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Foreword 

MidCentral District Health Board is responsible for the health and well being of its 
district. 

In the event that a pandemic occurs, and impacts on our community, we must ensure 
that effective systems are quickly enacted to enable health and disability services to be 
provided as required.  This responsibility not only covers the provision of our secondary 
and speciality community services.  It extends beyond that to co-ordination with other 
health providers, in particular those in the primary sector and agencies to secure their 
support as required. 

Our Pandemic plans need to be in place, be readily understood by all, and be capable of 
immediate enactment.  Compliance with these essential requirements will be assessed, 
reviewed and exercised on a regular basis. 

We must accept that as a result of any pandemic there will be inevitable loss and 
sadness from within our community.  It is the responsibility of the MidCentral District 
Health Board to work with health care providers and agencies involved in this plan to 
minimise the impact of a pandemic. Through effective partnerships with our districts 
Primary Health Care Providers, Ministry of Health, Central and local Government and 
other health care professionals we can progress toward achieving this purpose. 

The effect of a Pandemic will not solely be the responsibility of ‘Health’ as a sector to 
prepare, respond to and recover from. A pandemic will be a matter of business 
continuity across all sectors of our community and as such other Government agencies 
have been tasked to prepare for and respond to specific responsibilities. 

To be successful, this Plan must be a living document.  It is the responsibility of all to be 
aware of the contents, aware of their designated responsibilities, and to suggest 
changes and improvements so as to continually improve this plan. 

 

 

 

Murray Georgel 
Chief Executive Officer 
MidCentral District Health Board 
27th February 2006 
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Distribution List 

The full distribution list is not shown here due to the complexity and changing nature 
of those in receipt of this plan. The plan will be distributed to health providers in a hard 
copy format from within but not limited to primary, secondary and tertiary health 
services, private medical facilities and management organisations, Residential Care, 
Dental Care, Pharmacies, Funeral Directors, Iwi, emergency services including other 
DHB’s, the Ministry of Health, local authorities and members of local government 
agencies involved with pandemic planning within MDHB area 

All versions will be as current as those displayed on the MidCentral DHB 
Website http://pn-extweb1.midcentral.co.nz/projects/ER/ER-Pan.htm  

For reasons of ease of updating this plan, individual chapters will be 
available through .html and .PDF formats 

Any updates of this plan will be available through the MidCentral District 
Health Boards internet site or requesting a copy through 
riskmanagement@midcentral.co.nz  

MDHB Internet website 

Other information is available through the following links; 

www.midcentral.co.nz 

www.midcentral.co.nz/projects/ER/ER-Pan.htm  
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Preface 

An influenza pandemic has the potential to cause serious health and economic 
problems for New Zealand. 

Management of such a pandemic requires close cooperation between the local District 
Health Board, the Primary Health Providers, and community groups including Council, 
Emergency Services and Civil Defence. 

MidCentral DHB Pandemic Plan goes along way to achieving this. It is highly detailed, 
well thought out in the list of the topics it covers, and innovative in its ideas such as 
Community Based Assessment Centres. 

It is a credit to the multi-disciplinary team that has put it together. 

It is obvious that the MidCentral DHB has taken a lead role in pandemic Planning. A 
leadership role that is essential in the successful implementation of any plan.  

 

Dr Steven Zambazos 
General Practitioner 

 

 



DRAFT

Foreword and Index 

MDHB Pandemic Plan 5  July 2006 

Acknowledgements 

This plan remains in draft form until such time as a pandemic is declared. This is to 
reflect the need for continual refinement, implementation and additional material 
required to effectively combat a pandemic that could affect our community. As such 
this plan remains very much a ‘work in progress’ and therefore comment and 
contributions that could assist in the preparation, mitigation and response to a 
pandemic are always welcomed.  

Other sections will be added to this plan as the work is completed. The above index 
refers to topics that have been developed or currently under construction eg, the 
framework and plans for Community Based Assessment Centres. This is not to exclude 
other sections being added at later dates. 

Acknowledgment is given to Vancouver Coastal Health and the Canadian Health 
Ministry from which certain material has been drawn.  

Further acknowledgement must be given to the following representatives of the MDHB 
Pandemic Planning Group (refer chapter 6) who have devoted a lot of their time and 
energies in producing this document and its content. 

Dr Patrick O’Connor   Jane Rivers   Lorraine Rees 
Medical Officer of Health  Team Leader   Service Leader 
Public Health Service   Public Health Service  Infection Control 
         MidCentral Health 
 
Barbara Bradnock   Carrie Naylor-Williams Peter Hillocks   
Infection Control   Service Leader   Manager, HCU  
Manawatu Independent  MidCentral Health  MidCentral Health 
Practice Association 
 
Deborah Davies, RN   Dr Robert Holdaway 
Practise Development   Manager 
Primary Health Care   Public Health Service 
Nursing Development Team 
 

Of recent times the team has included input from 

Sharessa Langley   Malinda Nash   and Lindsey Birnie  
HR Consultant    Project Officer   Coms Consultant 
Human Resources   Risk Management  MDHB 
MCH     MDHB 

 
It has been said that for all the good planning that is done you cannot replace the good 
people who work for you in times of crises. The success of any planning is purely 
reflected by the quality of those who are required to respond and here in the 
MidCentral District Health Board area I believe we have a distinct advantage. 

Murray Mills, CPP 
Manager, Protective Services 
MDHB  



DRAFT

Chapter 1 – Introduction 

MDHB Pandemic Plan 1  July 2006 

Chapter 1 
 

Introduction 

Within this chapter the aims, objectives and responsibilities of the MidCentral District 
Health Board are outlined in the event of a pandemic being declared in New Zealand. 
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1 Strategic Component 

1.1 Aim of the Pandemic response at the MidCentral District 
Health Board 

• Optimal assessment, triage, and management of any cases of suspect, probable 
or confirmed infectious disease. 

• Effective implementation of infection control measures to minimise secondary 
spread in health care settings. 

• Effective implementation of public health measures to minimise community 
spread of an infectious disease and minimise the social disruption to the 
community the MidCentral District Health Board is responsible for. 

• Provide leadership, skills, guidance and knowledge for the protection of Health 
Care Workers through infection control measures and appropriate use of 
personal protection equipment. 



DRAFT

Chapter 1 – Introduction 

MDHB Pandemic Plan 4  July 2006 

2 Introduction  

The Plan consists of an introduction and a background section, followed by the 
preparedness, response and recovery sections, which are consistent with the general 
principals of emergency response. Using this framework the types of planning and 
response activities needed for comprehensive pandemic planning can be summarised 
as follows: 

The Preparedness Section of the Plan addresses prevention and preparedness activities 
during the inter-pandemic period. This section is the result of work that began during 
the SARS EID in 2003 and the continuing work conducted by the DHB’s  and the 
Ministry of Health (MoH) with the  planning held in 2003 and is based on the 
deliberations of a number of pandemic influenza working groups, as well as the input of 
other stakeholder groups and organisations. The purpose of this section of the Plan is 
to provide information and guidelines that can be used in the development of plans for 
regional and local management of an influenza pandemic. 

In the Preparedness Section, each component for a comprehensive pandemic influenza 
plan including, surveillance, vaccine programs, the use of antivirals, health services, 
emergency services, public health measures and communications, has been addressed 
in terms of current status, including outstanding issues, planning principles and 
assumptions. A list of potential planning activities in the form of a checklist has also 
been included. 

The Response and Recovery Sections of the Plan were developed through a 
collaborative process between the Primary Health Care providers, Public Health 
Services (PHS), MidCentral Health (MCH) and the MoH through the National Health 
Emergency Plan: Infectious Diseases (NHEP:ID). The Response Section of the Plan will 
address the operational activities for an effective DHB wide response, including 
Primary and Secondary care. The Recovery Section will provide guidance on the 
coordinated post-event activities for the health and emergency response sectors. 

Other chapters within this document relate to specific topics. In most cases these 
chapters will offer guidance and direction in the event of a pandemic, while some may 
suggest a course of action that should or could be followed. Within some of the chapters 
further preparation is required, or as in most cases, they will involve constant review 
and refinement as a pandemic unfolds or further pre-pandemic work continues. 
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3 The Four R’s 

Reduce (Prevention) activities might be classified as planning actions to ensure that 
all existing or known or unavoidable risks are contained. Immunisation with vaccines is 
the primary means of prevention and forms the basis of the pandemic response in New 
Zealand and many other countries. The annual vaccine infrastructure is the building 
block utilised to develop this pandemic vaccine response. A second component of 
prevention is mitigation – consequence management. These types of activities are 
undertaken to ensure that the consequences of a pandemic remain manageable and do 
not escalate beyond a control situation. 

Readiness activities include preparing the actual plans, training, simulation exercises 
to pre-test the plans, communications and other interfaces to inform the public and 
other stakeholders. 

Response (Implementation) of the plans, tested or untested, is the step where 
activities are directed to controlling the pandemic and repressing direct outcomes 
(mortality, morbidity due to influenza) and indirect associated effects (social 
disruption). It is the focus of the Response Section of the Plan and would involve a 
series of escalating and potentially varying (but harmonised) responses as the 
pandemic unfolds across the region. Implementation also involves documenting 
activities and outcomes to determine if a more extensive response is required or 
whether adjustments to the planned response are necessary. 

Recovery (After Care) activities may start at different times across the region and 
country as the pandemic waves move through the various areas. These activities involve 
the organisation of post-event activities to ensure restoration; dismantling of 
Community Based Assessment Centers (CBACs), phasing out of alternate care workers 
and the commencement of new services that may be required to address the impacts 
are examples of these types of activities.  

Activities would continue through the declaration of the end of the pandemic in New 
Zealand until the pre-pandemic status is restored. 
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4 Purpose 

This, the Introduction Section together with the Background Section of the Plan is 
designed to provide the conceptual and historical basis for the Plan and highlight over-
arching principles, such as roles and responsibilities and terminology that will be 
referred to throughout the plan and annexes. 

 

5 Responsibility Background 

A coordinated response to pandemic influenza requires collective infrastructures, 
response capacities and coordinated activities that will permit the Health Care 
Providers in the MDHB area to anticipate problems, monitor for adverse outcomes and 
respond to minimize the impact of pandemic influenza within their areas. 

The roles and responsibilities of the MDHB Outbreak Control Committee (OCC) are 
detailed in the Terms of Reference at Appendix 1 to this chapter. These Terms of 
Reference are a ‘living’ document which allows for roles and responsibility components 
to be adapted or added as they are developed.  

The sections that follow include references from the NHEP: ID Plan and the Central 
Regional Emergency Response Plan that detail the roles and responsibilities for the 
OCC, the Regional Coordinator and the Ministry of Health in the event of a 
Regional/Nationwide pandemic being declared. 

In general the roles and responsibilities of the respective jurisdictions are as follows: 

• The Ministry of Health holds responsibility for the nationwide coordination of 
the pandemic influenza response (NHEP: ID), including surveillance, 
international liaison, and coordination of the vaccine response (infrastructure 
procurement, vaccine allocation, management and funding). 

• Joint responsibilities of the MoH and MDHB include ensuring distribution of 
plans to all organisations that may be involved in the pandemic response and 
liaison with these partners on an ongoing basis. They may also be involved in 
planning simulation exercises once plans are in place. Development of cost 
estimates and options for decision makers will also be a joint MOH/DHB 
responsibility. 

• The MDHB holds responsibility for implementing their contingency plans and 
resources. Health emergency response commences at the local level and 
escalates through the Region to the MoH and Government itself. 

Local PHS is responsible for planning the local response to an influenza pandemic with 
direction from both the MDHB and Regional level. This involves liaising with local 
partners (e.g., emergency responders, primary providers, mortuary services) in advance 
of a pandemic to facilitate a coordinated response when pandemic influenza strikes in 
the community. It is likely that the local PHS through existing or enhanced surveillance 
may be the first ones to detect influenza in their community. It is essential that the lines 
of communication within the community and up the line to the MDHB and Regional 
levels are clear and established in advance of a pandemic. 
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6 Outbreak Control Committee (OCC) 

The OCC is a MDHB committee that first met 2003 as a result of the emerging 
infectious disease SARS. It is chaired at Group Manager level from within MCH. The 
OCC will report through the Organisation Management Team for MCH and then 
through the CEO, MDHB to the Board during the pre-pandemic period. It is anticipated 
that OCC will report directly to the General Manager MCH at such time when the OCC 
is asked to consult on a real, actual or perceived threat of pandemic influenza. The OCC 
would continue to report in the said manner until such time as the threat or influenza 
pandemic is declared over. 

The mandate of the OCC includes providing advice, expertise and recommendations, 
liaison and other activities associated with the pre-pandemic, pandemic and post-
pandemic phases to support the health and safety mandates of all requirements of the 
MDHB. The OCC will also provide advice, assistance and expertise concerning the 
development, maintenance, testing and evaluation of the MDHB Pandemic Plan, and 
when requested to do so, any Regional Emergency Health plan. 

Make up of the Outbreak Control Committee can be highlighted in this Figure. 
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6.1 Joint MoH/MDHB responsibilities are as follows 

• Developing, maintaining and enhancing routine surveillance activities for 
influenza and other related disease factors/events that are required, including 
adverse influenza vaccine and antiviral drug reactions; 

• Developing and maintaining coordinated communication strategies, plans and 
frameworks during the inter-pandemic period for use during pandemic periods; 

• Developing and participating in coordinated training and simulation exercises, 
including the coordination of emergency and contingency plans, designed to 
achieve emergency preparedness and to test, assess, evaluate and adjust 
pandemic influenza response capacity; 

• Mobilising required resources (e.g. medical, scientific, technical, emergency 
response and other resources etc) within their respective jurisdictions to 
respond to the influenza pandemic in the context of the NHEP:ID Plan and 
MDHB Pandemic Plan; 

• Stockpiling essential strategic emergency supplies that might be routinely and 
ordinarily associated with the planning and preparation for an influenza 
pandemic (e.g. personal protective equipment, critical clinical supplies etc); and 

• Developing and maintaining their Pandemic plans. 

6.2 Outbreak Control Committee (OCC) responsibilities are as 
follows 

• Identifying and/or developing a framework for evaluating the process and the 
outcome of the individual and the collective responses of all parties to an 
influenza pandemic; 

• Drafting safety and performance evaluation criteria against which to evaluate 
the activities of all parties and their handling of pandemic influenza; 

• Coordinating preparatory activities; 

• Providing expertise, advice and recommendations concerning public health, 
care and treatment, microbiology, immunology, epidemiology, and ethics 
including: 

− ongoing and timely medical, scientific and public health advice; 

− review of the pandemic influenza response capacity; 

− equitable allocation of available influenza vaccine during a pandemic; 
and 

− policy issues requiring immediate resolution and referring them to the 
CEO/General Managers and recommending appropriate changes. 
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• Provide the Leadership and Management structure under the Coordinated 
Incident Management System in the event of a declared pandemic, taking into 
account individual members’ areas of expertise. Where additional resources are 
required for this structure making the necessary recommendations to the 
CEO/General Managers for secondment to the Incident Control Team. 

• Maintaining liaison and communications with health providers in the Primary 
Care areas of the MDHB Region including Primary Health Organisations 
(PHO’s), Rest Care facilities, Pharmacy and Iwi and investigative laboratories.  

• Providing Influenza prevention, treatment and control consistent with policies 
and procedures within the MDHB region including the distribution of influenza 
vaccine and antiviral drugs in accordance with MoH guidelines; 

• Coordinating with the MoH about the distribution of influenza vaccine and 
antiviral drugs to those identified by the MoH as recipients for those involved 
with the critical infrastructure personnel; 

• Ensuring that their respective pandemic influenza contingency plans are 
developed and adopted and that these contingency plans and appropriate 
guidelines are regularly updated; 

• Participating in national surveillance activities by monitoring and reporting 
diseases caused by influenza virus and related diseases/conditions, and use 
their best efforts to take steps within their authority to cooperate with the MoH 
regard to national surveillance activities; 

• Maintaining DHB wide surveillance activities, including, the isolation, antigen 
detection, serology, and strain identification for influenza viruses and the 
participation in Influenza proficiency tests; 

• Investigating outbreaks and clusters of influenza-like illness; 

• Sending influenza virus isolates and reporting the extent of influenza-like illness 
to the MoH. 
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7 The Pandemic Period 

7.1 Joint MDHB/MoH Responsibilities 

• Monitoring, reviewing and assessing any issues where immediate intervention 
may be required to ensure the health and safety of MDHB Regions Community; 

• Ordering influenza vaccine and antiviral drugs and considering the need for, 
and ordering if necessary, any additional influenza vaccine in preparation for a 
second wave of pandemic influenza; 

• Refining coordinated and targeted communication strategies to keep the public, 
health professionals and any other persons or groups, including the regional 
Civil Defence Emergency Management Group informed particularly in regards 
to the influenza pandemic and the recommendations on the use of influenza 
vaccines and antiviral drugs; 

• Disseminating communication and educational information concerning the first 
and second waves of the influenza pandemic and providing communication and 
educational information concerning the potential for a second wave of 
pandemic influenza; 

• Maintaining communication and coordination with the Regional Emergency 
Response Coordinator as per the Central Regional Health Emergency Response 
Plan; and 

• Deactivating their respective contingency plans for pandemic influenza. 

7.2 Outbreak Control Committee (OCC) Responsibilities 

• Confirming that the conditions, based on an independent assessment of the 
information/intelligence and not necessarily subject to a declaration by the 
WHO, for an influenza pandemic have been met and recommending to the 
Regional Coordinator and or MoH that contingency plans for pandemic 
influenza be activated; 

• Assessing influenza vaccine coverage, disease impact, making recommendations 
concerning vaccine and updating guidance concerning use, and equitable 
distribution of influenza vaccines; 

• Taking into account influenza vaccines and antiviral drugs that may remain 
following the first and second waves of the influenza pandemic and making 
recommendations concerning their alternate use and redistribution; 

• Recommending enhanced surveillance and targeted studies to better monitor 
and define the influenza pandemic in the MDHB area, and refine safety and 
performance evaluation criteria; 

• Proposing or developing criteria that can be used by itself or others to assist in 
the post pandemic evaluation of recommendations concerning processes and 
outcomes during the influenza pandemic; and 



DRAFT

Chapter 1 – Introduction 

MDHB Pandemic Plan 11  July 2006 

• Recommending the influenza pandemic is declared over if appropriate. (Code 
Green). 

7.3 MoH Responsibilities 

• Declaring the activation of the pandemic phase of the NHEP:EID; (Code Red) 

• Providing liaison with other countries and international organizations; 

• Allocating scarce influenza vaccine on an equitable basis to DHB’s to be 
distributed to identified priority groups; 

• Collaborating with other government departments, including Police, Ministry of 
Civil Defence and Emergency Management (MCDEM) as per the NHEP:EID 
and national Civil Defence Emergency Plan as required; 

• Communicating on an urgent basis with the Minister of Health to resolve any 
urgent policy and operational issues identified that will impact any pandemic 
influenza response capacity; and 

7.4 Regional Coordinators’ Responsibilities 

• Activating, operationalising and/or implementing their respective contingency  
plans; and 

• Communicating on an urgent basis together with their DHB counterparts to 
resolve any urgent policy and operational issues identified by the OCC or others 
that will affect any pandemic influenza response capacity. 

• Maintaining a Regional perspective to the response for the declared pandemic. 

 

8 The Post-Pandemic Period 

8.1 Joint MoH/DHB Responsibilities 

• Reviewing, evaluating and taking measures to improve or enhance their 
respective roles following the conclusion of an influenza pandemic; the 
pandemic influenza response capacity; and collaborative research activities. 

8.2 OCC Responsibilities 

• Conducting post-pandemic studies to assist in evaluations of the pandemic 
influenza response capacity including, any medical, scientific and technical 
aspects; and submitting to a Post Event Audit together with its 
recommendations for future pandemics. 

• Amending plans as a result of any post pandemic studies or debrief process. 
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Appendix 1- Terms of Reference - Out Break Control 
Committee 
 

MidCentral DHB Outbreak Control 
Committee - Terms of Reference 

1 Purpose/Background 

To exercise strategic oversight and planning for any eventual pandemic or emerging 
infectious disease impacting on the community served by the MidCentral District 
Health Board (MDHB). 

2 Responsibilities/Functions/Expected Outcomes 

• To facilitate an integrated, organisational wide approach to pandemic planning 

• To focus on specific emergency management issues as they arise, including the 
review and reporting on the management of actual events. 

• To authorise amendments and additions to the MDHB Pandemic Plan  

• To authorise and maintain strategic oversight for emergency management 
exercises as they relate to pandemic planning across the MDHB. 

• Identifying and/or developing a framework for evaluating the process and the 
outcome of the individual and the collective responses of all parties to an 
influenza pandemic; 

− drafting safety and performance evaluation criteria against which to 
evaluate the activities of all parties and their handling of pandemic 
influenza; 

• Providing expertise, advice and recommendations concerning public health, 
care and treatment, microbiology, immunology, epidemiology, and ethics 
including: 

− ongoing and timely medical, scientific and public health advice; 

− review of the pandemic influenza response capacity; 

− equitable allocation of available influenza vaccine during a pandemic; 
and 

− policy issues requiring immediate resolution and referring them to the 
CEO/General Managers and recommending appropriate changes. 

• Provide the Leadership and Management structure under the Coordinated 
Incident Management System in the event of a declared pandemic, taking into 
account individual members’ areas of expertise. Where additional resources are 
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required for this structure making the necessary recommendations to the 
CEO/General Managers for secondment to the Incident Control Team. 

• Maintaining liaison and communications with health providers in the Primary 
Health Care areas of the MDHB Region including Primary Health Organisations 
(PHO’s), Residential Care facilities, Disability Providers, Pharmacy, Iwi and 
investigative laboratories.  

