

•1967/68 

• Forty years since the last one…….. 

 

•Current concerns about H5N1, but could be any strain 



Impact on health care services 
over first wave of pandemic 

50% attack 

rate 

North of 

Tyne 

South of 

Tyne 

Durham & 

Darlington Tees 

Cases 387 700 311 050 300 000 294 050 

GP 

consultations 110 495 88 649 85 500 83 804 

Hospital 

admissions 15 508 12 442 12 000 11 762 

Critical care 3 877 3 111 3 000 2 941 



GP consultations: County Durham & Darlington  

(based on 35% clinical attack rate) 
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Hospital admissions: Co. Durham & Darlington  

(based on 35% clinical attack rate) 
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Guidance and planning 

• DH National Framework for 

responding to an influenza 

pandemic (November 2007) 

• Updated guidance on Infection 

Control in primary care and 

hospital settings 

• Consultation documents 

including surge capacity and 

prioritisation 

• Updated guidance on critical care 

expected in April 2008 



Management outside hospital 

• Coordinated by PCT multi-agency planning groups 

•Self care 

- Raising public awareness – public information campaigns 

- “Flu buddies” 

•National Flu line to triage calls 

- Identify those who meet criteria for antivirals 

- Arrange clinical assessment of complex cases (and children) 

•Antiviral distribution centres – local arrangements 

 

•Non-flu services / treatments business continuity 

 



In the hospital 

• Infection control 

• Capacity 

•Reporting and surveillance 

•Recovery (and the next wave) 

• Human resource issues 



Infection control 

• Standard precautions will be paramount 

- Hand hygiene 

- Cohorting 

- PPE 

 

•Aerosol-generating procedures 

- FFP3 respirators plus gloves, gowns, eye protection 

 

• Environmental infection control 

- Cleaning “flu areas”; cohorting domestic staff (plus use of PPE) 



Critical Care Unit specific points 

 

•Unit layout and patient placement 

- Separate flu and non-flu patients 

- Dedicated staff teams for flu and non-flu patients 

 

• Minimise staff exposed during procedures 

- No. of staff involve 

- Time exposed to the patient 

 

 



•Specific equipment 

- Closed systems 

- Filters 

- Potential for unplanned circuit disruption 

 

• Non-invasive ventilation 

- Use full PPE (until further changes in guidance) 

- Use –ve pressure rooms if possible 

- Single jet expiratory flow 

- Avoid water humidification 

 



Managing capacity:  

Prioritising patients and 

interventions 

• Care should be maximised 

• Preserve and maintain essential services 

• Changes will be incremental – local demand 

• Consistent with agreed ethical principles 

• Whole system (1o and 2o care) 

•Coordinated at a strategic level across health economy 

•Supporting strategic objectives at stage of pandemic 



Managing increasing demand 

Stages: 

1. Increasing existing capacity 

2. Prioritising services 

3. Prioritising patients and clinical interventions 

 

(1) & (2) will only “buy” a few extra days –decisions will be 

required about (3). 



Prioritising patients and interventions 

• Must occur in 1o and 2o care 

- Those delivering the highest level of intervention (i.e. critical care) 

must not be the only clinicians expected to make decisions about 

priorities 

 

• Greatest risk of dying may not = greatest priority for 

treatment 

-  Criteria for admission to hospital and for admission to critical care 

will be applied 



Criteria and scores used 

For admission to hospital, criteria are being developed (details in surge 
capacity draft guidance) 

Inclusion and exclusion criteria will be used 

 

•For critical care, the Sequential Organ Failure Assessment (SOFA) will 
be used 

- Inclusion: 

•Requiring invasive ventilatory support; hypotension and evidence of 
shock; SOFA >=7 

- Exclusion: 

•Severe trauma; severe burns; cardiac arrest; progressive cognitive 
impairment, neuromuscular disease or immuno-compromise; end-stage 
organ failure; SOFA >11 



Discharge criteria 

 

Need to identify patients not responding to treatment (and 

thus poor outcome) 

• Regular, formal periodic assessment 

- Suggested as Admission; 24 hrs; 48 hrs and then 12 hourly 

- Identify those responding to treatment – requiring ongoing Rx or fit 

for discharge and those not responding to treatment / deteriorating 

despite treatment 

 



Surveillance and reporting 

• HPA will be coordinating laboratory surveillance 

- Viral typing; susceptibility / resistance to antivirals 

- Secondary (bacterial) infection surveillance 

 

• First few hundred cases (FF100) – detailed 
epidemiological, clinical and laboratory surveillance in early 
cases 

 

• Ongoing surveillance of clinical presentation and response 
to treatment 



• SITREPS 

- Multi-agency reporting of current position 

- Coordinated through Local Resilience Forum (LRF) and Regional 

Resilience Forum (RRF) which reports to the Cabinet Office 

- Strategic Health Authority (SHA) will collect NHS capacity 

information on behalf of DH 

- ?Regional coordination of Critical Care capacity? 



Recovery (and the next wave) 

• Identifying what worked well and what can be done 

differently 

•Return to “normal” working vs. gearing up for next wave 

•Subsequent waves may be more severe – but some staff 

will be immune from infection (and recovery) in first wave 



Human resource issues 

• Staff sickness levels during pandemic 

- Ill 

- Caring for others (NB Impact of school closures) 

- Anxiety and distress associated with pandemic cases / abnormal 

working etc 

 

•Skills “audit” 

- Who can do what? And who else could do it if they weren’t around? 

 

• General impact of flu on societal disruption…… 



Any questions? 

Further information available on  

 

www.dh.gov.uk/en/Publichealth/Flu/PandemicFlu/index.htm  

 

www.hpa.org.uk/infections/topics_az/influenza/pandemic/default.htm 

 

www.ukresilience.info/pandemicflu   

http://www.dh.gov.uk/en/Publichealth/Flu/PandemicFlu/index.htm
http://www.hpa.org.uk/infections/topics_az/influenza/pandemic/default.htm
http://www.ukresilience.info/pandemicflu