• Providing Influenza prevention, treatment and control consistent with policies 
and procedures within the MDHB region including the distribution of influenza 
vaccine and antiviral drugs in accordance with MoH guidelines; 

• Coordinating with the MoH about the distribution of influenza vaccine and 
antiviral drugs to those identified by the MoH as recipients for those involved 
with the critical infrastructure personnel; 

− ensuring that their respective pandemic influenza contingency plans are 
developed and adopted and that these contingency plans and 
appropriate guidelines are regularly updated; 

• Participating in national surveillance activities by monitoring and reporting 
diseases caused by influenza virus and related diseases/conditions, and use 
their best efforts to take steps within their authority to cooperate with the MoH 
regard to national surveillance activities; 

• Maintaining DHB wide surveillance activities, including, the isolation, antigen 
detection, serology, and strain identification for influenza viruses and the 
participation in Influenza proficiency tests; 

• Investigating outbreaks and clusters of influenza-like illness. 

 

3 Membership/Representation 

General Manager, MidCentral Health (or delegated representative) 
Medical Director MidCentral Health (or senior delegated clinician)  
Risk Management, Manager Protective Services 
Infection Control 
Emergency Department 
Public Health 
ICU 
Internal Medicine 
Acute Surgical services 
Primary Care 
Residential Care 
Nursing 
Materials Management 
Occupational Health 
Communications 
Human Resources 
Pharmacy (Community and MCH) 
Iwi  
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4 Officers and Their Responsibilities 

• The position of the Chairperson will be appointed to the General Manager, 
MidCentral Health or delegated representative. 

 

5 Meeting Structure 

• Meetings will be convened on a quarterly basis unless circumstances dictate that 
an extraordinary meeting be called. This will be at the discretion of the 
Chairperson. 

• A quorum will require 50% of members (or their delegated representative) of 
the committee to be present.   

• A full agenda will be supplied to members with supporting material no less than 
two weeks prior to any meeting, unless an extraordinary meeting is convened 
for a particular occasion. 

 

6 Reporting 

• Minutes of any meetings will be made available to the CEO, MDHB, for 
distribution, through the Manager Protective Services. 

 

7 Review/Amendments 

• Any amendments to these terms of reference can be made at the discretion of 
the MDHB Outbreak Control Committee or the CEO, MDHB. 
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Chapter Two 
 

Background 

This chapter, the Background for the MDHB Pandemic Plan, addresses the 
epidemiology of influenza and explains the planning assumptions used by the MDHB 
for planning purposes only.  It is important to note that these are just that, 
assumptions, and not in any way meant to be seen as a prediction of 
numbers affected by pandemic influenza across the MDHB region. 

Table 1 has been taken from MoH NHEP: ID (National Health Emergency Plan: 
Infectious Diseases), to explain the national strategy along with comment concerning 
ethics. 
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1. Epidemiology of Pandemic Influenza 

Influenza ‘A’ viruses periodically cause worldwide epidemics, or pandemics, with high 
rates of illness and death. A pandemic can occur at any time, with the potential to cause 
serious illness, death and colossal social and economic disruption throughout the 
world. Experts agree that future influenza pandemics are inevitable but the timing of 
the next pandemic cannot be predicted. Since there may be little warning, contingency 
planning is required to minimize the devastating effects of a pandemic. 

Historic evidence suggests that pandemics occurred three to four times per century. In 
the last century there were three influenza pandemics (“Spanish flu” in 1918–19; “Asian 
flu” in 1957–58 and “Hong Kong flu” in 1968–69), separated by intervals of 11 to 44 
years. The worst, in 1918–19, killed an estimated 8250 people in New Zealand and 20 
to 40 million people worldwide. During each of the last three pandemics, the greatest 
increase in death rates occurred among persons less than 60 years of age; in 1918–19, 
the greatest number of deaths occurred in those 20 to 40 years of age. 

Certain conditions make influenza pandemic more likely: 

• A new influenza A virus arising from a major genetic change ie, an antigenic 
shift; 

• A susceptible population with little or no immunity; 

• A virus that is transmitted efficiently from person to person; and 

• A virulent virus with the capacity to cause serious illness and death. 

It is thought that new influenza viruses capable of causing pandemics in human 
populations arise through genetic mixing (re-assortment) between human and avian 
influenza viruses. Pigs, which can be infected with both human and avian influenza 
viruses, may act as vehicles for such re-assortment events.  However, in 1997 direct 
transmission of avian H5N1 influenza from chicken to humans was demonstrated in the 
Hong Kong “bird flu” incident, indicating that contact with pigs is not essential for 
human infection with an avian virus. The majority of new influenza strains emerge in 
Southeast Asia where large human populations have close interactions with pigs and 
domestic fowl. The probability of a new strain emerging in New Zealand is thought to 
be relatively low.  

Based on the last two pandemics, it is estimated that the next pandemic virus will be 
present in New Zealand within three months after it emerges in another part of the 
world, but could be much sooner due to increases in the volume and speed of global air 
travel. Upon arrival, the virus may spread across New Zealand with great speed. The 
first peak of illness in New Zealand may occur within 2 to 4 months after the virus 
arrives in New Zealand. The first peak in mortality is expected to be approximately one 
month after the peak in illness. 

Based on past pandemics, in temperate climates, when the pandemic virus arrives close 
to the usual annual influenza season (April to October) the interval from the arrival of 
the virus to the height of the epidemic can be very short. 
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In addition, it has been observed that an influenza pandemic usually spreads in two or 
more waves, either in the same year or in successive influenza seasons. A second wave 
may occur within three to nine months of the initial outbreak wave and may cause more 
serious illnesses and deaths than the first. In any locality, the length of each wave of 
illness is likely to be six to eight weeks. 

2. Estimated Impact of an Influenza Pandemic on 
New Zealand 

The impact of the next influenza pandemic is difficult to predict, and is dependent on 
how virulent the virus is, how rapidly it spreads from population to population, and the 
effectiveness of prevention and response efforts.   Despite the uncertainty about the 
magnitude of the next pandemic, estimates of the health and economic impact remain 
important to aid public health policy decisions and guide pandemic planning for health 
and emergency sectors. 

During “normal” influenza epidemics which occur almost every winter in New Zealand, 
an average of 5% to 20% of the population becomes ill, but as high as 30% to 50% of the 
population may become ill during severe influenza A epidemics. The highest rates of 
infection and clinical illness occur in children but serious complications and death 
occur mainly in the elderly. During a pandemic, historic data shows that over 50% of a 
population may become infected with the novel virus and the age-specific morbidity 
and mortality may be quite different from the annual epidemics with a higher 
proportion of deaths in persons under 65 years of age. In 1918–1919 pandemic, young 
adults had the highest mortality rates, with nearly half of the influenza-related deaths 
occurring persons 20-40 years of age. During the 1957–1958 and 1968–1969 
pandemics in the US, persons under 65 years of age accounted for 36% and 48% of 
influenza-related deaths respectively. 

An estimate of the health impact of a pandemic in New Zealand has been performed 
using two different models, the first developed by Meltzer and colleagues, CDC, 
Atlanta, (available at http://www.cdc.gov/ncidod/eid/vol5no5/meltzer.htm) with 
assumptions based on US epidemiologic data on various population health outcomes 
(death, hospitalisation, outpatient treatment, and ill but no formal care) for severe 
influenza A epidemics, and data from previous pandemics. The model does not include 
the potential impact of antivirals drugs or an effective vaccine.  

The second model is based on studies and statistics taken from the 1918 Spanish Flu 
pandemic as experienced in New Zealand. This model is produced by the Ministry of 
Health. These estimates may over- or under-estimate the potential impact in 
New Zealand; they are being provided for planning purposes only and to raise 
awareness regarding a very real possibility. The figures are based on a single 8 week 
phase. These figures are used as a planning guide only. 

Based on the model an estimated .5 and .8 million New Zealanders would become 
clinically ill such that they would be requiring medical consultation (MDHB 
assumptions are shown in Table 1). This proportion, representing 15% to 35% of the 
population, does not include individuals who contract the virus and feel ill, but 
continue their usual activities. In addition, it is estimated that up to 225,000 people 
could require hospitalisation (MDHB assumptions are shown in Table 2) and up to 
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34,000 could die in New Zealand during influenza pandemic (MDHB assumptions are 
shown in Table 3).  

These numbers are assumptions and do not take into account the differences in the 
health care systems, practice patterns and health care seeking behavior in New Zealand 
as compared to the U.S., nonetheless, they provide a picture of the magnitude and 
potential impact of the next influenza pandemic. 

Table 1 – Planning assumption for medical assistance in the MDHB District (based on 
modelling with 1918 figures as supplied by the Ministry of Health) 

People requiring assisted care, MidCentral DHB, 1918 model 
1 2 3 4 5 6 7 8 9 10 

199 994 4,769 6,358 4,769 1,589 795 397 0 0 
 
Cumulative total 19870 

Table 2 – Planning assumption for hospitalisations in the MDHB District (based on 
modelling with 1918 figures as supplied by the Ministry of Health) 

People requiring hospital level care, MidCentral DHB, 1918 model 
1 2 3 4 5 6 7 8 9 10 

66 331 1,590 2,119 1,590 530 265 132 0 0 
 
Cumulative total 6623 

Table 3 - Planning assumptions for deaths in the MDHB District (based on modelling 
with 1918 figures as supplied by the Ministry of Health) 

Deaths, MidCentral DHB, 1918 model 
1 2 3 4 5 6 7 8 9 10 

13 66 318 424 318 106 53 26 0 0 
 
Cumulative total 1324 

N.B. The top line of the table represents the week numbers of the single phase.  

It is imperative to understand these are planning assumptions only and are not to 
taken as predictions. 

Other modeling currently used for planning assumptions is based on the statistics using 
the FluAid Model. Using this modeling scenario for the MDHB there are 147 deaths, 
628 hospital presentations and 29125 medical consultations. 
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Figure 1: New Zealand Strategic Approach to a Pandemic 
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3. Terminology 

3.1 Pandemic Phases 

The World Health Organization (WHO) pandemic influenza phases 
(http://www.who.int/emc-documents/influenza/whocdscsredc991c.html) are listed 
below to assist MDHB with the staged response activities. This common terminology 
will facilitate communication especially for joint planning and response efforts between 
New Zealand, the US and international stakeholders. Once a pandemic has begun, 
different regions of the world may experience different phases at any given time. 
(Table ) 

The MoH has developed a four phase coded system based on the WHO pandemic 
influenza phases for notification, activation and subsequent stand-down of a declared 
pandemic in New Zealand. (Table 5) 

Since it is unlikely that the novel influenza strain will first emerge in New Zealand, it is 
important to recognize that the declaration of the pandemic in New Zealand (Phase 1) 
will most likely occur some time after WHO Phase 1. Once New Zealand is affected, 
different communities may move through the phases at different times and rates, 
however the NHEP:ID colour coded will continue to refer to the overall national 
situation. 

Table 2 – WHO Phases 

WHO Pandemic 
phases and levels 
of preparedness 

Actions required in New Zealand 
Lead 
New Zealand 
agency 

Establish NPPC and work plan  

Ensure every region has an Action Plan 
and Action Committee in place, and that 
both are complementary to each other 
and to the national plan 

DHB/PHS  

Ensure legislative basis for implementing 
Action Plan 

Ministry of Health  

Fact sheets and briefing material 
prepared and web sites running 

Ministry of Health 

  

Develop Regional Action Plans  

Establish regional pandemic action 
committees, with stakeholder 
representation (e.g., Medical Officers of 
Health and GPs) 

DHB/PHS 

Phase 0  
Inter-pandemic 
period - No 
indications of new 
virus type reported. 
 
Preparedness level 1 – 
appearance of a new 
influenza strain in a 
human case. 
 
Preparedness level 2 – 
two or more human 
infection confirmed. 
 
 
Preparedness level 3 - 
human transmission 
confirmed. 
 

Set up register of general practitioners, 
nurses, and social service staff available in 
region 

DHB/PHS 
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Identify and document all medical and 
healthcare provisions and facilities (e.g., 
hospital beds, ventilators) 

DHB 
 

Attention to having access to adequate 
supplies of antibiotics, ancillary drugs and 
equipment 

DHB 

Determine mortuary capacity and 
locations of appropriate cold storage 
facilities 

DHB 

Vaccines  

National policies on vaccine supply and 
distribution in place, and priority groups 
for immunisation identified  

Ministry of Health, 
NPPC, NSIIG  
 

Adopt a single system for reporting and 
monitoring adverse reactions to vaccine 

Ministry of Health  

Attain high coverage of influenza 
immunisation in identified cohorts and 
high-risk groups  

Service providers 

  

Antimicrobials  

Determine the supply and distribution of 
antibiotics 

Ministry of Health, 
Pharmac 

Implement national surveillance 
system: 

 

Preparedness levels 1 and 2:  

Nationally agreed definition of influenza-
like illness, and consistent surveillance 
methods 

Ministry of Health,  

Set up national coordination centre for 
data collection, intelligence and 
dissemination 

Ministry of Health, 
ESR 

Monitor international developments in 
influenza pandemic planning 

Ministry of Health, 
ESR  

Enhance laboratory capacity to provide 
more comprehensive and consistent 
support for national influenza 
surveillance 

Ministry of Health, 
ESR 
 

Liaise with overseas laboratories and 
national influenza centres, and 
characterise strains  

ESR 

Preparedness level 3: Enhance 
surveillance 

 

 

Reporting enhanced with daily updates to 
central collation point 

ESR 
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 Patient influenza-positive samples to be 
sent urgently to WHO Collaborating 
Centre 

 

Ministry of Health initiate 
immediate national response 

 

Establish national 0800 number  Ministry of Health  

Daily assessment of pandemic status Ministry of Health, 
NPPC 

Convene news conference with media as 
required. Media Unit and necessary staff 
to be available at other times for 
interviews 

Ministry of Health  

Disseminate latest pandemic information 
and distribute fact sheets 

Ministry of Health, 
DHB/PHS 

Ensure public access to Ministry of Health 
website and other media sources for 
information 

Ministry of Health 

Advise public against travel to known 
affected areas, and prevention measures 

Ministry of Health, 
NPPC 

Assess vaccine availability   

Acquire supplies of vaccine Ministry of 
Health/NSIIG 

Analyse available clinical data on age-
specific attack rates and complications 
and if necessary re-prioritise population 
groups for vaccination 

Ministry of Health, 
NPPC 

Immediate mobilisation to immunise 
priority groups against pandemic strain 
(as soon as vaccine is available) 

DHB, PHS 

Implement enhanced surveillance 
strategies 

 

Additional laboratory facilities 
operational and resourced 

Ministry of Health  

Regular and timely reporting to 
jurisdictions on the spread of the 
pandemic 

Ministry of Health 

Enhance State surveillance through 
general practitioners. Increase hospital-
based surveillance  

DHBs 

Monitor adverse reactions to vaccines and 
antivirals 

Ministry of Health, 
CARM 

Ongoing monitoring of viral isolates ESR 

Phase 1 
Confirmation of 
onset of Pandemic - 
Several outbreaks 
involving the novel 
influenza virus strain 
in at least one country 
with spread to other 
countries  
 

In addition to the above, if 
New Zealand has cases: 
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Enhance activity of NPPC  

Implement communications strategy Ministry of Health  

Advise people of travel and other risks Ministry of Health 

Make recommendations on public health 
measures (eg, school closures, event 
cancellation etc) as appropriate 

Medical Officers of 
Health  

Vaccine and antimicrobial supply  

Coordinate supply of vaccines and 
antivirals. Follow the Ministry of Health’s 
Infectious Diseases Advisory Committee 
recommendations for antiviral treatment 
and prophylaxis 

Ministry of Health, 
IDAC, DHBs 

Determine availability of appropriate 
antibiotics 

DHBs 

Surveillance  

Use absentee data from local industry DHBs 

Hospitals to prioritise admissions and 
services. Commence reallocation of staff 
and duties if required 

DHBs 

 

Notify relevant areas of mortuary capacity 
within each jurisdiction 

DHBs 

Communication   

Regular updates to be distributed and 
posted on the Ministry of Health website 

Ministry of Health 

  

Ongoing enhanced surveillance 
including adverse reactions 

 

Continue monitoring course of pandemic 
and adverse reactions to vaccines and 
antivirals. Continue reporting on spread 
of virus 

ESR, CARM 

Monitor morbidity and mortality rates Ministry of Health 

  

In addition to the above, if New 
Zealand has cases: 

 

  

Public health measures  

Phase 2  
Regional and 
multi-regional 
epidemics - 
Outbreaks and 
epidemics occurring in 
multiple countries and 
spreading in regions 
across the world  
 

Medical Officer of Health will consider 
whether further public health measures 
are required (e.g., school closures, etc) 

Medical Officer of 
Health  
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Consider alternative arrangements for 
hospital beds in event of shortage 
(community halls etc) 

DHBs 

Vaccines  

Coordinate distribution of vaccines (if 
vaccine is available) 

Ministry of Health  

Continue review of age-specific attack 
rates and complications, and any 
subsequent re-prioritisation of 
immunisation groups 

Ministry of Health, 
NPPC 

Surveillance  

 

Continue with enhanced surveillance 
through general practitioners and 
continue surveillance of hospital 
infections 

DHBs, ESR 

NPPC  

Re-group and evaluate phases 1 & 2 NPPC 

Analysis of surveillance information and 
development of strategies for next 
pandemic wave 

Ministry of Health, 
NPPC 

Vaccines and antimicrobials  

Collate data on cases and effectiveness of 
vaccines and antivirals 

Ministry of Health  

Phase 3  
End of first 
pandemic wave - No 
increase in countries 
affected initially but 
outbreaks occurring 
elsewhere in the 
world. 
 

Monitor match of vaccine to circulating 
strains 

ESR 

Phase 4  
Second or later 
waves of pandemic 
- Second wave of 
outbreaks occurring in 
many countries  
 

 
The same measures should be 
implemented in phase 4 as were 
implemented in phase 2 

 

Evaluation and reporting  

Phase out national information hotline Ministry of Health 

Phase out public health measures Medical Officer of 
Health  

Summarise impact of pandemic, collate 
data, and update national and State and 
Territory Action Plans. Prepare report to 
WHO, States and Territories etc reviewing 
the effectiveness of the plans 

Ministry of Health, 
NPPC, DHBs  

Phase 5  
End of 
pandemic/post 
pandemic phase - 
Influenza activity 
returned to normal 
inter-pandemic levels 
and immunity to new 
virus is widespread. 
 

Re-stock resources used during the 
pandemic 

DHBs 
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3.2 List of Abbreviations 

ACC Accident Compensation Corporation 

AMF Additional Mortuary Facilities 

BNZ Biosecurity New Zealand 

CAA Civil Aviation Authority 

CBAC Community-Based Assessment Centre 

CBR Chemical, Biological, Radiological 

CDC Centres for Disease Control and Prevention (USA) 

CCS Critical Clinical Supplies 

CDEM Civil Defence Emergency Management 

CDEMG Civil Defence Emergency Management Groups 

CIMS Co-ordinated Incident Management System 

DESC Domestic and External Security Co-ordination 

DESG Domestic and External Security Group 

DG Director-General (of Health) 

DHA (Australian) Department of Health & Ageing 

DHB District Health Board 

DIA Department of Internal Affairs 

DoL Department of Labour 

DoPH Director of Public Health 

DPMC Department of Prime Minister and Cabinet 

EOC Emergency Operations Centre 

ESR Environmental Science and Research Ltd 

FAQ Frequently Asked Questions 

HA Health Act 1956 

H2H Human to Human (Transmission) 

HIND Health (Infectious and Notifiable Diseases) Regulations 1966 

HPAI Highly Pathogenic Avian Influenza 

HQR Health (Quarantine) Regulations 1983 

ILI Influenza-Like Illness 

IPG Intersectoral Pandemic Group 

JTO Journalists Training Organisation 

LGNZ Local Government New Zealand 

MAF Ministry of Agriculture and Forestry 

MCH MidCentral Health 

MDHB MidCentral District Health Board 

MED Ministry of Economic Development 
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MFAT Ministry of Foreign Affairs and Trade 

MCDEM Ministry of Civil Defence & Emergency Management 

MoE Ministry of Education 

MoH Ministry of Health 

MOH  Medical Officer of Health 

MoJ Ministry of Justice 

MOoH Medical Officer of Health 

MPIA Ministry of Pacific Island Affairs 

MSD Ministry of Social Development 

NCMC National Crisis Management Centre 

NHCC National Health Co-ordination Centre 

NHEP National Health Emergency Plan 

NHEP:ID National Health Emergency Plan: Infectious Diseases 

NIAVM Neuraminidase Inhibitor Antiviral Medication (eg, Oseltamivir (Tamiflu™)) 

NISG National Influenza Strategy Group 

NIR National Immunisation Register 

NZDF New Zealand Defence Force 

NZFS New Zealand Fire Service 

NZFSA New Zealand Food Safety Authority 

ODESC Officials Committee for Domestic and External Security Co-ordination 

OIE World Organisation for Animal Health 

Oped Opinion/Editorial 

OSH Occupational Safety and Health 

PCR Polymerase Chain Reaction (Test) 

PEG Pandemic Emergency Group 

PEP Post-Exposure Prophylaxis 

PHE Public Health Emergency 

PHO Primary Health Organisation 

PHS Public Health Service 

PHU Public Health Unit (in a District Health Board) 

PIRC Pandemic Influenza Reference Committee 

PITAG Pandemic Influenza Technical Advisory Group 

PPE Personal Protective Equipment 

RFP Request For Proposal 

RNZCGP Royal New Zealand College of General Practitioners 

SSC State Services Commission  

TLA Territorial Local Authority 

TPK Te Puni Kōkiri 

WHO World Health Organisation 
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4. Legal Considerations 

The legal considerations linked to pandemic preparedness and response are set out 
within certain legislative, departmental, contractual and Ministerial requirements. 

Individual DHBs have a legislative requirement to provide health and disability services 
for their respective communities under the New Zealand Public Health and Disability 
Act 2000. 

Provisions of the Health and Safety in Employment Act 1992, and the Crown Entities 
Act 2004(Section 118 Good Employer) also place requirements on MDHB for 
consideration of conditions and levels of protection for employees. Other employers in 
the provision of health care services will also face the same responsibilities and need to 
look at their own preparedness under the above Acts if appropriate. 

All health providers have a responsibility under the Civil Defense and Emergency 
Management Act 2002 Section 58 to ensure that it is able to function to the fullest 
extent, even though this may be at a reduced level, during and after an emergency. 

Under Section 6 of the National Civil Defence Plan all Health Providers must ensure 
that all obligations for response capability, and actual response in an emergency are 
met and further undertake emergency planning. 

Funding contracts between the MDHB and the MoH also place a reliance on individual 
DHBs to have a Business Continuance Plan and necessary planning for any significant 
incident likely to impact on its community. 

Further certain funding contracts between the MDHB and Health Providers provide for 
the necessity for entities to have their own Business Continuity Planning in place. 
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5. Ethical Considerations for Pandemic Planning 
and Response 

5.1 Preamble 

This statement identifies widely shared ethical values for our pandemic planning and 
response. Some are values to govern our decision processes. Others are values on which 
to base the content of our decisions. Values that are recognised in Māori tikanga and 
kawa are identified alongside other values. The best way to act on our values depends 
on each particular situation. This may range from developing public policy for a future 
pandemic, right through to deciding how best to help our sick family member or 
neighbour. 

With imagination, common sense, and discussion, we can act on our values even when 
we have little time, and even when our values pull us in more than one direction.  Good 
planning when we have time can help us to respond well later, when we may have little 
time. 

5.2 Values for Decision Process 

In good decision-making processes we are: 

Open • letting others know what is to be decided, how, and on what basis 
• letting others know what decisions we have made on that basis 
• letting others know what will come next 

Inclusive • including those who will be affected 
• inclusive of people from all cultures 
• taking everyone’s contribution seriously 

• striving for acceptance of our process, even by those who might not 
agree with the decisions we take through that process 

Reasonable • working with alternative options and ways of thinking 
• working with and reflecting diversity of culture 
• using a fair process to make decisions 

• basing our decisions on shared values, and on the best evidence 
available 

Responsive 
 

• willing to make changes and be innovative 
• changing when relevant information or context changes 
• enabling others to contribute, wherever we can 
• enabling others to challenge our decisions and actions 

Responsible • responsible to others for our decisions and actions 
• helping others to take responsibility for their decisions and actions 
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5.3 Values for Decision Content 

Good decisions are those we base on: 

Minimising harms • protecting one another from harm 
• not harming others 

Respect • supporting others to make their own decisions wherever 
possible 

• supporting those best placed to make decisions for people 
who can’t make their own decisions 

• restricting freedom as little as possible, if freedom must be 
restricted for public good 

Fairness • supporting others to get what they are entitled to 
• ensuring that everyone gets a fair go 
• minimising health and disability inequalities 
• prioritising fairly when there are not enough resources for 

all to get the services they seek 
Neighbourliness -
whanaungatanga 

• helping and caring for our neighbours and relations 
• working together where there is need to be met 

Reciprocity • helping one another 

• agreeing to extra support for those who have extra 
responsibilities to care for others 

Unity - 
kotahitanga 

• being committed to seeing this through together 

• commitment to strengthening individuals and 
communities 

 

Notes 

This statement of “Ethical values for pandemic planning and response” aims to identify 
widely shared ethical values.  If it achieves this aim, we can then focus on enabling one 
another to act on these shared values as best we can.  The statement has been 
developed by the National Ethics Advisory Committee (NEAC), Kāhui Matatika o te 
Motu.  NEAC is an independent statutory advisor to the Minister of Health, on ethical 
issues of national significance concerning health and disability. 

In line with the “values for decision process” that are identified in this draft statement, 
NEAC strongly encourages public input on this draft statement of “Ethical values for 
pandemic planning and response”.  This statement is supported by a broader and more 
detailed discussion document.  NEAC welcomes your thoughts on both documents, 
which are available electronically at: www.newhealth.govt.nz/neac, or by post from: 
NEAC Secretariat, Sector Policy Directorate, Ministry of Health, P O Box 5013, 
Wellington.  NEAC can also be contacted at: neac@moh.govt.nz (please put “pandemic” 
in the subject line). 
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Chapter Three 
 

Preparedness 

This chapter, the Preparedness Section of the MDHB Pandemic Plan, addresses 
prevention and preparedness activities during the inter-pandemic period.  It is based 
on the previous planning surrounding SARS and the MoH NHEP: ID (National Health 
Emergency Plan: Infectious Diseases), as well as the input of other stakeholder groups 
and organisations. 

The purpose of this section of the Plan is to provide information and guidelines that can 
be used in the local management of an influenza pandemic. 
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1 Components of the Preparedness Section 

To date, the components of the MDHB EID Plan have included the, history and 
background to pandemics, clinical presentation,  use of health service resources, self-
care, infection control, laboratory services, care of the deceased, emergency services, 
public health measures and communications.  Other subjects such as the use of anti 
virals and vaccines, community based assessment centre’s, will follow as policy is 
released from the Ministry or guidelines allow for appropriate planning.  These 
components have been addressed in this section in terms of current status, including 
outstanding issues, and planning principles and assumptions.  A list of potential 
planning activities has also been included. 

It has been recommended that in order to make the Plan more comprehensive and 
similar in scope to other emergency plans, a component focusing on psychosocial issues 
should be added.  It is anticipated that this new component will be developed and 
incorporated into future versions of this plan.  This project is currently being 
undertaken by the Ministry of Health and a working party from across different mental 
health and DHB sectors.  In the interim, Mental Health Services are encouraged to 
think about the psychosocial implications of pandemic influenza when developing their 
own plans both in terms of preparedness and response activities. 
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2 Surveillance 

Influenza surveillance is required to determine when, where, and which influenza 
viruses are circulating; the high risk populations; the intensity and impact of influenza 
activity; and to detect unusual events (eg. infection by unusual influenza viruses, 
unusual syndromes caused by influenza viruses, and unusually large or severe 
outbreaks of influenza).  Both virologic and disease surveillance are necessary for 
identifying influenza virus variants and for determining their ability to spread and 
cause disease.  Surveillance data will drive the pandemic response as it will be used to 
determine the pandemic phase, and to track progression through the phases. 

Laboratory surveillance involves the isolation of influenza viruses for analysis of 
antigenic and genetic properties.  This activity is essential for monitoring the antigenic 
drift and shift of influenza viruses circulating among humans.  Because the signs and 
symptoms of influenza are similar to those caused by other respiratory pathogens, 
laboratory testing must be conducted to definitively diagnose influenza.  Rapid 
identification of a novel influenza virus and timely tracking of virus activity throughout 
the duration of the pandemic is critical to the success of a pandemic response.  Prompt 
identification of a novel strain increases lead-time for the development of a vaccine and 
implementation of prevention and control measures. 

The collection of epidemiologic data regarding influenza-like illness (ILI) and influenza 
related hospitalisations and deaths is essential for determining the extent and severity 
of influenza epidemics and is particularly important during epidemics or pandemics 
associated with a newly recognized influenza variant.  Epidemiologic data will help 
guide prevention and control strategies (eg, the prioritisation of limited vaccine 
supplies). 

2.1 Current Status 

The various methods of surveillance that operate in New Zealand should provide early 
warning of developing trends in disease spread or development.  It is likely that any 
new infectious disease will first be detected through well-informed local practitioners 
detecting and reporting unusual illnesses, and/or via good intelligence gathering from 
overseas through WHO and other international agencies. 

The objectives of Influenza surveillance are: 

• To provide data on currently circulating strains and facilitates comparison with 
vaccine composition and vaccine recommendations. 

• To describe the affected population thereby facilitating identification of high 
risk groups and comparisons between other populations or other influenza 
seasons. 

• To detect unusual events including unusual or new strains, unusual 
outcomes/syndromes, or unusual distribution or severity of the disease within 
the population. 

• To inform the pandemic response during a pandemic by tracking occurrence 
and progression of the pandemic through the population (by WHO phase). 
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At the national level, regular environmental scanning for the detection of potentially 
significant influenza-like illness (ILI) is conducted using official information sources 
for influenza surveillance (eg, WHO and international government influenza 
surveillance programs) as well as unconfirmed reports from early warning systems (eg, 
National Pandemic Planning Committee ).   

2.2 Planning Principles and Assumptions 

Since surveillance data will drive the pandemic response it is important that physicians 
and other health care workers are educated and updated on an ongoing basis about the 
importance of ILI surveillance and their role in the system.  Surveillance systems must 
be established in advance of a pandemic as there will be little time to augment capacity 
at the time of a pandemic.  At the time of a pandemic, surveillance and laboratory 
testing capacity will be reduced (eg, due to staff absenteeism and supply shortages) as 
compared to pre-pandemic periods, and only streamlined, resource efficient systems 
will continue to function. 

Studies of the etiologic agents responsible for secondary complications of influenza and 
their susceptibility to antimicrobial drugs will also be important, especially in times of 
short supply. 

In addition, surveillance data and targeted studies will be useful in assessing the impact 
of the pandemic on the health care system, as well as social and economic impact. 
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3 Vaccine Programmes 

Vaccination of susceptible individuals is the primary means to prevent disease and 
death from influenza during an epidemic or pandemic.  The National Influenza 
Immunisation Strategy Group (NIISG) produces recommendations on the use of 
influenza vaccine in persons who are most at risk for influenza or those who could 
spread influenza to persons at greatest risk.  In the event of a pandemic, the National 
Pandemic Planning Committee will provide recommendations to the MoH 
immunisation programs on the use of the pandemic vaccine and priority groups for 
immunisation.   

3.1 Current Status 

The annual influenza vaccine available in New Zealand is a trivalent vaccine, composed 
of two influenza ‘A’ subtypes and one influenza B subtype.  The vaccines contain 15 
micrograms of hemagglutinin antigen for each constituent strain.  For adults and older 
children previously exposed to viruses similar to those present in the vaccine, a single 
dose is normally recommended.  In children (under the age of nine years) lacking such 
previous exposure, two doses are recommended.   

New Zealand does not have the capacity to manufacture vaccines.  The first supplies of 
vaccine against a novel strain of influenza are unlikely to be available for at least 27 
weeks.  By this stage it is likely that New Zealand will have suffered the first pandemic 
wave.   

Currently, New Zealand uses approximately 1.5 million doses of trivalent influenza 
vaccine a year delivered predominantly through publicly-funded programs with 
established vaccine delivery infrastructures.  There is a National campaign throughout 
New Zealand to target populations for annual influenza programs, with the majority 
providing vaccines to Ministry of Health recommended high-risk groups.  There are 
other campaigns within specific work sectors to achieve vaccination against Influenza. 

The vaccine typically becomes available in April of each year and is currently provided 
by a sole supplier contracted to the MoH.  Annual influenza immunisations are 
administered in a variety of setting across New Zealand, including GPs’ offices, public 
health clinics at schools or other community settings, workplace clinics, and other 
settings. 

Confirmatory study (clinical trial) protocols will be developed in order to ensure the 
most expeditious product licensure process while ensuring safety at the time of a 
pandemic. 

The NIISG advises the MoH on recommendations regarding the priority groups for 
immunisation in the event of a pandemic.  These recommendations are discussed in 
Annex D. 
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The objectives of the national Immunisation program are: 

• To provide a safe and effective vaccine program to New Zealanders as soon as 
possible; 

• To allocate, distribute and administer vaccine as rapidly as possible to the 
appropriate groups of people; 

• To monitor safety and effectiveness of vaccination programs. 

 

3.2 Planning Principles and Assumptions 

Currently the vaccines available in New Zealand are inactivated vaccines, manufactured 
in fertilized hen’s eggs.  This production system is dependent on egg availability, and is 
characterised by stringent time requirements for identification of vaccine candidate 
strains, preparation of seed lots, testing and licensing, manufacturing and distribution.  
Manufacturers require approximately 56 days from seed strain availability to 
production of the first lot of vaccine for testing.  Delays in the production of pandemic 
vaccine seed strains may occur, as highlighted by the difficulties encountered in trying 
to produce a vaccine against the H5N1 virus involved in the 1997 Hong Kong outbreak.  
As a consequence, vaccine may not be available when the first wave of the pandemic 
strikes New Zealand. 

At this time, it is assumed that in a pandemic caused by a novel virus subtype, all 
persons will lack previous exposure and will likely require two doses of vaccine.  It is 
unknown whether two 7.5 microgram doses or two 15 microgram doses or higher 
dosage will be needed.  It is also unknown whether it might be possible to given an 
initial immunisation with a generic vaccine of the correct H type and then give a second 
dose with the specific antigen.   

During a pandemic, embargos on vaccine must be anticipated, as countries with 
production capacity are likely to see such an event as a national health emergency or a 
threat to national security.   

When vaccine becomes available, initial supplies will not be sufficient to immunise the 
whole population and prioritisation for vaccine administration will be necessary.  The 
MoH will control the allocation and distribution of influenza vaccine during a pandemic 
and will implement specific recommendations regarding priority groups for 
immunisation.  Priority groups have been proposed in Annex D; however, these may 
change when more is known about the epidemiology the pandemic.   

Vaccine clinical trials at the time of a pandemic will be needed to determine the amount 
of vaccine antigens per dose and the number of doses required to optimise immunity in 
various age groups.  Vaccine recommendations may not be finalised until pandemic 
activity has commenced.  These recommendations will be distributed as national 
guidelines as soon as possible, with the expectation that they will be followed in order 
to ensure a consistent and equitable program. 

For vaccine program planning purposes it is important to be prepared to immunise 
100% of the population; however the actual proportion of the population that will 
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voluntarily seek vaccination will depend on public perception of risk and severity of the 
disease.  Therefore the demand, manifest as clinic attendance, will likely vary between 
regions as the pandemic evolves.  Previous Canadian and other countries experience 
with outbreak related immunisation clinics indicates that it would be prudent to 
prepare for an initial demand of 75% of the target population.  In a pandemic, while 
immunisation activities would be expected to greatly increase, reporting of vaccine 
associated adverse events through normal channels could be delayed due to 
reallocation of human resources or staff absenteeism.  In this situation, information on 
potential vaccine associated adverse events must still be communicated in a timely 
manner from the local to national public health authorities and on to the NIISG.  
Therefore there is a need to establish a plan to monitor vaccine safety and ensure timely 
communication of any potential vaccine associated adverse events during the 
pandemic.  Specific targeted studies and surveillance activities may be required if an 
adverse event suspected to be due to the new vaccine is detected. 

In the inter-pandemic period consideration should also be given to improving 
Pneumococcal vaccination coverage levels in NIISG recommended “high-risk” groups.  
Streptococcus pneumoniae is a common cause of secondary bacterial pneumonia.  The 
incidence and severity of secondary bacterial pneumonia during the pandemic may be 
reduced if there is a high level of immunity to the most common serotypes of 
Streptococcus pneumoniae in the high-risk groups. 

Significant progress has been made with specific suppliers of vaccines against ILI’s, and 
the Ministry Of Health has entered into an agreement for preferential status in the 
supply of any vaccine that is developed for a pandemic.   
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4 Antivirals 

Vaccines, when available, will be the primary public health intervention during a 
pandemic.  However, vaccine may not be available as soon as required at the start of the 
pandemic and two doses of vaccine may be necessary to achieve an adequate immune 
response.  Antivirals (anti-influenza drugs) are effective for both treatment and 
prophylaxis and may have a role as an adjunctive strategy to vaccination for the 
management of pandemic influenza.  Antivirals will likely be the only virus-specific 
intervention during the initial pandemic response.  Protection afforded by antivirals is 
virtually immediate and does not interfere with the response to inactivated influenza 
vaccines. 

The anti viral drugs Amantadine, zanamavir and Oseltamivir are currently licensed in 
New Zealand and have a role in the prevention and treatment of influenza infection if 
given early in the disease: M2 ion channel inhibitors (cyclic amines) and neuraminidase 
inhibitors.  M2 ion channel inhibitors interfere with the replication cycle of influenza A 
but are not effective against influenza B. 

Amantadine is an example of M2 ion channel inhibitors.  Zanamavir and Oseltamivir 
are examples of neuraminidase inhibitors.  These drugs interfere with replication of 
both influenza A and B viruses, are well tolerated, and have been used effectively for the 
prophylaxis and treatment of influenza A and B infections. 

Amantadine is approximately 70-90% effective in preventing illness from influenza A 
infection.  When administered within two days of illness onset, it can reduce the 
duration of uncomplicated influenza A illness by approximately one day but it has not 
been shown to reduce the complications of influenza.  Resistance to Amantadine has 
been shown to develop rapidly when this drug is used for treatment purposes. 

When administered within two days of illness onset, Zanamavir and Oseltamivir can 
reduce the duration of uncomplicated influenza A and B illness by approximately one 
day.  Current evidence suggests that the development of resistance during treatment of 
influenza is less likely with neuraminidase inhibitors than with Amantadine.  Recent 
community studies suggest that both neuraminidase inhibitors are similarly effective in 
preventing febrile laboratory-confirmed influenza illness.  Further evidence is needed 
on the effectiveness of neuraminidase inhibitors in reducing complications of influenza.   

 

The objectives of the antiviral initiative are:       

• To recommend a strategy for the use of antiviral during a pandemic 

• To address issues around the security of supply of antiviral; 

• To monitor drug resistance during the pandemic; 

• To facilitate planning to ensure the distribution of available antiviral drugs to 
appropriate groups of people during the pandemic. 
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See Chapter 14 for additional details on these antiviral drugs. 

4.1 4.1 Current Status 

Only Oseltamivir is licensed in New Zealand for both prophylaxis and treatment of 
influenza A infections.  Both Zanamavir and Amantadine are licensed for treatment 
purposes only.  Neuraminidase inhibitors are much more expensive than Amantadine 
at this time. 

The NIISG has developed strategic options on the use of antivirals during a pandemic, 
including identification of priority groups.  It is expected that global supplies of 
antivirals will be consumed very rapidly at the start of a pandemic.   

4.2 4.2 Planning Principles and Assumptions 

An effective intervention with antivirals will require: 

• A secure supply; 

• A well planned distribution and monitoring system under the direction of the 
MoH in collaboration with suppliers; 

• Ability to target priority groups; 

• The availability of rapid diagnostic tests; 

• Enhanced surveillance for the detection of the virus, resistance of the virus to 
antivirals and drug associated adverse events; 

• Clinical guidelines for the appropriate use of antivirals; 

• Study protocols to further assess the effectiveness of antivirals for treatment 
and prophylaxis during a pandemic; and 

• Effective communication and education materials on antivirals for health care 
workers and the public. 

Antiviral interventions will need to target specific populations, given that anticipated 
supply will be lower than anticipated demand.  The MoH through the NPPC will make 
recommendations and provide advice concerning the identification and prioritisation of 
individuals and groups of people to receive antiviral drugs for treatment and 
prophylaxis during the pandemic.  Guidelines for the use of antivirals at times of short 
supply (priority groups) are being developed at a National level.  It is important that 
any antiviral response strategy be flexible given that the epidemiology (ie, age-specific 
morbidity and mortality rates) of the pandemic and the availability of vaccine will only 
become evident once the pandemic has started.  The timing of the use of antivirals 
during a pandemic should be guided by local surveillance data. 

Suggested priority groups at this time will be in line with the overall goal of reducing 
morbidity and mortality.  The role of antivirals in minimizing societal disruption is as 
yet unknown because current clinical evidence is limited and has yet to establish 
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whether antivirals slow down or decrease viral transmission.  Therefore, it may be most 
efficient to treat those patients who present within 48 hours of onset of influenza 
symptoms, with priority given to the severely ill and those with risk factors for severe 
complications. 
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5 Health Services Emergency Planning 

During the pandemic there will be a marked increase in demand for people (health care 
workers and others) to care for the sick and appropriate locations and equipment, to 
facilitate the provision of health care.  Communities and health care organisations will 
need to have plans in place that will address what will be done when the health care 
system is overwhelmed and care must be provided by persons, both health care workers 
and volunteers, doing work which is not normally part of their daily activities and 
potentially in settings not usually used for health care.  

The objectives of health services emergency planning are: 

• To identify issues that will require multi-level collaborative planning during the 
Interpandemic period. 

• To facilitate awareness of the potential impact of a pandemic on the health care 
system. 

• To prepare resources and guidelines that may be adapted during a pandemic. 

5.1 Current Status 

Outbreaks of influenza occur annually in New Zealand.  The morbidity and mortality 
during any given influenza season is largely dependent on the circulating strain(s) of 
influenza virus, and the susceptibility of the population.  Those normally at high risk of 
influenza complications are the elderly, persons with chronic cardiac or respiratory 
conditions and the immunocompromised. 

The spectrum of illness seen with influenza is extremely broad, ranging from 
asymptomatic infection to death, frequently due to secondary bacterial pneumonia or 
exacerbation of an underlying chronic condition.  Many institutions in New Zealand are 
presently running at maximal or near maximal bed capacity.  At the peak of the 
demand for health care during annual influenza seasons it is difficult for many facilities 
to manage the increased demand for beds and the demand for emergency room care.  A 
report by the Manitoba Centre for Health Policy and Evaluation showed that the total 
number of hospital admissions and ambulatory visits provided by the Winnipeg health 
care system increased only slightly (5% to 7%) during severe influenza seasons, 
however, the number of patients presenting with influenza-like illnesses increased 
substantially (approximately 70% for admissions, and 35% to 40% for physician visits).  
This indicates that there is an overall maximum of services which can be provided, 
which does increase somewhat in response to need, but also that the patient mix 
changes in response to the need for influenza care.  
(http://www.umanitoba.ca/centres/mchp/reports/reports_97-00/seasonal.htm)The 
scarcity of health resources will be exacerbated during a pandemic and may exceed the 
capacity of the current health care setting to cope. 

Health services guidelines and contingency plans have been developed by the various 
services within the MDHB and the planning sub group responsible for this document.  
These documents are included as annexes to MidCentral DHB Business Continuity Plan 
for ease of use, and can be broadly classified into the following categories: clinical and 
business support, which corresponds to the main responsibilities of each of the working 
groups.  The documents provide options, workarounds and guidelines to facilitate 
planning for a consistent and comprehensive response within the MDHB. 
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This working group will also be looking at training and education modules for health 
care workers, volunteers and the public, and aftercare/recovery planning issues. 

5.2 Planning Principles and Assumptions 

Due to the broad scope of these planning activities this section has been sub-divided to 
correspond to the sub-groups that have been working on the different aspects of this 
component. 

5.2.1 Infection Prevention and Control 

The incubation period for influenza usually ranges from one to three days.  Influenza is 
spread from person-to-person by inhalation of small particle aerosols, by large droplet 
infection, by direct contact, or by contact with articles recently contaminated by 
nasopharyngeal secretions.  Contact with respiratory secretions and large droplets, 
appears to account for most transmissions of influenza.  The importance of the airborne 
route in influenza transmission is uncertain.  Influenza is highly contagious; it can 
spread quickly in settings where large groups of people are gathered together, for 
example, among institutionalised populations. 

The period of communicability for influenza virus is during the 24 hours before the 
onset of symptoms, and during the most symptomatic period, usually three to five days 
from clinical onset in adults and up to seven days in young children.  In adults, the 
amount of viral particles shed for instance, while sneezing or coughing is related to the 
severity of illness and temperature elevation.  For those receiving antiviral therapy, the 
duration when virus particle are shed is likely to be shorter. 

Survival of the influenza virus, outside the body, varies with temperature and humidity.  
It generally survives 24-48 hours on hard, non-porous surfaces, 8-12 hours on cloth, 
paper and tissue, and five minutes on hands.  Survival of the virus is enhanced under 
conditions of low humidity and in the cold. 

During the next pandemic it will be imperative to keep health care workers as healthy 
as possible.  Occupational health issues which need to be considered include: 
vaccination of health care workers, use of personal protective equipment (PPE), work 
exclusion/fitness to work criteria, and work reassignments (see Chapter on Human 
Resources). 

The infection control guidelines (Chapter 4) contain sections for both acute and long-
term care institutions.  The issues addressed include: immunisation, hand hygiene, use 
of personal protective equipment (masks, gloves, and gowns), patient isolation/ 
accommodation, restriction of visitors, staff cohorting, environmental cleaning, and 
education for staff, patients and visitors. 

The community infection control guideline (Chapter 4) contains sections pertaining to 
the general public, health care workers providing services in the community, as well as 
office-based medical and non-medical health care providers (and include public health 
clinics, physicians’ offices, dental offices, physiotherapy clinics, and alternative health 
care providers).  The issues addressed include: hand hygiene, the use of personal 
protective equipment (masks and gloves), cohorting persons with influenza-like illness 
(ILI), as well as temporary closure of schools, day cares and large, “non-essential” 
businesses. 
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5.2.2 Clinical Management of Influenza 

The last two influenza pandemics occurred in 1957–1958 and 1968–1969.  Therefore, 
the majority of currently practicing clinicians would have little or no experience with 
pandemic influenza disease and may not be aware of its potential variant presentation. 

The clinical guidelines that have been developed (see Chapter 9) provide 
recommendations on the triage of pediatric and adult patients and on the management 
of patients within Long-Term Care Facilities (LTCF).   

During a pandemic, it will be essential to inform both the public and health 
professionals about the symptoms and treatment of influenza, as well as when to seek 
advice and refer (see Chapter 5).  Fact sheets regarding the clinical features of influenza 
and secondary complications have been developed to assist health care providers with 
diagnosis, and the general public with self-treatment (see Chapter 5).  These fact sheets 
include information pertaining to children, adults and the elderly.  Any educational 
materials require advanced preparation in addition to an efficient and timely 
distribution plan. 

5.2.3 Resource Management 

Although the impact of a pandemic is unpredictable, for planning purposes it is 
advisable to expect a major disruption in critical community services.  The health care 
system’s response to this situation will be crucial.  DHB Managers will need to assess 
their health resource utilisation and their health system capacity to cope during severe 
influenza epidemics and compare this to the estimated capacity required to response to 
a pandemic for their catchments area.  The model provided by the Ministry of Health 
based on the 1918 Spanish Flu Pandemic or the FluAid software using a US model for 
estimating the health impact of a pandemic may be considered for resource planning 
purposes (http://www2.cdc.gov/od/fluaid/default.htm).  In the US model, however, 
health outcome was based on health care seeking behavior or treatment received.  It is 
expected that the treatment received in New Zealand for a person similarly ill with flu 
may be quite different based on differences in the health care systems, practice patterns 
and health care seeking behavior.  The model further assumed that health care was 
available for all persons seeking care, consistent with the US demand-driven health 
economy. 

It is expected that a substantial proportion of the work force may not be able to work 
for some period of time during the pandemic due to illness in themselves or in their 
family members.  Health care workers are likely to be at higher risk of illness due to 
their exposures.  During the 1957–1958 pandemic, the United Kingdom experienced an 
estimated 20% absenteeism rate in the general population and one-third of the staff in 
one hospital was ill during the peak of the pandemic. 

Although in the majority of instances influenza is an acute, self-limiting upper-
respiratory infection, complications do occur.  In influenza epidemics and pandemics 
the overall attack rate is relatively high and occurs during a few weeks in any one 
location.  Consequently, even a low frequency of complications; result in marked 
increases in rates of hospitalisations.  It is important to consider that while the waves of 
the pandemic tend to last for six to eight weeks in any locality, the demand on the 
health care system will not be at a constant rate during this period as the number of 
new cases seeking health services is likely to increase, peak, and then decline.  The next 
pandemic wave may closely follow the first wave leaving little time for recovery.  
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Resource needs will need to be reassessed continuously during this potentially 
overwhelming situation.  It will be a challenge for acute care facilities to manage high 
ward census, high intensive care unit census, and high emergency department volumes 
in the face of reduced availability of health care workers and limited respiratory 
support equipment.  Advanced consideration should be given to the management of 
adult and pediatric patients with respiratory distress when oximeters, ventilators, and 
other respiratory support equipment must be rationed. 

Each facility needs to evaluate its human resources.  As health care and hospital 
workers encompass a vast number of different individuals and occupations, a list of 
health care workers has been developed to assist with planning (Chapter Human 
Resources).  Emergency reallocation of staff and maintenance of staffing levels will be 
essential.  Health care worker training and continuing education to encourage workers 
to maintain their skills, incentives to maintain training, and on-going communication 
are all important and should be planned for during the pre-pandemic period.  During 
the pandemic, child care, emotional support and grief counseling needs to be addressed 
to facilitate maintenance of adequate staffing levels. 

Elective medical and surgical admissions will need to be prioritised and possibly 
cancelled to meet some of the increased demands.  An action plan based on the issues 
that should be considered during this prioritisation process has been developed for 
MidCentral Health.  An action plan has been developed to assist facilities with 
determining their potential surge capacity and is encompassed in the above documents. 

Pandemic influenza historically has been associated with excess mortality.  Guidelines 
for the management of mass fatalities (see Chapter 11) have been developed to assist 
with this process.  Issues which are addressed include mortuary capacity, corpse 
storage, transportation, management, burial/cremation, Funeral director contact 
details and grief counseling. 

Work needs to continue with agencies involved in the care of the deceased including 
liaison with the Funeral Directors association of New Zealand, the Coroner and the NZ 
Police. 

5.2.4 Community Based Assessment Centres: Health Care Workers 
and Volunteers 

MidCentral DHB may need to have strategies in place that will address what will be 
done when health care facilities are overwhelmed and medical care must be provided in 
non-traditional settings.  Temporary hospitals and outpatient clinics may need to be set 
up to provide care.  The issues that need to be addressed include: administrative 
options for non-traditional hospitals, potential resources and sites, critical 
characteristics and support services needed, type of work done within the sites, and 
liability protection. 

Guidelines are also being developed addressing the potential sources of additional 
labour during a pandemic, volunteer recruitment and screening, liability and personal 
insurance of workers, temporary registration of workers, roles and responsibilities, and 
training programs. 
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6 Emergency Services 

Emergency services personnel along with other Government agencies are engaged in all 
levels of pandemic planning.  While it is expected that health authorities will lead the 
pandemic response in terms of surveillance, vaccine usage, use of antivirals and public 
health measures, and emergency service providers will play a critical role in 
coordinating the overall emergency response.  The deployment of these services will be 
staged in accordance with the New Zealand Pandemic Phases and will depend on the 
severity and impact of the pandemic. 

6.1 Current Status 

Emergency service and Government agencies authorities have been involved in the 
development of national pandemic plans. 

The Department of the Prime Minister and Cabinet have tasked specific Government 
Ministries and Departments to work together to ensure that the expertise contributed 
by each area is reflected in the development of a national comprehensive plan. 

6.2 Planning Principles and Assumptions 

MDHB and the Public Health Service will continue to work with those in the emergency 
service field and the Civil Defence and Emergency Management Group members.  The 
formation of a multi-disciplinary committee with clear authority and ability to 
coordinate pandemic planning and response in the MidCentral region is essential.  
Roles and responsibilities during each pandemic phase need to be in place to 
compensate for staff turnover and attrition. 

The objectives of emergency service planning are: 

• To continue between emergency service personnel, MDHB, public health service 
and Civil Defence and Emergency Management Group members to ensure that 
the planned pandemic response will be coordinated. 

• To facilitate a continuous state of “readiness” through ongoing education, 
testing and revision of response plans. 

 
Response plans will need to be tested, likely in the form of emergency exercises 
involving all partners, on an ongoing basis. 
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7 Public Health Measures 

There are certain decisions that will need to be made at each level of government as the 
threat of the pandemic emerges.  Local public health officials will be asked about what 
measures can be taken by the public and within the community in order to prevent or 
control pandemic influenza in their region.   

These decisions will range from population-based recommendations, for example 
whether to cancel public gatherings or close schools, to individual measures like 
whether members of the public should where masks.  The effectiveness of these types of 
measures for the control of disease within a population has not, for the most part, been 
systematically evaluated.  In addition, the potential impact of these measures will vary 
based on the phase of the pandemic in the particular community and the availability of 
other interventions such as vaccines and antivirals.  The purpose and effectiveness of 
these measures may also be different in isolated communities compared to large urban 
centres. 

The implications of these potential measures, which range from local school closures to 
quarantine recommendations for ports of entry into New Zealand, are recognised by all 
potential stakeholders and are being discussed, and planned for, during the 
interpandemic period. 

7.1 Current Status 

The Public Health Measures Working Group was formed in November 2002 after a list 
of outstanding issues, classified for convenience as “public health measures”, was 
generated based on feedback from working group members and other reviewers of the 
draft.  This new working group is currently refining the list of issues that need to be 
addressed and actively seeking literature and expert opinion on these issues.  A 
guideline document will be developed once this consultation and review process has 
been completed and there is consensus on recommendations. 

The objectives of public health measures planning are: 

• To make recommendations regarding public health measures such as 
quarantine, cancellation of public gatherings, and school closures. 

• To assist planning at all levels of the regional CDEMG that will raise awareness 
regarding potential impact of these measures so that necessary partnerships 
and consultations with external stakeholders and take place during the 
interpandemic period. 

 



DRAFT

Chapter 3 - Preparedness 

MDHB Pandemic Plan 18  July 2006 

7.1 Planning Principles and Assumptions 

The Public Health Service in conjunction with the Ministry of Health will be making 
recommendations to facilitate a consistent and optimal response to public health 
communicable disease control issues during a pandemic.  Since there is a lack of 
scientific data on the effectiveness of these types of disease control measures, especially 
in conjunction with other influenza control measures, it is unlikely that the benefits of 
these measures will be quantifiable, especially in advance of the population being 
exposed to the pandemic virus.  Therefore, in the absence of any conclusive data, the 
group will be making recommendations for the purpose of facilitating consistency both 
nationally and regionally, which is considered to be valuable during the response phase. 
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8 Communications 

During a pandemic two main messages will need to be expressed: what the Ministry or 
DHB is doing (see Chapter 10) and what the public can do.  As the pandemic evolves 
the number of organisations that will become involved with the media on this issue will 
be enormous; there will be financial issues, human resource issues, social issues — 
issues affecting every area of society.  Due to this broad scope it will be virtually 
impossible to have any “control” over the information.  The focus instead should be on 
information management. 

Information management has three components: meeting the demand for information, 
acknowledging the limits of government capacity to solve every problem, and using 
consistent and complementary messages.  Unlike other types of emergencies where the 
media coverage is much shorter, the information demands during a pandemic will be 
sustained over a long period, resulting in tremendous information demands.  
Sustaining public confidence over many months will be a huge challenge that will be 
based in part on consistency. 

All key audiences (external, internal and international) must receive consistent, 
comprehensive and relevant information in a timely manner during any type of 
emergency. 

Planning activities are aimed at ensuring uniform and consistent messaging across 
New Zealand. 

The objectives of communication planning are to: 

• ensure that MDHB partners are prepared to respond to enormous public 
communications challenges 

• identify specific activities to promote consistent, coordinated and effective 
public communications 

• describe options to ensure that the public communications demands of various 
scenarios are met clarify what activities should occur during the specific phases 
of the pandemic 

• clarify what activities should occur during the specific phases of the pandemic 

 

8.1 Current Status 

8.1.1 Local 

Most communication activities around influenza take place immediately preceding, and 
during, the typical influenza season, being from April to October each year.  The 
Ministry of Health produces materials to promote immunisation each year which are 
specific to the program they are offering.  Most communication materials and strategies 
targeting the general public, media, health care workers and other community 
organisations (considered to be “external” key audiences) are geared at promoting 
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immunisation and reducing unnecessary hospital visits.  These materials are generally 
developed at the national level.   

8.1.2 National  

A secure website has been set-up within the Ministry of Health to facilitate pandemic 
planning and sharing of key resources among recognised DHB’s.  The role of this 
website as a communication tool will likely be expanded during the pandemic. 

Communication with “internal key audiences”, mainly government decision makers 
and policy advisors, occurs at all levels of government.  With respect to pandemic 
planning, the Pandemic Influenza Reference Committee, which includes MOH, DHB, 
Primary Care, Rest Care, Pharmacy and other HCW representation, reports through the 
Ministry of Health.  In addition, the Pandemic Influenza Technical Advisory Group has 
been established by the Ministry of Health (see Chapter 6). 

Ministry of Health communications on influenza currently focus on the dissemination 
of information, which are directed to health professionals but available to the public 
through the Ministry of Health website.  These bulletins are produced on a regular 
basis as updates become available.  Information regarding international influenza 
activity is disseminated by MOH, mainly through email or website postings, to key 
stakeholders as necessary.  As well, fact sheets on influenza, including influenza 
vaccines, are posted on the Ministry of Health website.  The Ministry of Health also 
communicates with “international key audiences” including the WHO regarding 
influenza activity within and outside of New Zealand. 

The Ministry of Health does have a public information line which has been set up for 
“around -the-clock” coverage.  (0800 bird flu). 

8.2 Planning Principles and Assumptions 

The Communications chapter for the MDHB Pandemic Plan (Chapter 10) makes 
references to strategic considerations, target audiences, and recommended notification 
and public communication activities for consideration when planning for pandemic 
influenza. 

It is important to ensure that all participants in the communications network have 
identified fully trained back-up personnel that can step in if the original member is not 
available.  When planning for this type of event, where the onset is unknown, 
succession training must be considered an ongoing activity. 

The identification of spokesperson(s) and establishment of new, or evaluation of 
current distribution mechanisms (eg, a 0800 phone number) also should occur during 
the inter-pandemic period.  Templates for fact sheets, briefing notes and media 
communications will also be prepared in advance. 

While the Ministry of Health Communications will coordinate and facilitate New 
Zealand’s response to pandemic influenza, with partners at the DHB levels.  DHBs have 
varying roles and responsibilities, and coordination is crucial to ensure that messages 
are accurate and consistent and that regional boundaries are respected.  (Refer Central 
Regional Health Coordination Plan) 
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9 Planning and Preparedness Checklists 

Planning and response activities can be broadly divided into four categories: reduction, 
readiness, response/implementation and post-event recovery/after care.  In the pre-
pandemic period activities will focus on prevention and preparedness.  Implementation 
of the response activities occur once an alert for a pandemic has been issued.  Recovery 
and evaluation activities occur in the post-pandemic period.  Front end investment of 
resources in prevention and preparedness activities will facilitate effective management 
of the pandemic and mitigation of negative outcomes. 

In order to manage an emergency effectively it is essential to have comprehensive 
response plans in place.  With respect to pandemic planning, the existence of these 
plans needs to be communicated to all potential stakeholders.  Copies will be 
distributed to organisations and individuals that would be involved in the pandemic 
response and if possible advance testing of these plans will be coordinated with a 
mechanism to provide feedback to improve or update the plans. 

This section of the document includes checklists specifically for influenza pandemic 
planning. 

This section is designed to facilitate MDHB planning, possibly through the adaptation 
of existing plans such as the MDHB Business Continuity Plan. 

To facilitate consistency the response plan will use the WHO pandemic phases to 
document the progression of the pandemic and need for specific actions in New 
Zealand.  Most other countries have used this same approach. 

9.1 Pandemic Planning Checklists 

Planning for a pandemic involves consideration of what activities are necessary for 
optimal management of each stage of the pandemic.  In this part of the document, 
activities have been listed and grouped according to the following components of the 
Plan: 

• Vaccine and Antiviral Programmes 

• Health Services Emergency Planning and Response 

• Communications 

• Public Health Measures  

These lists have been developed to facilitate planning at the national and local levels 
and reflect essential planning activities that are being undertaken in the inter-
pandemic period (ie, Phase 0, Level 0).  Actions corresponding to the other WHO 
Phases (starting with Phase 0, Level 1) are addressed in the response section of the 
Plan.  Many of these activities and corresponding federal activities/responsibilities 
have been discussed and addressed by the various pandemic planning working groups.  
For further information on roles and responsibilities refer to the 
introduction/background section of the Plan. 
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Documents that have been developed by the working groups will be annexed in this 
Plan or distributed as they become available.   

9.1 Vaccine Programs Checklist 

• Increase annual influenza vaccination coverage rates among health care and 
essential services workers. 

• Develop contingency plans for storage, distribution and administration of 
influenza vaccine through public health and other providers to nationally define 
high-priority target groups, including: 

• Mass immunisation clinic capability within MDHB, 

- Locations of clinics (eg, central sites, pharmacies, work place), 

- Vaccine storage capability – identify current and potential contingency 
depots, 

- Numbers of staff needed to run immunisation clinics, 

- Plans to deploy staff from other areas from within and outside public 
health to assist in immunisation, 

- Advanced discussions with professional organisations and unions 
regarding tasks outside routine job descriptions during a pandemic, 

- Training plan for deployed staff, and 

- Measures to be taken to prevent distribution to persons other than those 
in the priority groups. 

- Determine how receipt of vaccine will be recorded and how a two-dose 
immunisation program would be implemented in terms of necessary re-
call and record-keeping procedures. 

- Determine the number of people within the MDHB who fall within each 
of the priority groups for vaccination (ie, high-risk groups, health care 
workers, emergency service workers, specific age groups). 

• Develop plans for vaccine security: 

- During transport 

- During storage 

- At clinics 

• Co-ordinate proposed vaccine distribution plans with bordering DHB’s. 

• Review and modify plans as needed on a periodic basis. 
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9.2 Antivirals Checklist 

• Consider the need for and availability of antiviral drugs including mechanisms 
for ensuring a secure supply of antiviral drugs. 

• Implement and disseminate guidance provided by the PITAG and PIRC 
Antivirals working group, as needed for National and local application (eg, plan 
how to distribute available antivirals based on priority groups). 

9.3 Health Services Emergency Planning Checklist 

• Develop MDHB guidelines for prioritising health care needs and service 
delivery, accessing resources and implementing infection control measures 
during a pandemic. 

• Define the extent of care that health care workers/volunteers can perform 
according to legislation and union agreements. 

• Bulk purchase and stockpile extra medical supplies.  Explore the options for 
stockpiling extra medical supplies and identify sources for additional supplies. 

• Develop mechanisms for coordinating patient transport and tracking/managing 
beds, eg, central bed registries, call centre and centralised ambulance dispatch. 

• Develop detailed regional and facility-level plans for providing health services 
during a pandemic, including the type of care to be delivered at different health 
care settings and the triage across sites; human resource, material and financial 
resource needs should be identified and consideration provided for prioritising 
patient care. 

• Assess health care personnel capacity: estimate number of HCW by type 
(physician, nurses, respiratory therapists, radiology technicians, etc), and by 
work setting (hospital, community, LTCF,); estimate number of non-active 
HCW (retired) 

• Determine sources from which additional HCWs and volunteers could be 
acquired, include Civil Defence Measures and NGOs (Red Cross, St.  John 
ambulance) in pandemic planning. 

• Determine the number and type of health care facilities, and estimate their 
capacity: hospital beds, ICU beds, swing beds, emergency department, 
ventilator capacity, oxygen supply, antibiotic supply. 

• Determine potential alternative sites for medical care (possible sites could 
include shelters, schools, gymnasiums, nursing homes, day care centres). 

• Identify sources of extra supplies needed to provide medical care in these non-
traditional sites. 

• Determine the capacity of mortuary/burial services, as well as social and 
psychological services for families of victims. 
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• Co-ordinate clinical care and health services plans with bordering DHBs to 
avoid migration to centres of perceived enhanced services. 

• Activate the Regional Health Coordination Plan to ensure adequate 
participation by the neighbouring DHBs’ health care sector and volunteer 
organisations in planning activities. 

• Develop aftercare/recovery plans/guidelines. 

• Ensure that guidelines and plans are distributed to all stakeholders internal and 
external. 

• Determine what information needs to be collected and how this will be done, to 
facilitate evaluation of the impact of the pandemic on health services in the 
post-pandemic period (including socio-economic evaluations). 

• Review and modify plans as needed on a periodic basis. 

9.4 Emergency Planning and Response Checklist 

• Identify the advantages of declaring a Civil Defence emergency during a 
pandemic. 

• Develop contingency plans to provide food, medical and other essential life-
support needs for persons confined to their homes by choice or by direction 
from health officials. 

• Ensure communication between MDHB, the Ministry of Health and Regional 
Civil Defence and Emergency Management Groups which would be impacted by 
a pandemic. 

• Within MDHB, estimate numbers of emergency services workers including 
police, fire, correctional, military, funeral services, utilities, telecommunications 
and Local Authority leaders (political leaders, managers of response teams) 
essential to a pandemic response. 

• Identify voluntary organisations which would assist during a pandemic. 

• Develop listing of essential community services (and corresponding personnel) 
whose absence would pose a serious threat to public safety or would 
significantly interfere with the ongoing response to the pandemic. 

• Develop contingency plans for emergency back-up of such services and/or 
provision of replacement personnel. 

• Replacement personnel could come from lists of retired personnel and/or 
government or private-sector employees with relevant expertise. 

• Critical personnel in the non-health sector should also be considered as high-
priority candidates for vaccination and/or chemoprophylaxis. 
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• Conduct environmental assessments of surge capacity of hospitals, alternate 
care sites, and other facilities. 

• Develop aftercare/recovery plans/guidelines. 

• Determine what information needs to be collected and how this will be done, to 
facilitate evaluation of the emergency response in the post-pandemic period 
(including socio-economic evaluations). 

• Conduct simulation exercise(s). 

9.5 Communications Checklist 

• Refine/modify communication plans as needed and ensure consistency with the 
emergency preparedness and response framework to be established by the 
Ministry of Health, CDEMG and Regional Health Coordination Plan. 

• Develop scenarios extending from the main Plan and for each circumstance 
establish 1) communications lead 2) strategic considerations 3) draft initial 
response. 

• Develop inventories of existing communication systems (hardware and 
software). 

• Identify gaps in the existing systems that will require additional resources. 

• Develop plans and mechanisms for communicating quickly and consistently 
with other organisations. 

• Develop plans and mechanisms for communications with all relevant audiences, 
including media, key opinion leaders, stakeholders, employees. 

• Pilot test “single-window” points of contact in involved jurisdictions and 
organisations to ensure names/numbers/e-mails are up-to-date and document 
sharing is possible. 

• Develop performance measurement criteria, to facilitate evaluation of the 
communication activities in the post-pandemic period (including socio-
economic evaluations). 
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Chapter 4 
 

Infection and Environmental Control 

A comprehensive infection prevention and environmental control programme 
forms the basis of a successful pandemic influenza plan.  Adherence to infection 
prevention and control policies and procedures is imperative to minimise the 
transmission of influenza whether or not vaccine and antiviral medications are 
available.   

Standard Precautions and additional precautions to prevent the transmission 
of infection during the delivery of health care in all health care settings during a 
pandemic are important.  Certain precautions may be feasible only in the pandemic 
alert and early pandemic periods as they may not be achievable or practical as the 
pandemic spreads and resources (equipment, supplies and human resources) become 
scarce.  Strict adherence to hand-washing or hand hygiene is the cornerstone of 
infection prevention and may at times be the only significant preventative measure 
available during a pandemic.   

This chapter provides an overview of infection prevention and environmental control 
guidelines that will be critical to minimise the transmission of pandemic influenza.  
These chapters are broken down into specific health care settings and non health care 
settings so that all sites can better utilise it and adapt it for their area.   
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1 Infection Control Guidelines  

During the influenza pandemic, adherence to infection control practices is extremely 
important to prevent or minimise transmission of influenza.  These guidelines for the 
management of pandemic influenza in traditional and other settings are based on 
published guidelines from the MCH Infection Control, Public Health as well as the 
Canadian and British Columbia Pandemic Influenza Plans.   

1.1 Principles of Infection Control  

Mode of Transmission 

Influenza is transmitted by:  

• Droplet contact of the oral, nasal or possibly conjunctiva mucous membranes 
with the oropharyngeal secretions of an infected individual.   

• Indirect contact from hands and articles freshly soiled with discharges of the 
nose and throat of an acutely ill individual.   

• Droplet transmission from the respiratory tract of an infected individual.   

• Possibly by the airborne route (controversial) during aerosolising procedures.   

Period of Communicability  

Period of communicability of influenza is 24 hours before the onset of symptoms and 3 
to 5 days after the onset of symptoms (may be longer in children and some adults).   

Note: Influenza A and B virus can survive on hard surfaces for 24 to 48 hours, on 
softer, porous surfaces for 8 to 12 hours and on the hands for up to 5 minutes.   

Incubation Period  

The incubation period is 1 to 3 days.   
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1.2 Infection Control Practices  

1.2.1 Standard Precautions 
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1.2.2 Hospital Transmission-Based Precautions 

Transmission-Based Precautions are subdivided into Contact, Droplet and 
Airborne Precautions, and are used for patients known or suspected to be infected 
with micro-organisms transmitted by direct or indirect contact, droplets, or airborne 
particles, respectively.  These precautions are a generic guideline that may assist your 
facility or work environment to manage patients/residents or contacts during a 
pandemic. 

Contact Precautions (additional to Standard Precautions) 

Description/Purpose Applies To General Requirements 

• Micro-organisms may be 
transmitted by direct 
contact between one 
person and another, or 
indirectly via an 
intermediate object eg,  

- Contaminated 
instruments. 

- Needles. 

- Dressings. 

- Contaminated hands 
that are not cleansed. 

- Gloves that are not 
changed between 
patients and patient 
cares 

• To reduce the risk of 
contact transmission of 
infection 

 

• Specified patients 
known or suspected to be 
infected or colonised 
with epidemiologically 
important micro-
organisms that can be 
transmitted by direct or 
indirect contact 

MDHB-964 

 

Notification 

• Notify Infection 
Control/Manager. 

MDHB-970 

Room 

• Contact Precautions 
door notice 

• Single room required.  
Door may be left open  

Protective Gear 

• Gloves for all contact 
with patient or objects 
in room 

• Long-sleeved gown or 
plastic apron for all 
patient contact 

• Mask not requirement 
unless directed by 
Infection Control 

Soiled Linen 

• Linen bag hung in 
patient’s room 

Waste Disposal 

• Infectious waste only to 
be disposed of  in a 
biohazard waste bag. 

Patient Requirements: 

• Patient and Visitor 
Information Brochures 
are to be given to the 
patient and made 
available to visitors 
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Description/Purpose Applies To General Requirements 

• Patient to leave room 
only if essential.  
Patient to wash hands 
before leaving room 

 

Droplet Precautions (additional to Standard Precautions) 

Description/Purpose Applies To General Requirements 

• Some pathogens are 
transmitted in large 
(>5µm) droplets 
generated by coughing, 
sneezing, talking and 
during suctioning 
procedures.  These 
large droplets only 
travel a short distance 
(one metre) and settle 
quickly 

• Droplets may be 
deposited on the 
conjunctivae or the 
mucous membranes of 
the nose or mouth of 
susceptible persons  

• To reduce the risk of 
droplet transmission of 
infection 

. 

• Patients known or 
suspected to have 
infection transmitted by 
droplets >5µm 

MDHB-964 

 

Notification 

• Notify Infection 
Control/Manager 

MDHB-970 

Room 

• Droplet Precautions 
door notice including 
Droplet Precautions ID 
tag 

• Single room preferable.  
Door may be left open 

Protective Gear 

• Surgical mask within 
one metre of patient 

Waste Disposal 

• Disposal of all 
respiratory  secretions 
into biohazard waste 
bag 

Soiled Linen 

• Linen bag hung in 
patient’s room 

Patient Requirements 

• Patient and Visitor 
Information Brochures 
are to be given to the 
patient and made 
available to visitors 

• Patient to leave room 
only if essential 

• Patient to wear surgical 
mask when leaving 
room 
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Airborne Precautions (additional to Standard Precautions) 

Description/Purpose Applies To General Requirements 

• Some pathogens are 
transmitted in 
evaporated droplet 
nuclei (<5µm) that may 
remain suspended in 
the air or in dust for 
long periods of time 

• These particles may be 
inhaled by or deposited 
on a susceptible host in 
the same room or over a 
longer distance from 
the source patient 
depending on 
environmental factors 

• To reduce the risk of 
airborne transmission 
of infection 

 

• Patients known or 
suspected to have 
infections transmitted 
by airborne particles 

• All respiratory 
secretions (eg, sputum, 
saliva, fluids aspirated 
during suctioning or 
bronchoscopic 
procedures) from such 
patients 

MDHB-964 

 

Notification 

• Notify Infection 
Control/Manager. 

MDHB-970 

Room 

• Airborne Precautions 
door notice 

• Single ensuite room 
with extraction 
ventilation to keep 
room at negative 
pressure relative to 
corridors to be used.  At 
least 12 air changes per 
hour by exhaust or 
HEPA filtration.  
Doors closed. 

If ensuite room not 
available contact 
Infection Control and 
use single room.  Door 
closed 

Protective Gear 

• Tuberculosis 
Patients Only 

Particulate Respirator  
mask (N95 standard) 
before entering 
patient’s room/ensuite 

• Other Diseases 
requiring airborne 
isolation 

Susceptible health-care 
workers should not 
enter room; if 
unavoidable they should 
wear a particulate 
respirator mask (N95 
standard) on entering 
patient’s room 

Waste Disposal 

• Respiratory secretions 
and food scraps to be 



DRAFT

Chapter 4 - Infection and Environmental Control 

MDHB Pandemic Plan 8  July 2006 

Description/Purpose Applies To General Requirements 

disposed of in the room 
in a bio-hazard waste 
bag 

• Masks disposed in 
biohazard waste bag in 
anteroom 

Soiled Linen 

• Linen bag hung in 
patient’s room 

Patient Requirements: 

• Patient and Visitor 
Information Brochures 
are to be given to the 
patient and made 
available to visitors 

• Patient to leave room 
only if essential.   

• Patient to wear a 
surgical mask on 
leaving room  

Restrict number of visitors 
to patient’s room 

 

1.3 Community Transmission-Based Precautions 

Transmission-Based Precautions are subdivided into Contact, Droplet and 
Airborne Precautions, and are used for patients known or suspected to be infected 
with micro-organisms transmitted by direct or indirect contact, droplets, or airborne 
particles, respectively.  These precautions are a generic guideline that may assist your 
facility or work environment to manage patients/residents or contacts during a 
pandemic.   

Contact Precautions (additional to Standard Precautions) 

Description/Purpose Applies To General Requirements 

• Micro-organisms may 
be transmitted by direct 
contact between one 
person and another, or 
indirectly via an 
intermediate object eg,  

− Contaminated 
instruments. 

• Specified patients 
known or suspected to 
be infected or colonised 
with epidemiologically 
important micro-
organisms that can be 
transmitted by direct or 
indirect contact 

 

Notification 

• Notify Infection 
Control/Manager 

Room 

• Contact Precautions 
door notice 
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Description/Purpose Applies To General Requirements 

− Needles. 

− Dressings. 

− Contaminated 
hands that are not 
cleansed. 

− Gloves that are not 
changed between 
patients and patient 
cares 

• To reduce the risk of 
contact transmission of 
infection 

 

• Single room required.  
Door may be left open  

Protective Gear 

• Mask not requirement 
unless directed by 
Infection Control 

• Long-sleeved gown or 
plastic apron for all 
patient contact  

• Gloves for all contact 
with patient or objects 
in room 

Soiled Linen 

• Linen bag hung in 
patient’s room 

Waste Disposal 

• Infectious waste only to 
be disposed of  in a 
biohazard waste bag. 

Patient Requirements: 

• Patient and Visitor 
Information Brochures 
are to be given to the 
patient and made 
available to visitors 

• Patient to leave room 
only if essential.  
Patient to wash hands 
before leaving room 

 

Droplet Precautions (additional to Standard Precautions) 

Description/Purpose Applies To General Requirements 

• Some pathogens are 
transmitted in large 
(>5µm) droplets 
generated by coughing, 
sneezing, talking and 
during suctioning 
procedures.  These 
large droplets only 
travel a short distance 
(one metre) and settle 

• Patients known or 
suspected to have 
infection transmitted by 
droplets >5µm 

 

Notification 

• Notify Infection 
Control/Manager  

Room 

• Droplet Precautions 
door notice.  Single 
room preferable.  Door 
may be left open 
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Description/Purpose Applies To General Requirements 

quickly 

• Droplets may be 
deposited on the 
conjunctivae or the 
mucous membranes of 
the nose or mouth of 
susceptible persons  

• To reduce the risk of 
droplet transmission of 
infection 

. 

Protective Gear 

• Surgical mask within 
one metre of patient 

Waste Disposal 

• Disposal of all 
respiratory  secretions 
into biohazard waste 
bag 

Soiled Linen 

• Linen bag hung in 
patient’s room 

Patient Requirements 

• Patient and Visitor 
Information Brochures 
are to be given to the 
patient and made 
available to visitors 

• Patient to leave room 
only if essential 

• Patient to wear surgical 
mask when leaving 
room 

 

Airborne Precautions (additional to Standard Precautions) 

Description/Purpose Applies To General Requirements 

• Some pathogens are 
transmitted in 
evaporated droplet 
nuclei (<5µm) that may 
remain suspended in 
the air or in dust for 
long periods of time 

• These particles may be 
inhaled by or deposited 
on a susceptible host in 
the same room or over a 
longer distance from 
the source patient 
depending on 
environmental factors 

 
 

• Patients known or 
suspected to have 
infections transmitted 
by airborne particles 

• All respiratory 
secretions (eg, sputum, 
saliva, fluids aspirated 
during suctioning or 
bronchoscopic 
procedures) from such 
patients 

 

Notification 

• Notify Infection 
Control/Manager 

Room 

• Airborne Precautions 
door notice 

• Single ensuite room 
with Doors closed.  
Seek additional advice 
from Public Health 

Protective Gear 

• Tuberculosis 
Patients Only 

Particulate Respirator  
mask (N95 standard) 
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Description/Purpose Applies To General Requirements 

• To reduce the risk of 
airborne transmission 
of infection 

 

before entering patient’s 
room/ensuite 

• Other Diseases 
requiring airborne 
isolation 

Susceptible health-care 
workers should not 
enter room; if 
unavoidable they should 
wear a particulate 
respirator mask (N95 
standard) on entering 
patient’s room 

Waste Disposal 

• Respiratory secretions 
and food scraps to be 
disposed of in the room 
in a bio-hazard waste 
bag 

• Masks disposed in 
biohazard waste bag in 
anteroom 

Soiled Linen 

• Linen bag hung in 
patient’s room 

Patient Requirements: 

• Patient and Visitor 
Information Brochures 
are to be given to the 
patient and made 
available to visitors 

• Patient to leave room 
only if essential.   

• Patient to wear a 
surgical mask on 
leaving room  

• Restrict number of 
visitors to patient’s 
room 
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1.4 Interpandemic Period  

During the inter-pandemic years, the MDHB Infection Control guidelines recommend 
that in addition to Standard Precautions, which should be taken for the care of all 
patients, Transmission-based Precautions (droplet precautions) should be taken for all 
patients with influenza or who present with an acute, respiratory illness.  Children and 
adults, who are both physically and cognitively able to practice good hand hygiene and 
good personal hygiene, should be encouraged to do so.  Specific infection control 
guidelines are discussed in the rest of this chapter.   

1.5 Pandemic Period  

Standard Precautions and Transmission-based Precautions to prevent the transmission 
of infection during a pandemic are important.  Some infection control strategies may be 
achievable only in the early pandemic period and other recommendations may not be 
achievable as the pandemic spreads and resources (equipment, supplies, private rooms, 
and human resources) become scarce.  The complexity of management of high-risk 
patients will be greatest in acute care hospitals that will continue to admit patients with 
other communicable respiratory diseases.  It is possible that infection control resources 
may need to be prioritised to the acute care settings.   

 

The strict adherence to HAND HYGIENE recommendations is 
the cornerstone of infection prevention and control and 

may be the only preventive measure available during a pandemic 
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2 Acute Care Settings  

Acute care settings group patients together, who have a high risk of developing serious, 
sometimes fatal complications related to influenza.  In addition, morbidity and 
mortality related to hospital acquired (ie, nosocomial) infections is much greater in 
acute care populations than in other populations.  This guideline offers suggestions in 
line with principles of Infection Control.  Implementation of these guidelines will 
depend on multiple factors at the time of a pandemic, hence the need for flexibility as a 
pandemic unfolds.   

2.1.1 Physical Setting  

When the Pandemic is declared:  

• Open triage settings in acute care hospitals.   

• Open cohort areas/units in the hospital.   

• Post signs at all entrances informing patients, residents, clients, visitors, 
volunteers and staff of appropriate actions to be taken before or upon entering 
the facility.   

2.2 Management of Staff  

• Provide education to all staff.   

• Adhere to the organisation’s Occupational Health Plan for managing Pandemic 
Influenza.   

2.3 Infection Control Practices  

 

2.4 Basic Hygiene Measures  

Patients, staff and visitors should be encouraged to minimise potential influenza 
transmission through good hygienic measures, eg, use disposable, single-use tissues for 
wiping noses; covering nose and mouth when sneezing and coughing; hand 
washing/hand hygiene after coughing, sneezing or using tissues; and the importance of 
keeping hands away from the mucous membranes of the eyes and nose.   

Strategically placed alcohol based hand sanitisers and boxes of tissues may enhance 
personal hygiene practices.   

2.5 Cleaning, Disinfection and Sterilisation of Patient Care 
Equipment  

Acute Care Facilities should adhere to the previously established policies and 
procedures for the cleaning, disinfection and sterilisation of patient care equipment.   
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2.6 Environmental Control (housekeeping, laundry, waste)  

• Acute Care Facilities should adhere to the previously established policies and 
procedures for housekeeping, laundry and waste disposal including regular 
garbage and biomedical waste.   

• Special handling of linen or waste contaminated with secretions from patients 
suspected or confirmed to have influenza is not required.   

• Enhanced cleaning and disinfection of common touch surfaces (handrails, door 
knobs, sink/toilet) may be required as resources permit.   

2.7 Patient Accommodation or Placement  

• Single rooms in acute care settings are limited and should be prioritised as 
follows:  

− For patients suspected of having or confirmed to have airborne 
infections, eg, tuberculosis, measles, varicella and disseminated zoster.   

− Considered for patients who visibly soil the environment or for whom 
appropriate hygiene cannot be maintained.   

• Minimise crowding (ie, maintain at least a one metre spatial separation) 
between patients, visitors and staff whenever possible.   

2.8 Patient Triage or Cohorting  

When the Pandemic is declared, consideration should be given to opening the following 
cohort areas:  

• Influenza-Like-Illness (ILI) Assessment Area;  

• Non ILI Assessment Area;  

• Suspected/Exposed to ILI Inpatient units;  

• Not Exposed/Immune to Influenza, Inpatient Units;  

• Not exposed to ILI but at very high risk of complications, Inpatient units. 

2.9 Patient Admission  

• When the Pandemic has been declared medical and surgical acute care hospital 
admissions will be prioritised according to pre-established guidelines.   

• Patients who have recovered from influenza can be moved into the “Non 
Influenza” cohort areas after the period of communicability of the pandemic 
strain has passed.   
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• As the pandemic progresses, the “Suspect/Exposed” Cohort and the “Confirmed 
Influenza” cohort may need to be merged.   

• Maintain cohort principles until the pandemic wave has been declared over.   

2.10 Patient Activity Restrictions  

• Enhance triage and admission process.   

• Limit movement/activities of patients including transfers within the hospital, 
unless the patient has recovered from pandemic influenza.   

• Patients with ILI who are coughing should only leave their room for 
urgent/necessary procedures.  The need for the procedure and the scheduling of 
the time for the procedure need to be considered so that non-influenza patients 
are not exposed to those with influenza.   

• Cancel group activities.  One on one activities are desirable if the patient feels 
well enough, eg physio.   

• Patients with ILI who are coughing should wear a surgical mask whenever they 
need to be out of their room until the period of communicability of the 
pandemic strain has passed.   

2.11 Visitor Restrictions  

• There are no restrictions for asymptomatic visitors who have recovered from 
pandemic influenza or who have been immunised against the pandemic strain 
of influenza.   

• Visitors with ILI should be encouraged not to visit until they are asymptomatic.  
Close relatives of terminally ill residents can be exempt, but should put a mask 
on upon entry into the facility and their visit should be restricted to that patient 
only.   

• Visitors should be informed when the acute care facility has influenza activity.  
Those who have not yet had the pandemic strain of influenza or who have not 
been immunised against the pandemic strain should be discouraged from 
visiting.  Close relatives of terminally ill residents can be exempt, but they 
should restrict their visit to that individual only and they should wash their 
hands on exit from the patient’s room.  Wearing a mask upon entry to the 
facility is only useful if there is no influenza in the community.   
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3 Long-term Care Facilities 

Influenza is a major cause of illness and death in residents of long term care facilities 
because the resident’s advanced age and underlying illness increase the risk of serious 
complications and because institutional living increases the risk of influenza outbreaks.  
It is reasonable to anticipate that pandemic influenza would have the same impact in 
long term care settings.   

3.1 Physical Setting  

When the Pandemic is declared:  

• Open area for care of residents who will require “acute influenza care” to 
minimise transfer to acute care hospitals.   

• Post signs at all entrances informing patients, residents, clients, visitors, 
volunteers and staff of appropriate actions to be taken before or upon entering 
the facility.   

3.2 Management of Staff  

• Provide education to all staff  

• Adhere to the organisation’s Occupational Health Plan for managing Pandemic 
Influenza  

3.3 Basic Hygiene Measures  

Patients, staff and visitors should be encouraged to minimise potential influenza 
transmission through good hygienic measures, eg, use disposable, single-use tissues for 
wiping noses; covering nose and mouth when sneezing and coughing; hand 
washing/hand hygiene after coughing, sneezing or using tissues; and the importance of 
keeping hands away from the mucous membranes of the eyes and nose.   

Strategically placed alcohol based hand sanitisers and boxes of tissues may enhance 
personal hygiene practices.   

3.4 Transfer to Acute Care  

Residents with influenza or Influenza-Like Illness (ILI) requiring more acute care 
should be cared for in “acute influenza care” areas within the LTC facility itself.  They 
should only be transferred to acute care settings under pre-established guidelines.   

3.5 Admission/Re-Admission  

• Patients from acute care who have recovered from pandemic influenza or who 
are immunised against the pandemic influenza strain may be admitted into the 
LTC facility without restrictions.   
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• Residents who were transferred to acute care or other facility and who have 
recovered from pandemic influenza or who have been immunised against the 
pandemic influenza strain may be re-admitted into the LTC facility without 
restrictions.   

• LTC facilities that have already had pandemic influenza through their facility 
may admit individuals from the community or acute care without restrictions.   

• LTC facilities that have remained “influenza free” may admit patients from 
acute care or the community who have been potentially exposed to influenza.  
However, such residents must be managed using droplet precautions; maintain 
one meter of spatial separation; apply face protection (mask, goggles or face 
shield) if within one metre of the resident; and emphasise hand hygiene for 3 
days until past the incubation period if no influenza symptoms occur and until 7 
days after the onset of symptoms if influenza develops.   

3.6 Cohorting  

• Cohorting resident groups (ie, confirmed/suspected influenza, exposed/not 
exposed to influenza) is not a feasible measure to control pandemic influenza in 
a LTC facility.  When influenza has been identified in one area of the LTC 
facility (via residents, staff or visitors) it can be assumed that the facility has 
been exposed and the following measures should occur throughout the facility:  

− Encourage ill residents to stay in their rooms.  Serve meals in resident’s 
rooms as resources permit.  If symptomatic residents insist on eating 
meals in the dining room, seat them alone or with other symptomatic 
residents, if possible.   

− Cancel group outings and group activities, such as bingo, teas, choir, 
going to hairdresser, etc.   

− Cancel resident appointments/medical procedures if possible until the 
outbreak is over.   

3.7 Visitor Restrictions  

• There are no restrictions for asymptomatic visitors who have recovered from 
pandemic influenza or who have been immunised against the pandemic strain 
of influenza.   

• If the LTC facility has remained “influenza free”, visitors with ILI should not 
visit until they have recovered.  Visitors for terminally ill residents may be 
exempt, but should put a mask on upon entering the facility and restrict their 
visit to that resident only.   

• Visitors should be informed when the LTC facility has experienced influenza 
activity.  Visitors, who have not yet had the pandemic strain of influenza and are 
not immunised against the pandemic strain, should be discouraged from 
visiting.  Visitors for terminally ill residents can be exempt, but should restrict 
their visit to that resident only and wash their hands on exit from the resident’s 
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room.  Wearing a mask upon entering the facility is only useful if there is no 
influenza in the community.   
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4 Ambulatory Care Settings  

These guidelines can be used for already established ambulatory care sites or for 
alternative care sites that have been set-up for the care and management of persons 
who may have an ILI, eg, triage settings, immunization sites, clinics, etc.   

4.1 Administration when the Pandemic is declared:  

• Cancel or postpone non-urgent and routine clinics.   

• Consider creating a dedicated telephone “hot line” to provide information about 
the scope of operations of the setting during this phase of the pandemic.  This 
should also include information about the pandemic influenza, the purpose of 
triage settings and self-care guidelines.   

• Post signs at all entrances informing patients, clients, visitors, volunteers and 
staff of appropriate actions to be taken before or upon entering the facility.   

• Provide instructions on setting up appointments and report any febrile illnesses 
prior to attending appointment so that appropriate precautions can be taken.   

4.2 Physical Setting  

• If possible, separate well patients from those with ILI by considering the 
following strategies: 

− Minimizing time spent in waiting rooms;  

− Providing separate entrance/waiting room for patients with ILI;  

− Placing patients with ILI directly into a single room if possible;  

− Separating patients as quickly as possible by placing ILI patients in an 
area of the waiting room separated from non-ILI patients by at least 1 
metre; 

− Remove magazines, toys and other unnecessary items from the waiting 
room.   

4.3 Management of Staff  

• Provide education to all staff.   

• Adhere to the organisation’s Occupational Health Plan for managing Pandemic 
Influenza.   

4.4 Infection Control Practices 
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4.5 Basic Hygiene Measures  

Patients, staff and visitors should be encouraged to minimise potential influenza 
transmission through good hygienic measures, eg use disposable, single-use tissues for 
wiping noses; covering nose and mouth when sneezing and coughing; hand 
washing/hand hygiene after coughing, sneezing or using tissues; and the importance of 
keeping hands away from the mucous membranes of the eyes and nose.   

Strategically placed alcohol based hand sanitisers and boxes of tissues may enhance 
personal hygiene practices.   

4.6 Patient Activity Transport  

Patients with ILI should only leave the ambulatory care area as directed by ambulatory 
care staff, eg home, hospital, non-traditional sites.   
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5 Home Care Settings  

These guidelines can be used for any health care provided in the home setting.   

5.1 Physical Setting  

When the Pandemic is declared, cancel home care visits that are not absolutely 
necessary.   

5.2 Management of Staff  

• Provide education to all staff.   

• Adhere to the organisation’s Occupational Health Plan for managing Pandemic 
Influenza Infection Control Practices.   

5.3 Basic Hygiene Measures  

Home care workers and their clients, should be encouraged to minimise potential 
influenza transmission through good hygienic measures, eg, use disposable, single-use 
tissues for wiping noses; covering nose and mouth when sneezing and coughing; hand 
washing/hand hygiene after coughing, sneezing or using tissues; and the importance of 
keeping hands away from the mucous membranes of the eyes and nose.   

5.4 Triage  

• Perform an ILI assessment of the client and their household contacts by phone 
prior to the appointment or before going into the home.  Assess the risk of 
influenza in the client or household contacts.  Ask clients to notify health care 
staff if an ILI develops.   

• Provide clients and family members with information regarding symptoms of 
ILI, Self Care Guidelines and the purpose of Triage Settings.   

• Counsel clients and household contacts to avoid public gatherings to minimise 
exposure.   

5.5 Visitors  

• Only well (asymptomatic/unexposed) visitors should visit severely 
immunocompromised clients in the home, eg, transplant recipients, 
haematology/oncology clients as these clients are at risk of serious complication 
if infected with influenza.   

• Visitors for the terminally ill can be exempt, but should put on a mask before 
entering the home and restrict the length of time spent with the client if 
possible.   
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6 Emergency Responders  

6.1 Pandemic Planning  

• Management should ensure the responsibility for Infection Control and 
Occupational Health in the Emergency Responder setting is assigned to a 
specific individual.   

6.2 Management of Staff  

• Provide education to all staff.   

• Adhere to the organisation’s Occupational Health Plan for managing Pandemic 
Influenza.   

6.3 Basic Hygiene Measures  

Emergency Responders should be encouraged to minimise potential influenza 
transmission through good hygienic measures, eg, use disposable, single-use tissues for 
wiping noses; covering nose and mouth when sneezing and coughing; hand 
washing/hand hygiene after coughing, sneezing or using tissues; and the importance of 
keeping hands away from the mucous membranes of the eyes and nose.   

Strategically placed alcohol based hand sanitisers and boxes of tissues may enhance 
personal hygiene practices.   

6.4 Patient Triage  

Whenever feasible, personnel responsible for answering emergency calls related to 
influenza-like illness (ILI) should triage patients according to pre-established 
guidelines and ensure this information gets to the Emergency Room or receiving 
facility.   

6.5 Patient Care Equipment (Cleaning, Disinfection, 
Sterilisation)  

Emergency Responders should adhere to previously established procedures and 
policies for cleaning, disinfecting and sterilisation of patient care equipment as outlined 
in the MDHB Infection Control Guidelines.   

6.6 Environmental Control (Housekeeping, Laundry, Waste)  

• Special handling of linen or waste contaminated with secretions from patients 
suspected or confirmed to have influenza is not required.   

• Emergency Responders should adhere to the recommendations for 
housekeeping, laundry and waste management, as outlined in the MDHB 
Infection Control Guidelines .  Equipment and surfaces contaminated with 
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secretions from patients suspected or confirmed to have influenza should be 
cleaned before use with another patient.   
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7 Child Care Settings  

Infectious diseases occur with increased frequency in childcare settings.  The incidence 
is affected by the age and immune status of children, the number of children and group 
size, the degree of close contact between children and attendants and the hygienic 
habits of children and attendants.  Infections acquired in the childcare setting may 
spread to attendants, family members and the community.   

Influenza in childcare settings can be significant because viral shedding in the nasal 
secretions usually continues for 7 days from the onset of the illness.  Attack rates of 
influenza in healthy children have been estimated at 10% -40% each year, with 
approximately 1% resulting in hospitalisation.   

7.1 Pandemic Planning  

• Management should ensure the responsibility for Infection Control and 
Occupational Health in the Child Care setting is assigned to a specific 
individual.   

7.2 Management of Staff/Children  

• Children:  

− When the pandemic is declared, parents should not send children to day 
care if at all possible until, the pandemic phase has ended; the child has 
recovered from ILI or the pandemic has gone through the childcare 
centre.   

− Parents should not send children with signs of ILI to day care.   

− If a child develops signs of ILI while at school or day-care, they should 
be sent home immediately.   

• Staff:  

− Provide education to all staff.   

− Adhere to Occupational Health Management as per organisation’s 
policy.   

7.3 Basic Hygiene Measures  

Child Care Workers, children and their families should be encouraged to minimise 
potential influenza transmission through good hygienic measures, eg, use disposable, 
single-use tissues for wiping noses; covering nose and mouth when sneezing and 
coughing; hand washing/hand hygiene after coughing, sneezing or using tissues; and 
the importance of keeping hands away from the mucous membranes of the eyes and 
nose.   

Strategically placed alcohol based hand sanitisers and boxes of tissues may enhance 
personal hygiene practices.   
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7.4 Environmental Control (housekeeping, laundry, waste)  

• Special handling of linen or waste contaminated with secretions from persons 
suspected or confirmed to have influenza is not required.   

• Guidelines for toy cleaning can be found in Appendix 2 of this chapter.   
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8 Mortuary Care Workers  

The risk of influenza transmission to Funeral Service Workers will be through their 
contact with families and friends of the deceased, not the deceased.  There is no 
additional risk of transmission of influenza to funeral home workers related to handling 
bodies of persons suspected of having or confirmed to have died from influenza.  
Deceased bodies (confirmed or suspected to have influenza during interpandemic or 
pandemic years) require standard infection control precautions only.   

8.1 Pandemic Planning  

• Management should ensure the responsibility for Infection Control and 
Occupational Health in the Mortuary Care Site is assigned to a specific 
individual.   

8.2 Management of Staff  

• Provide education to all staff.   

• Adhere to the organisation’s Occupational Health Plan for managing Pandemic 
Influenza  

8.3 Basic Hygiene Measures  

Funeral Service Workers should be encouraged to minimise potential influenza 
transmission through good hygienic measures, eg, use disposable, single-use tissues for 
wiping noses; covering nose and mouth when sneezing and coughing; hand 
washing/hand hygiene after coughing, sneezing or using tissues; and the importance of 
keeping hands away from the mucous membranes of the eyes and nose. 

An alcohol based hand sanitiser and a box of tissues placed near the entrance may 
enhance personal hygiene practices.   

8.4 Funeral Service  

It may be useful to have a supply of masks and alcohol-based hand sanitisers available 
for the persons attending the funeral service if the person died from influenza or if 
there is a possibility that some of the attendees may have influenza.   

 

Masks, Eye Protection, Gloves, Gowns and other personal protective 
equipment should be worn by the mortuary service worker to protect 
against exposure to blood, body fluids secretions or excretions regardless 
of diagnosis.   
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9 Schools and Student Residences  

Risk of influenza transmission in schools can increase with crowded classrooms, poor 
ventilation and limited emphasis on hygienic practices.  Dormitory living enhances this 
risk due to increased numbers of those considered to be household contacts.  Schools 
may be closed depending upon the epidemiology of the pandemic strain, eg, severity of 
infection, high attack rates and severe complications.   

9.1 Pandemic Planning  

• Health Services in residence settings should develop an interpandemic 
influenza plan and review it annually.   

• An Infection Control and Occupational Health Pandemic Influenza Plan should 
be developed.   

• School Authorities should ensure the responsibility for Infection Control and 
Occupational Health in school settings is assigned to a specific individual or 
individuals.   

9.2 Staff/Student Management  

When the Pandemic is declared:  

• Students  

− Do not send students to school if at all possible until the pandemic phase 
has ended, the student has recovered from ILI or the pandemic has gone 
through the school  

− Do not send students who have been exposed in the past 3 days to an 
individual with ILI to school unless the pandemic has already been 
through the school/residence  

− Do not send students with signs of ILI to school  

− Well students should avoid contact with students who have ILI (eg, not 
visit in rooms of symptomatic students).   

− If a student develops signs of ILI while at school, send them home 
immediately.   

• Student Health Services  

− Assess symptomatic students.   

− Encourage students with ILI who are well enough to remain in residence 
to remain in their own room while symptomatic (eg. not congregate in 
common areas)  
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9.3 Basic Hygiene Measures  

Staff, students and their household members should be encouraged to minimise 
potential influenza transmission through good hygienic measures, eg, use disposable, 
single-use tissues for wiping noses; covering nose and mouth when sneezing and 
coughing; hand washing/hand hygiene after coughing, sneezing or using tissues; and 
the importance of keeping hands away from the mucous membranes of the eyes and 
nose.   

Strategically placed alcohol based hand sanitisers and boxes of tissues may enhance 
personal hygiene practices.   
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10 Workplaces  

Risk of influenza transmission in workplaces can increase with crowded rooms and 
poorly ventilated rooms.  Some workplaces may need to close depending upon the 
epidemiology of the pandemic strain, eg, severity of infection, high attack rates and 
severe complications  

10.1 Pandemic Planning  

• Each workplace should develop an Infection Control and Occupational Health 
Pandemic Influenza Plan.  Planning for this is set out in the Ministry of 
Economic Development Planning Guide for Infrastructure Providers 
www.med.govt.nz  

• Management should ensure that the responsibility for Infection Control and 
Occupational Health in the workplace setting is assigned to a specific individual.   

• Each workplace should develop and implement an education plan to ensure 
staff are aware of their roles and responsibilities during a pandemic.   

10.2 Staff Management  

• Provide education to all staff.   

• Adhere to the organisation’s Occupational Health Plan for managing Pandemic 
Influenza Infection Control Practices  

10.3 Basic Hygiene Measures  

Workers should be encouraged to minimise potential influenza transmission through 
good hygienic measures, eg, use disposable, single-use tissues for wiping noses; 
covering nose and mouth when sneezing and coughing; hand washing/hand hygiene 
after coughing, sneezing or using tissues; and the importance of keeping hands away 
from the mucous membranes of the eyes and nose.   

Strategically placed alcohol based hand sanitisers and boxes of tissues may enhance 
personal hygiene practices.   

10.4 Personal Protective Equipment  

Masks  

• Wearing masks when face-to-face with coughing individuals to minimise 
influenza transmission during a pandemic will not be practical or helpful when 
transmission has entered the community.   
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10.5 Environmental Control (housekeeping, laundry, waste)  

Special handling of linen or waste contaminated with secretions from persons 
suspected or confirmed to have influenza is not required.   
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11 Appendices 

11.1 Appendix 1 – Hand Hygiene Procedures  

Description on Hand Hygiene Using Non-antimicrobial Soap and Antimicrobial Soap  

and Water (see attached poster)  

• Remove jewellery before hand washing.   

• Rinse hands under warm running water.   

− RATIONALE: This allows for suspension and washing away of the 
loosened micro organisms.   

• Lather with soap and, using friction, cover all surfaces of the hands and fingers.   

− RATIONALE: The minimum duration for this step is 10 seconds; more 
time may be required if hands are visibly soiled.   

• The influenza virus is readily inactivated by regular soap, hand wash or hand 
hygiene products.  Frequently missed areas are thumbs, under nails, backs of 
fingers and hands.   

• Rinse under warm running water.   

− RATIONALE: Washes off micro organisms and residual hand washing 
agent.   

• Dry hands thoroughly with a single-use towel.   

− RATIONALE: Drying achieves a further reduction in the number of 
micro organisms.  Avoid re-useable towels because of the potential for 
microbial contamination.   

• Turn off faucet without re-contaminating hands (eg, use single use towel).   

− RATIONALE: Avoids re-contamination of the hands.   

• Keep fingernails short and avoid the use of fingernail polish or artificial nails.   

− RATIONALE: Chipped nail polish may increase bacterial load.  Artificial 
nails including wraps, acrylics or tips increase bacterial load.  Nail polish 
and artificial nails impede visualization of soil under nails.   

(Adapted from the Canadian Influenza Plan, Annex F, pages 195-196)  

Hand Hygiene with Soap and Water (see Page 36 this chapter) 

Hand Hygiene with an Alcohol-based Hand Sanitiser (see Page 37 this chapter)  
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Hand Hygiene with Soap and Water  
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Hand Hygiene with Alcohol-based Hand Sanitiser 
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11.2 Appendix 2 – Guidelines for Cleaning Toys  

• Regular cleaning is required for all shared toys.   

• Choose toys that are washable, sturdy and of appropriate sizes and shapes to 
avoid aspiration and other injuries.   

• Do not have stuffed animals or other toys that cannot be easily cleaned.   

• Attempt to keep children with suspect communicable diseases out of the play 
area.   

• Establish a schedule and assign responsibility for cleaning toys.   

• Toys that children have placed in their mouths or that are otherwise 
contaminated by body fluids should be removed from the play area until they 
can be cleaned.   

• Toys should be cleaned when visibly soiled and at least once a week or more 
often if indicated.  (eg, daily in busy play areas).   

• Check toys when cleaning for sharp, splintered or jagged edges and small pieces 
that could easily be broken off.  If toys cannot be fixed, they should be 
discarded.   

Cleaning Toys  

Options include: 

1. A dishwasher with a sanitiser cycle.  The toy can be allowed to air dry before 
storage, or  

2. Clean toy thoroughly with soap and warm water and then disinfect with a 
mixture of one teaspoon (5ml) household bleach (5%-6% chlorine) in two cups 
(1/2 litre) of water.  Allow item to air dry, or  

3. Clean toy thoroughly with soap and warm water, wipe toy with a cloth soaked 
with a disinfectant, and allow airing dry then rinsing toy thoroughly with 
lukewarm water, as some chemicals may be harmful to children who chew toys.  
Allow to air dry.   

Note: There are many disinfectants on the market.  Ensure that the disinfectant being 
used is safe; suitable for the intended purpose and that the manufacturer’s directions 
for dilution and contact time are followed.  In general disinfectants that contain a 
quaternary compound, 70% alcohol, a dilute sodium hypochlorite (1:500) or 0.5% 
accelerated hydrogen peroxide may be used if they are rinsed thoroughly after 
disinfecting.   
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11.3 Appendix 3 – Stop the Germs 
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11.4 Appendix 4 – Comprehensive Infection Control Measures 

Background Information 

Part A.  Overview of Pandemic Influenza 

Infection prevention and control guidelines for the management of pandemic influenza 
in the Health and Disability sector are provided within this document.  Although 
recommendations to prevent the transmission of infection during the delivery of health 
care, including during a pandemic are important, it is recognised that certain 
recommendations may be feasible only in the early phases of the pandemic as they may 
not be achievable when the pandemic spreads and resources become scarce.   

In this document, individuals who have recovered from or have been vaccinated against 
the pandemic strain of influenza are considered immune with one important caveat 
regarding the immune status of the vaccinated individual.  Because influenza vaccines 
are not 100% efficacious, if vaccinated individuals come in contact with influenza 
patients, the vaccinated individual should be monitored for ILI using the ILI 
Assessment Tool found in Chapter 5. 

During a pandemic, it may be necessary to recruit trainees and volunteers to take on 
specific responsibilities, for example, basic patient care that is usually reserved for 
health care workers.  The implication is that these workers will need to be considered, 
for infection control purposes, as being equivalent to health care workers (see glossary) 
in terms of risk of exposure and ability to transmit disease. 

The Ministry of Health has developed a staged plan, based on its surveillance 
programme, for responding to a pandemic threat.  Recognition of a novel influenza 
strain in humans triggers a series of responses, identified as phases and levels within 
phases that can ultimately lead to the declaration of a pandemic.   

Interpandemic activities are designated as: 

Phase 0: Isolation of a novel virus subtype from a single human case, without 
evidence of spread, will result in WHO declaring pandemic influenza 

Phase 0:   Preparedness Level 1. 

Phase 1:   Is the confirmation of a pandemic, 

Phase 3:   Is the end of the first pandemic wave and 

Phase 4:  Is the second or subsequent waves of the pandemic10. 

More than one wave of infection can occur in a pandemic11 possibly due to seasonal 
influences and the existence of a large pool of susceptible individuals in the 
population. 

Key stages of the WHO response are outlined in Chapter 2. 
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1   The transition from Code White to Red could be quite quick (ie, the Code Yellow phase could be short). 

Stage NZ strategy MoH/DHB alert code Objective and Action 

WHITE 
(Information/ 
advisory) 

• Objective: devise a plan to reduce the 
health, social and economic impact of 
a pandemic on New Zealand 

• Full engagement of whole of 
government 

• Consultation with and input from 
many agencies 

1 Plan for it  
(Planning) 

YELLOW(Standby) • Prepare to implement pandemic 
response action plans 

2 Keep it out  
(Border 
Management) 

• Objective: keep pandemic out of New 
Zealand 

• Wide range of border management 
options, up to: 
- Closure of New Zealand’s border 

to all non-nationals 
- Quarantine of all returning New 

Zealand citizens 
• Enhance internal disease surveillance 

and notification 
• Investigate and follow up any suspect 

cases 

3 Stamp it out  
(Cluster Control) 

• Objective: control and/or eliminate 
any clusters that might be found in 
New Zealand 

• Isolate and treat patients and 
households 

• Contact trace and treat all contacts 
• Restrict movement into/out of 

affected area(s) 
• Close schools and other places where 

people congregate, and prohibit mass 
gatherings 

• Maintain border management 

4 Manage it 
(Pandemic 
Management) 

RED1 
(Activation) 

• Objective: to reduce the impact of 
pandemic influenza on New Zealand’s 
population 

• Health service reconfiguration to 
support community response in 
affected areas 

• Social distancing measures 
• Support for people cared for at home, 

and their families 

5 Recover from 
it 
(Recovery) 

GREEN  
(Stand down) 

• Objective: expedite the recovery of 
population health where impacted by 
pandemic, pandemic management 
measures, or disruption to normal 
services 

• Phase starts when the population is 
protected by vaccination, or the 
pandemic abates in New Zealand 
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11.5 Appendix 5 – Occupational and Infection Control 

Management of Pandemic Influenza in Health and Disability 
Services 

Occupational Health and Infection Control Pandemic Influenza Planning 

During an influenza pandemic, adherence to infection prevention and control policies 
and procedures is critical to minimise the transmission of influenza and other 
infectious diseases.  It is anticipated that neither influenza Immunisation nor 
chemoprophylaxis will be available in the early stages of a pandemic and perhaps not 
even available in later stages, necessitating an emphasis on infection prevention and 
control practices. 

Strict adherence to hand washing/hand antisepsis recommendations (see 
Appendix I) is the cornerstone of infection prevention and may be the only 
preventative measure available during a pandemic. 

• Planning should include ensuring that adequate supplies of hand hygiene 
products are a priority for all health care settings as there may be an 
interruption to the supply or shortages of hand antisepsis products, soap and 
hand towels  

• Planning should include the priority of maintaining adequate resources for 
infection control in acute care hospitals (soap, antiseptic products, masks/eye 
protection/face shields, gloves, and gowns) due to the increased complexity and 
management issues of hospitalised patients. 

• Planning should include ensuring all HCWs (see glossary for HCW definition) 
are offered hepatitis B Immunisation.  As resources permit, HCWs should also 
receive TB skin testing, should have proof of measles, mumps, and rubella 
(MMR) immunity and receive a tetanus booster if appropriate. 

Definitions for Infection Control/Occupational Health Management 
of Patients/Staff with Influenza-Like Illness (ILI) 

Influenza-Like-Illness 

See glossary term “influenza”.  Refer to Appendix IV for an ILI Assessment Tool.  An 
ILI Assessment Tool is to be used for immediate triage of patients or staff and 
accommodation/cohort of patients, prior to further OH or clinical management. 

Clinical Case Definition 

See glossary term “influenza”. 

Possible Case of Influenza 

See glossary term “influenza”. 
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Probable Case of Influenza 

See glossary term “influenza”. 

Confirmed Case of Influenza 

See glossary term “influenza”. 

Immunity to Influenza 

During a pandemic, it is likely that most cases of influenza will be caused by the 
pandemic strain.  Data from the 1957 and 1968 pandemics show that the previously 
circulating influenza strain disappeared from human circulation when the pandemic 
strain of influenza virus emerged.  Therefore, HCWs who have recovered from an ILI 
during an earlier pandemic phase may be assumed to be immune to the pandemic 
influenza strain.  Individuals who have been immunised against the pandemic strain of 
influenza will also be considered immune, recognising that the influenza vaccine may 
not be fully protective.  Therefore, unlike individuals who have recovered from 
pandemic influenza or ILI, vaccinated individuals should be monitored for ILI using an 
ILI Assessment Tool.  This assessment tool is currently under development. 

Use of Influenza Immunisation During an Influenza Pandemic 

See the vaccine paragraph (Page 39) of the National Health Emergency Plan-Infectious 
Diseases.  Influenza vaccine availability in the early phase(s) of the pandemic is 
uncertain.  When available, vaccine will be provided according to priority groups set by 
recommendations from the Ministry of Health.  Health Care Workers and those 
trainees, volunteers, etc.  who are recruited to perform the duties of a HCW are 
considered to be a high priority. 

Use of Antivirals during an Influenza Pandemic 

Antiviral availability in the early phase(s) of the pandemic is uncertain.  When 
available, antivirals will be provided according to priority groups set by 
recommendations from the Ministry of Health.  The administering of antivirals will be 
set by policy from the Ministry of Health.  Those seen to be HCWs are considered to be 
a high priority for the receipt of antiviral when available. 

Occupational Health Management of Health Care Workers during 
an Influenza Pandemic 

The phrases “fit for work”, “unfit for work and “fit to work with restrictions” are used by 
Occupational Health to communicate a worker’s ability to remain at or return to work 
depending upon their susceptibility to influenza, Immunisation status and agreement 
to use antivirals.  During the early phases of a pandemic, vaccine and antiviral 
availability may be limited and will be provided to priority groups.   
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Recommendations 

1. Fit for Work 

(a) Ideally, HCWs are fit to work when one of the following conditions apply: 

(i) They have recovered from ILI (see glossary for definition and ILI 
Assessment Tool) illness during earlier phases of the pandemic; 

(ii) They have been immunised against the pandemic strain of influenza as 
outlined in National Health Emergency Plan;  Infectious Diseases 
Pandemic Influenza Plan; or, 

(iii) They are on appropriate antivirals.   

Such HCWs may work with all patients and may be selected to work in units where 
there are patients who, if infected with influenza, would be at high risk for 
complications. 

(b) Whenever possible, well, unexposed HCWs should work in non-influenza areas. 

(c) Asymptomatic HCWs may work even if influenza vaccine and antivirals are 
unavailable. 

Meticulous attention should be paid to hand hygiene and HCWs should avoid touching 
mucous membranes of the eye and mouth to prevent exposure to the influenza virus 
and other infective organisms. 

2. Unfit for Work 

Ideally, staff with ILI should be considered “unfit for work” and should not work; 
nonetheless, due to limited resources, these HCWs may be asked to work if they are 
well enough to do so (see 3(b) below). 

3. Fit to Work with Restrictions 

(a) Ideally, symptomatic staff that are considered “fit to work with restrictions” 
should only work with patients with ILI.  Health Care Workers who must work 
with non-exposed patients (non-influenza areas) should be required to wear a 
mask if they are coughing and must pay meticulous attention to hand hygiene. 

(b) Symptomatic HCWs who are well enough to work should not be redeployed to 
intensive care areas, nurseries or units with severely immunocompromised 
patients, ie, transplant recipients, haematology/oncology patients, patients with 
chronic heart or lung disease, or patients with HIV/AIDS and dialysis patients. 
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11.6 Appendix 6 - Pandemic Influenza Education 

11.6.1 Pandemic Influenza Education for Health Care Workers 

Recommendations 

1. Educational information for workers should be provided as soon as practical 
from the onset of the implementation of this plan.  The public and HCWs need 
to be made aware of this plan and education as to Pandemic Influenza 
education will be given as early as practicable and preferably before the code red 
stage is reached and repeated at frequent intervals to all staff levels and during 
all shifts. 

2.   The pandemic influenza information should be appropriate to the audience and 
be provided using a variety of methods, eg, postings in elevators, at facility 
entrances, brochures, newsletters and web sites. 

3.   The educational information prepared and provided for workers should include: 

(a) An explanation that pandemic influenza is a novel strain of influenza 
and what a pandemic is. 

(b) The facility-specific pandemic influenza plan. 

(c) Information regarding triage settings (see Chapter 9 Clinical 
Presentations), Self Care (see Chapter 5 of this document) and 
Community Based Assessment Centres ( see Chapter 7 of this 
Document). 

(d) The difference between an upper respiratory infection and Influenza. 

(e) The mode of influenza transmission. 

(f) The criteria for determining, influenza-like-illness (ILI) (see glossary for 
definition). 

(g) The risk of infection and subsequent complications in high-risk groups. 

(h) The message that strict adherence to hand washing/hand 
antisepsis recommendations is the cornerstone of infection 
prevention and may be the only preventative measure 
available during early phases of the pandemic (see Appendix 1). 

(i) Information about the importance of hygienic measures (see Basic 
Hygiene Measures in all sections) to minimise influenza transmission 
because influenza immunisation and/or prophylaxis may not be 
available until later in the pandemic. 

(j) During the early phase of an influenza pandemic, it may be feasible for 
HCWs to wear masks when face- to-face with coughing individuals to 
minimise influenza transmission (particularly when immunisation and 
anti-virals are not yet available) but not practical or helpful when 
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transmission has entered the community (see Section 2 of this chapter).  
Masks should be worn by HCWs to prevent transmission of other 
organisms from patients with undiagnosed cough. 

(k) Who will be given the highest priority for Immunisation when vaccine is 
available? 

4.   Information about the importance of Standard Precautions and Transmission-
based Precautions to prevent the transmission of infection during the delivery 
of health care should be available in all health care settings during a pandemic.  
This information should include the caveat that Standard Precautions and 
Transmission-based Precautions may only be achievable in the early phases of 
the pandemic as the pandemic spreads and resources (equipment, supplies and 
workers) become scarce. 

5.   Priority for infection control resources should be assigned to acute care settings 
because of the complexity of managing high risk patients in acute care settings. 

6.   Education for those expected to work in (community based services) non-
traditional settings, as outlined in this document, should be available.  Refer to 
Chapter 9 Clinical Pathways, Triage Settings,  and Chapter 5 for Self Care 
Settings.   

7.   Education about Standard Precautions and Transmission-based Precautions in 
Health and Disability settings should be ongoing. 

8.   HCWs should be provided with the recommendations for Occupational Health 
Management of workers during a pandemic (This is currently under 
development and will be included in the human Resource chapter).   

11.6.2 Pandemic Influenza Education for the Public (including child 
care workers, teachers, shelter workers, correctional 
workers, etc.) 

Recommendations 

1. Provide education appropriate to the recipient, as soon as practical from the 
onset of the implementation of this plan.  The public and HCWs need to be 
made aware of this plan and education as to Pandemic Influenza education will 
be given as early as practicable and preferably before the code red stage is 
reached, is declared (see Appendix 4 of this chapter).  Include information 
about the epidemiology and mode of transmission of influenza using a variety of 
methods, eg, postings at facility entrances, brochures, newsletters, web sites, 
and television and radio stations. 

2. Educational information prepared and provided for the public should include: 

(a) An explanation that pandemic influenza is a novel strain of influenza 
and what a pandemic is. 

(b) Information regarding Self Care ( see Chapter 5 of this Pandemic  Plan) 
and for the purpose of Triage Settings and Community Based 
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Assessment Centres (see Chapters 9 and 7 of this Pandemic Influenza 
Plan). 

(c) The difference between an upper respiratory infection and influenza (see 
the introduction to the Preparedness Section of this Pandemic Plan). 

(d) The mode of transmission of influenza (see Section 2.4). 

(e) The criteria for determining, influenza-like-illness (ILI) (see glossary for 
definition). 

(f) The risk of infection and subsequent complications in high-risk groups. 

(g) The message that strict adherence to hand washing/hand 
antisepsis recommendations is the cornerstone of infection 
prevention and may be the only preventative measure 
available during the pandemic. 

(h) Information about the importance of hygienic measures, ie, using 
disposable, one-use tissues for wiping noses; covering nose and mouth 
when sneezing and coughing; hand washing/hand antisepsis after 
coughing, sneezing or using tissues; and the importance of keeping 
hands away from the mucous membranes of the eyes and nose to 
minimise potential influenza transmission because influenza 
immunisation and/or prophylaxis may not be available until later in the 
pandemic. 

(i) Information that the influenza virus is readily inactivated by plain soap 
and common household cleaning products 

(j) Information indicating that during the early phase of an influenza 
pandemic, it  may be feasible for HCWs to wear masks when coming 
face-to-face with coughing individuals to minimise influenza 
transmission (particularly when immunisation and anti-virals are not 
yet available) but  not practical or helpful when transmission has 
entered the community.  In health care settings, HCWs should wear 
masks to prevent transmission of other organisms from patients with 
undiagnosed cough. 

(k) Who will be given the highest priority for immunisation when a vaccine 
is available, importance of being immunised and safety of 
immunisation?  

(l) Who will be given what priority for prophylaxis when anti-virals are 
available, the importance of prophylaxis and safety of prophylaxis?  

3. Provide information to encourage those who are symptomatic with ILI but do 
not require formal health care, to remain at home until their symptoms have 
resolved. 

4. Provide information to encourage those with ILI (see Chapter 5 for an ILI 
Assessment Tool) to avoid visiting those who are at high risk for complications 
if they developed influenza in institutional settings (acute care and long term 
care) until their symptoms have resolved. 
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5. Inform the public to avoid public gatherings, as discussed in the following 
section, to minimise exposure. 
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11.7 Appendix 7 - Public Health Restrictions on Public 
Gatherings 

Medical Officers of Health in New Zealand, through the Health Act 1958, have the 
authority to quarantine individuals or groups, as deemed necessary, to control 
infectious diseases, to direct persons to report for medical treatment, to restrict public 
gatherings and or close certain buildings or events.  During the 1918 influenza 
pandemic in Alberta, drastic control measures were taken;  masks were required when 
going out in public;  all schools, churches and theatres were closed, public meetings 
banned and towns were quarantined (Alberta Pandemic Influenza Planning overhead 
presentation given by Dr.  K Grismsrud at the Canadian Pandemic Planning, meeting 
held in Montreal, May, 2001). 

In an historical review of the 1918 pandemic in the United States, Keen-Payne noted 
that many other centres used similar measures to attempt to curb transmission.  In 
Chicago, persons who sneezed openly or who spit were threatened with arrests and 
fines.  Churches were not closed, but parishioners were requested to stay home if ill, 
and windows were opened for ventilation during services.  By the third week in October 
1918, (the peak of the second wave) closing had extended to theatres, banquets, lecture 
halls, restaurants and movie shows.  In Newark, the state simply banned all public 
gatherings on October 10.  Confusion developed when liquor stores were allowed to 
remain open for sales but churches were not open for congregating.  The churches 
protested and the ban was lifted on October 21.  In San Diego, all public facilities were 
closed (libraries, pool halls, women’s weekly club meeting halls) as were all outdoor 
meetings except those convened to sell liberty bonds.  The ban was lifted and then 
imposed again as new cases of influenza increased.  Citizens were never strongly 
supportive of these measures. 

The suggestion that the spread of influenza from US military camps in the summer of 
1918 did not occur until school returned in the fall, has been noted.  In the United 
States, illness rates of nearly 40% were reported among schoolchildren during the 
autumn wave.  Following the 1957 epidemic in Japan, the policy on influenza 
immunisation was changed as it was determined that school attendance played an 
important part in spreading that epidemic.  There were wide-spread school closures, 
with attack rates as high as 60% in some areas and approximately 8,000 deaths.  The 
new policy stated that “because schoolchildren are the major disseminators of the 
disease, they should be immunised”.  In a study to review whether the policy of 
vaccination of school children in Japan (over a 25-year period) reduced the incidence 
and mortality attributed to influenza among older persons, the authors concluded that 
the vaccination of schoolchildren in Japan disrupted the spread of influenza to older 
persons. 

There is evidence that closing schools may change the course of transmission.  Studies 
conducted both during pandemic years and interpandemic years demonstrate that age-
specific attack rates are highest among school children.  Additional studies noted that 
the age distribution of culture-positive patients changed during the course of 
epidemics.  Initially, school children were culture positive, followed by a shift to 
preschool children and adults during the latter part of the epidemic.  The authors 
observed that school absenteeism was often followed by employee absenteeism during 
the influenza epidemics studied. 

It is thought that management of exposure, as an approach to the prevention of a 
pandemic, is not possible because of the current high levels of international travel and 
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the expansion of populations into many regions of the world.  Options for slowing the 
spread of pandemic influenza have been suggested and include the use of antiviral 
prophylaxis, limiting congregations of people and, possibly, quarantine.  In preparation 
of an influenza pandemic and in an attempt to curtail community transmission, there 
are neither data nor guidelines to determine which public gatherings to close and when 
to close them.  What constitutes a public gathering and whether some gatherings may 
be defined as essential versus non-essential needs to be clarified? Examples of public 
gatherings from the above included: transportation (ground, rail and air), childcare, 
schools, retail settings, and workplaces, places of worship, funerals and community 
events (cultural/sporting). 

The principles to determine when, how, and which public gatherings will be restricted 
in order to curtail community transmission ought to be based on common sense 
strategies, and should be consistently applied within, and across, jurisdictions.  The 
severity of the pandemic strain and the stage of the pandemic, as it unfolds globally, 
should be considered when making this determination.  Refer the to Public Health 
Measures document of the Preparedness Section of this document Plan for more 
comprehensive public health recommendations. 
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11.8 Appendix 8 

HOW TO DON A MASK 
• Place over nose, mouth and chin 
• Fit flexible nose piece over nose 

bridge 
• Secure on head with ties or elastic 

 

HOW TO REMOVE A MASK 
• Untie the bottom, then top, tie 
• Remove from face 

• Discard 

 

HOW TO DON A  PARTICULATE 
RESPIRATOR MASK (N95) 
• Place over nose, mouth and chin 
• Fit flexible nose piece over nose 

bridge 
• Secure on head with elastic 
• Adjust to fit  

– mold the nose piece to the 
shape of your nose 

• Perform a fit check: 

– Exhale – check for leakage 
around face 

– Adjust as required 
 

HOW TO REMOVE A  
PARTICULATE RESPIRATOR 
MASK (N95) 

 
• Lift the bottom elastic over your 

head first 
• Then lift off the top elastic 
• Discard 

• Do not place hands on the outside 
of the mask  
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12 Glossary of Terms 

Airborne Transmission 

Pathogens are transmitted in evaporated droplet nuclei that remain suspended in the 
air or in dust for long periods of time. 

Antiseptic Hand Rub 

A waterless, antiseptic hand rub product that is applied to all surfaces of the hands to 
reduce the number of micro organisms present. 

Cleaning  

The physical removal of foreign material, eg, dust, soil, organic material such as blood, 
secretions, excretions and micro organisms.  Cleaning physically removes rather than 
kills micro organisms.  It is accomplished with water, detergents and mechanical 
action.  In certain settings, (eg, central service or dietetics), the terms decontamination 
and sanitation may be used for this process.  Cleaning reduces or eliminates the 
reservoirs of potential pathogenic organisms.  Cleaning agents are the most common 
chemicals used in housekeeping activity. 

Cohort  

Two or more patients exposed to, or infected with, the same organism that are 
separated physically, (eg, in a separate room or ward) from other patients who have not 
been exposed to, or infected with, that organism. 

Cohort staffing  

The practice of assigning specific personnel to care only for patients/residents known 
be exposed to, or infected with, the same organism.  Such personnel would not 
participate in the care of patients/residents who have not been exposed to, or infected 
with, that organism. 

CBAC’s - Community Based Assessment Centres  

Those settings that are predetermined for operation prior to an influenza pandemic.  It 
will be a facility specifically for people requiring emerging or re emerging infectious 
disease assessment or service.  They will be operational only when an influenza 
pandemic is declared by the Ministry of Health. 

Contact transmission 

Micro organisms transmitted by direct or indirect contact 

Direct contact occurs when the transfer of micro organisms results from 
direct physical contact between an infected or colonised individual and a 
susceptible host (body surface to body surface). 

Indirect contact involves the passive transfer of micro organisms to a 
susceptible host via an intermediate object such as contaminated hands that are 
not washed between patients, contaminated instruments or other inanimate 
objects in the patient’s immediate environment. 
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Critical items  

Instruments and devices that enter sterile tissues, including the vascular system.  
Critical items present a high risk of infection if the item is contaminated with any micro 
organism, including bacterial spores.  Reprocessing critical items, such as surgical 
equipment or intravascular devices, involves meticulous cleaning followed by 
sterilization3. 

Droplet transmission 

Refers to large droplets, greater than or equal to 5 μ in diameter, generated from the 
respiratory tract of the source patient during coughing or sneezing, or during 
procedures such as suctioning or bronchoscopy.  These droplets are propelled a short 
distance, less than 1 metre, through the air and deposited on the nasal or oral mucosa 
of the new host. 

Decontaminate hands 

The reduction of bacterial counts on hands is accomplished by performing an antiseptic 
hand rub or antiseptic hand wash. 

Decontamination  

The removal of disease-producing micro organisms to leave an item safe for further 
handling3. 

Disinfection  

The inactivation of disease-producing micro organisms.  Disinfectants are used on 
inanimate objects; antiseptics are used on living tissue.  Disinfection does not destroy 
bacterial spores.  Disinfection usually involves chemicals, heat or ultraviolet light.  
Levels of chemical disinfection vary with the type of product used. 

 Low level disinfection 

The level of disinfection required when processing non critical items or some 

environmental surfaces.  Low level disinfectants kill most vegetative bacteria 

and some fungi as well as enveloped (lipid) viruses (eg,  hepatitis B, C, 

Hantavirus and HIV).  Low level disinfectants do not kill mycobacteria or 

bacterial spores.  Low level disinfectants-detergents are used to clean 
environmental surfaces. 

Intermediate level disinfection 

The level of disinfection required for some semi critical items and some non-critical 
items.  Intermediate level disinfectants kill vegetative bacteria, most viruses and most 
fungi but not resistant bacterial spores. 

High level disinfection 

This term refers to the level of disinfection required when processing 

Semi-critical items.  High level disinfection processes destroy vegetative bacteria, 
mycobacteria, fungi and enveloped (lipid) and non-enveloped (non-lipid) viruses, but 
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not necessarily bacterial spores.  High level disinfectant chemicals (also called 
chemisterilants) must be capable of sterilisation when contact time is extended.  Items 
must be thoroughly cleaned prior to high level disinfection3. 

Exposure  

The condition of being subjected to a micro-organism or an infectious disease in a 
manner that enables transmission to occur. 

Fit for Work 

Terminology used in occupational health to communicate a worker’s ability to remain 
at or return to work.  This ability includes three categories: fit for work, unfit for work, 
fit with restrictions.  This categorisation allows the occupational health nurse to 
maintain confidentiality about a worker’s diagnosis, symptoms, immune status, etc. 

Fit for Work - Fit to work with no restrictions 

Unfit for Work – Defined as a restriction from patient care tasks, co-worker 
contact and restriction from the workplace. 

Fit for work with restrictions - Allows for the re-assignment of duties or re-
integration into the workplace in a manner that will not pose an infection risk to 
the HCW or to the patients and or other individuals in the workplace. 

Hand Antisepsis  

This term refers to either antiseptic handwash or antiseptic handrub - a process for the 
removal or reduction of resident and transient micro organisms. 

Hand cleanser 

Products that do not contain antimicrobial agents, or contain very low concentrations 
of antimicrobial agents that are effective solely as preservatives. 

Hand hygiene  

A general term that applies either to hand washing, an antiseptic handwash, an 
antiseptic hand rub, or a surgical hand antisepsis. 

Hand washing  

Washing hands with plain (ie, non-antimicrobial) soap and water.  A process for the 
removal of soil and transient micro organisms from the hands. 

Hazardous waste 

A component of the waste stream exhibiting characteristics posing a threat to public 
health, safety or the environment’s. 

Healthcare waste 

Waste generated by healthcare services. 

Health Care Worker (HCW) 

HCWs are professionals, including trainees, and retirees, non professionals and 
volunteers, involved in direct patient care; and/or those working/volunteering in 
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designated health care facilities or services.  For the purposes of this definition, HCWs 
are those whose functions are essential to the provision of patient care, and who may 
have the potential for acquiring or transmitting infectious agents during the course of 
their work. 

Infectious waste  

Substances known to contain, or reasonably expected to contain pathogens. 

Influenza  

Clinical Case Definition of Influenza 

When influenza is circulating in the community, the presence of fever and cough of 
acute onset are good predictors of influenza.  The positive predictive value increases 
when fever is higher than 38°C and when the time of onset of the clinical illness is acute 
(less than 48 hours after the prodromes).  Other symptoms, such as sore throat, 
rhinorrhea, malaise, rigors or chills, myalgia and headache, although non-specific, may 
also be present. 

Possible Case of Influenza A (H5N1) 

Person with acute lower respiratory tract illness of abrupt onset, characterised by: 

• Fever (temperature >38C; and 

• Sore throat; and cough; and/or 

• Dyspnoea (difficult or laboured breathing); 

AND one or more of the following: 

1. Having been in contact with (within the seven days prior to the onset of 
symptoms) a confirmed case of influenza A (H5N1) while this case was 
infectious; and/or 

2. Recent (within the seven days prior to the onset of symptoms) visit to a poultry 
farm, or other place where avian species are kept, in an area known to have 
outbreaks or to be endemic for HPAI; and/or 

3. Recent (within the seven days prior to the onset of symptoms) contact with 
birds (chickens, geese, quail, ducks, or peafowl) that were unwell or that have 
died of an illness; and/or 

4. Have worked in a laboratory (within seven days prior to the onset of symptoms) 
that is processing samples from persons or animals that are suspected of HPAI 
infection. 

Probable case of Influenza A (H5N1) 

1. Possible case; and 

2. Limited laboratory evidence for Influenza A (H5N1) (such as IFA+ using H5 
monoclonal antibodies). 
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Confirmed H5N1 case: 

An individual for whom laboratory testing demonstrates one or more of the following: 

1. Positive viral culture for Influenza A (H5N1); or 

2. Positive PCR for Influenza A (H5N1); or 

3. Immunofluorescence antibody (IFA) test positive using Influenza A/H5 
monoclonal antibodies; or 

4. A four-fold rise in H-5 specific Ab titre. 

Influenza-Like-Illness (ILI) 

For surveillance purposes, the ILI definition currently used in New Zealand says: 

The presence of fever and cough of acute onset are good predictors of influenza.  
The positive predictive value increases when fever is higher than 38º C and 
when the onset of clinical illness is acute (less than 48 hours after the 
prodromes).  Other symptoms, such as sore throat, rhinorrhea, malaise, rigors 
or chills, myalgia and headache may also be present.  Any case definitions 
developed prior to the pandemic may need to be modified once the pandemic 
occurs. 

Mask  

A barrier covering the nose and mouth to protect the mucous membranes from micro 
organisms contained in large droplet particles (> 5μ in size) generated from a source 
person during coughing, sneezing, or talking and during the performance of certain 
procedures that generate droplets (eg, suctioning) or are likely to generate splashes or 
sprays of blood, body fluids, secretions, or excretions.  Masks may also be used to 
contain large droplet particles generated by coughing or sneezing persons.  The term 
mask in this document refers to surgical masks, not to special masks, such as high 
efficiency dust/mist masks or respirators. 

Non critical items 

Items that either touch only intact skin but not mucous membranes or do not directly 
touch the patient/resident/client.  Reprocessing of non critical items involves cleaning 
and or low level disinfection. 

Personal protective equipment (PPE) 

Attire used by the worker to protect against contact, droplet or airborne exposure, ie, 
masks, eye goggles, face shields, gloves and gowns. 

Standard Precautions 

Precautions to be taken by all HCW and applied to all patients regardless of their 
presumed infection status. 

Semi-critical items 

Devices that come in contact with non-intact skin or mucous membranes but ordinarily 
do not penetrate them.  Reprocessing semi-critical items involves meticulous cleaning 
followed preferably by high-level disinfection. 
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Sterilisation  

The destruction of all forms of microbial life including bacteria, viruses, spores and 
fungi.  Items must be cleaned thoroughly before effective sterilization can take place. 

Traditional health care settings 

Traditional settings include acute, long term, ambulatory and community care. 

Transmission-based Precautions 

Precautions that are required to prevent cross-infection from micro organisms that are 
transmitted by various routes. 
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Chapter 5 
 

Self Care 

This chapter provides the public with information and tools for caring for themselves 
and family members during the pandemic.  Information is supplied on influenza and its 
transmission, on reducing the risk of contracting influenza, self-diagnosis, when and 
where to turn for help, self-treatment and care for relatives at home.  Parts of this 
chapter appear elsewhere in this document.  However, the main purpose here is to 
provide a self-contained resource for the public.  The following pages can be 
freely adapted for distribution as public education. 

In the initial phases of the influenza pandemic, there will be a shortage of antiviral 
medication (NZ currently has 850,000 doses of Tamiflu sufficient for 21% 
of the population) and vaccine and strategic reserves will be allocated to priority 
groups as per Government directives.  Antivirals will be given to front-line staff and 
possibly as treatment to hospitalised patients to shorten the course of illness and 
prevent complications.  Vaccination is the best method for preventing influenza.  
However, manufacturing and licensing the pandemic vaccine may take as long as 3 to 6 
months once the pandemic viral strain has been identified.  Thus, the vaccine will be 
available to the wider public well after pandemic influenza becomes established in New 
Zealand and surrounding countries. 

At that time, many thousands may fall ill and the health care system will face 
unprecedented demands for services.  This will be compounded by a reduction in 
health care workers due to illness or caring for sick family members.  While MDHB 
strives to provide resources for the best possible care to influenza patients, long waiting 
times at physicians’ offices, emergency departments and specialized influenza centre’s  
(Community Based Assessment Centre’s) will be unavoidable.  Self-care - including 
diagnosis, referral, self-treatment, treatment of family members, and preventive 
measures to avoid exposure to influenza - will be an important public health measure to 
minimise the effects of the pandemic. 

“Enabling individuals to increase control over and to improve their health.” 
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1 Pandemic Influenza Fact Sheet 

1.1 What is influenza? 

Influenza (the flu) is a very infectious illness caused by a virus.  It is much more serious 
than a common cold and can leave you ill for up to 10 days. 

Symptoms of the flu include: a high fever, headache, muscle aches and pains, fatigue, 
cough, sore throat or a runny nose.  It may take up to three days to feel symptoms after 
you catch the flu (the incubation period). 

Anyone can get the flu – being fit, active and healthy does not protect you from getting 
this virus. 

Anyone can die from the flu – it kills at least 100 New Zealanders every year, including 
some young, fit people. 

1.2 What can you do to prevent getting the flu? 

Every year, ask your doctor to vaccinate you against the flu.  Because the influenza virus 
changes frequently, you need to get vaccinated every year to stay immune.   

Some people can get this free.  Vaccination is free for people aged 65 years and over, 
and adults and children with certain long-term (chronic) conditions.  Your GP will 
know if you are eligible for a free vaccination. 

The flu is very easily spread through coughs and sneezes.  If you have the flu, avoid 
public places and close contact with other people.  Always cough and sneeze into a 
disposable tissue.  Put the tissue in a rubbish bin and wash your hands well afterwards. 

1.3 What is avian influenza (bird flu)? 

There are many types of influenza virus, some of which infect birds.  These are avian 
influenza viruses.   

Very rarely, an avian influenza virus can also infect people.  The current avian influenza 
virus – H5N1 – has infected some people who have caught it from having close contact 
with infected birds. 

Avian influenza causes severe flu-like symptoms in people and may result in death.  It 
has not been shown for sure that anyone has caught avian influenza from another 
person. 

There are currently no commercially available vaccines that will protect people against 
the H5N1 avian influenza. 

1.4 What are the symptoms of avian influenza? 

Generally, the symptoms are similar to those for people infected with the flu, although 
the severity of the illness may differ.  Symptoms generally appear three to seven days 
after exposure and can last up to seven days.   
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1.5 Why are health authorities concerned about avian 
influenza? 

The World Health Organization is worried that an avian influenza virus and a human 
influenza virus might mix.  This could result in a new strain of influenza virus that can 
be easily passed from person to person.  The new influenza virus could spread rapidly 
around the world, infecting many people.  This would be influenza pandemic. 

An influenza pandemic could cause many deaths and could occur at any time.  It would 
not necessarily be a winter illness. 

1.6 How likely is influenza pandemic? 

It is certain an influenza pandemic will happen one day.  The H5N1 avian influenza 
virus that is found in some countries could become a pandemic influenza virus at any 
time. 

1.7 What is New Zealand doing to prepare for an influenza 
pandemic? 

New Zealand has been planning for this for some time.  The Ministry of Health has a 
national pandemic plan, and District Health Boards have local plans.   

The New Zealand Government, following the advice of the World Health Organization, 
is stockpiling anti-viral medicine to help reduce the impact of a pandemic on New 
Zealanders.  By the end of 2005 there will be enough anti-viral medicine for about 21 
percent of the population. 

1.8 Is there a vaccine? 

There are no commercial supplies of vaccine against the avian influenza virus although 
many countries are trying to develop one.  The Ministry of Health is working to make 
sure New Zealand gets access as quickly as possible to a vaccine once it is developed 
and available. 

The Ministry of Health has secured a contract with an international vaccine 
manufacturer to provide New Zealand as a priority customer on the development of a 
vaccine.  This period is still believed to be a minimum of 27 weeks from the time a 
pandemic is declared to when a vaccine can be produced. 

1.9 What could happen in an influenza pandemic? 

A pandemic could mean so many people are sick that it will affect workplaces, schools, 
hospitals and many other services.  There would be public announcements on TV, the 
radio and through other media channels that there is influenza pandemic.   

Some workplaces and schools may close.  Normal health and other services may not be 
available for several weeks.  You may be asked to care for yourself and others at home. 
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1.10 How can you prepare for an influenza pandemic? 

• Talk to your family and friends about health hygiene – hand washing, and safe 
coughing and sneezing. 

• Make sure you have an emergency survival kit.  Plan for having about a week’s 
worth of essential supplies such as non-perishable food, as well as plenty of 
fluids.  For further information see the Ministry of Civil Defence and Emergency 
Management website on ‘What to Do in a Disaster’.   

• Include paracetamol (for fever) in your home emergency survival kit. 

• Have a plan for what you and your family would do if you had to stay at home 
during a pandemic. 

How do you care for yourself and your family during an influenza 
pandemic? 

• Stay home if you are sick and keep away from other people – avoid visitors and 
visiting other people. 

• Wash and dry your hands after you cough, sneeze, wipe or blow your nose (or 
your child’s nose), use the bathroom or toilet.  Wash and dry your hands before 
you prepare food and eat, and when you are looking after sick people.   

• Keep sneezes covered.  Tissues are best.  Put the tissue in a rubbish bin. 

• Give people who have a fever and/or diarrhoea plenty to drink. 

• Give paracetamol for fever.  Do not give aspirin to children under 12. 

• Try to keep well people and sick people apart. 

• Sharing bedding, clothing and utensils may spread infection, but you do not 
need to wash a sick person’s bedding, clothing and utensils separately from the 
rest of the family's. 
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2 How to Stay Healthy During the Pandemic 
Influenza  

2.1 Personal Health 

• Eat, rest well and exercise in moderation. 

• Wash your hands frequently with warm water and soap. 

• Cover your nose and mouth when coughing or sneezing. 

• Minimise visitors to your home. 

• Check up on friends and family who live alone. 

• Watch for regular influenza updates from your Public Health Department. 

• Get the influenza vaccine when available. 

• It is recommended that people at high risk of getting influenza and its 
complications and their caregivers   receive an annual influenza vaccine. 

Washing hands is one of the most important ways to prevent the spread of 
the influenza. 

Stay away from crowds. 

• Stock up on basic items. 

• Shop at smaller stores with smaller line-ups. 

• Shop at off peak hours and find out which stores stay open late/24 hours. 

• If possible phone ahead your grocery order for quick pick up. 

• Order groceries over the phone/on line for delivery. 

• Arrange to pay bills at ATMs, on line or over the phone. 

• Cancel or postpone family gatherings, outings or trips. 

If you cannot avoid crowds, minimise the amount of time you spend 
around people. 

Stay healthy at work. 

• Work from home or arrange to work flex hours if possible. 

• Wash your hands frequently with warm water and soap. 

• Use waterless sanitizing gel to clean hands if soap & water are not available. 
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• Clean objects and hard surfaces that are handled by many people with a 
disinfectant. 

• Keep your office door closed. 

• Use stairs instead of crowded elevators. 

• Cancel non-essential meetings: use teleconferencing/video conferencing/ 
emails/fax. 

• Travel on public transport at off peak hours or walk, ride your bike to and from 
work. 

If you feel unwell, stay home, rest and drink plenty of fluids 

2.2 Personal Hygiene 

Along with vaccines and antiviral medication, good personal hygiene will help protect 
you and your family from coming in contact with influenza viruses.  Vaccines and 
antiviral medications may not be available to the general public in the early phases of 
the pandemic.  Strict adherence to personal and environmental hygiene may be the 
only preventative measure available during a pandemic.  Wash your hands frequently, 
especially when you are near sick people.  Use disposable, single-use tissues for wiping 
noses; cover nose and mouth when sneezing and coughing; hand wash after coughing, 
sneezing or using tissues; keep hands away from the eyes, nose and mouth.  Healthy 
eating, adequate sleep and physical activity are essential to your health. 

By frequently washing your hands you wash away germs, viruses and bacteria that 
you have picked up from other people, or from contaminated surfaces, or from animals 
and animal waste. 

When should you wash your hands? 

You should wash your hands often.  It is especially important to wash your hands 

• Before, during and after you prepare food. 

• Before you eat. 

• After using the bathroom. 

• After sneezing or coughing or blowing your nose. 

• When your hands are dirty. 

• More frequently when someone in your home is sick. 

• After touching commonly used items. 
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Alcohol-based hand wipes and gel sanitisers 

When soap and water are not available, alcohol based disposable hand wipes or gel 
sanitisers may be used.  You can find them in most supermarkets and drugstores. 

See hand hygiene guidelines in the Forms and Tools section  
of this chapter on how to wash your hands with  
soap and water or the alcohol hand sanitizers. 

What happens if you do NOT wash your hands frequently? 

You pick up germs and viruses from other sources and then you can infect yourself 
when you 

• Touch your eyes. 

• Touch your nose. 

• Touch your mouth. 

2.3 Environmental Cleanliness 

Influenza virus can live up to 2 days on hard surfaces.  Washing hard surfaces (sinks, 
counters etc) with a disinfectant such as a ten percent bleach solution (one part bleach 
and nine parts water) will kill the influenza virus.  Surfaces that are frequently touched 
with hands should be cleaned often.  Careful, thorough cleaning of surfaces is effective 
in removing the influenza virus and many other germs.  If a member of your family is ill 
with influenza, keep their personal items, such as towels, separate from the rest of the 
family.  Do not share towels.  Do not share eating utensils or drinks with anyone (you 
never know who is sick or who is not sick). 

Ensure that your home always has adequate supplies for hand washing and cleaning. 

Special handling of laundry or linen from a person who may have influenza is not 
necessary.  Wash clothing and linen in a warm wash cycle with a commercial laundry 
detergent and dry as usual.  The garbage generated by a person with influenza does not 
require special handling. 

Individuals who die at home should be wrapped in a sheet (with a plastic covering on 
the mattress to protect from any urine or faeces) and kept in a cool, dry location until 
pick up by funeral services.  Bodies of persons who died from influenza are not 
considered contagious to others. 

2.4 Avoid Crowds (Social Distancing) 

Another way to protect yourself and minimise being exposed to influenza viruses is by 
avoiding crowds of people.  People can look healthy but still spread the virus.  Influenza 
is infectious for 24 hours before symptoms develop.  The more people you are in 
contact with, the more you are at risk for coming in contact with someone who has 
influenza.  The more time you spend in contact with people, the greater the chance 
you will be exposed to someone who is carrying the influenza virus. 
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The risk of spreading the influenza virus in day care settings and schools can be 
increased because of the large number of people and the amount of time spent together 
in a confined area.  The risk of infection is influenced by the age of the child/person, 
group size, the nature of the activity and the hygienic habits of the child/person.  
Influenza acquired in these settings may spread to attendants, teachers, family 
members and the community. 

When the pandemic is declared within New Zealand and the MidCentral DHB region, 
the Ministries of Education, Health and the local Medical Officer of Health will decide 
whether schools and day care settings need to be closed based on how serious the 
situation is.  You may choose not to send your child to daycare, playgroups, sports 
activities or other activities until the pandemic is over.  If your child is sick with 
influenza like illness or has been exposed to a person with the influenza in the past 
three days, do not send your child to daycare, school or other activities. 

It is impossible to say for certain which situations are safe and which situations should 
be avoided.  To help you decide on which situations to avoid during a pandemic use the 
Decision chart for situations to avoid during a pandemic (Table 1).  In this chart, some 
common activities and places are listed in boxes.  Situations in the black box should be 
avoided as your chance of catching the influenza virus is highest with these places or 
activities.  The dark-grey boxes list situations that are of an intermediate risk, while 
those in the light-grey boxes carry the lowest risk for being infected.  Compare your 
own situation to those in the chart and choose the most similar one listed.  Then follow 
the instructions indicated for your choice.  Remember that the places and activities 
listed are only examples and the decision to close schools and other public gatherings 
will be made by the local Medical Officer of Health and the above mentioned 
Government Departments. 

Prevention is the best defense against influenza.  You should protect 
yourself and others by: 

• Covering your mouth with a tissue when coughing or sneezing. 

• Washing your hands frequently especially after touching your nose, mouth, eyes 
or used tissues. 

• Avoiding crowds. 

• Staying at home if you are sick. 
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How Many People am I in Contact With? 

 Very crowded Many People A Few people 

Prolonged  
(over 4 hrs) 

• Child Day Cares 
• Primary and Secondary Schools 
• Tertiary Institutions (and 

Dormitories) 

• Closed workplaces • Home 
• Baby-sitting neighbours’ 

children 

Intermediate 
(over 1 hr) 

• Entertainment venues (movies, 
concerts) 

• Sporting venues (among 
participants or spectators) 

• Special events (eg Olympics 2010) 
• Community centres 
• Swimming pools 

• Day tours via buses, boats 
• Religious gatherings 
• Weddings or funerals 
• Business conventions and 

trade shows 
• Playgrounds 
• Team sports activities 

• Restaurants 
• Shopping Malls 
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Short 
(less than 1 hr) 

• Public transport during rush hour 
• Retail stores during major sale 

events 

• Public place waiting areas or 
lines (e.g.  banks, store check-
out lines) 

• Home deliveries 

Table 1:  Decision Chart for Situations to Avoid During a Pandemic 

 

• Consider canceling or postponing events and avoid places that are listed (or are similar to those listed) in the BLACK box. 

• If possible, avoid places and events in the DARK-GREY boxes. 

• May attend places or events in the LIGHT-GREY box, but continue to use good personal and environmental hygiene practices. 
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2.5 Other Helpful Hints to Maximise Your Health During a 
Pandemic 

2.5.1 At Home 

• Check up on family, friends and neighbors who live alone. 

• Offer to get groceries and run errands for family/friends/neighbors who are at 
higher risk for getting influenza (elders, persons with other chronic medical 
conditions). 

• Anticipate what you will need during a pandemic and stock up on foodstuffs, 
cleaning supplies, prescription medication and basic medications such as 
Acetaminophen (i.e.  Paracetamol, Ibrobrufen). 

• Keep in mind that the pandemic may last several months and come in waves. 

• Keep emergency phone numbers and self-care instructions in a place where 
everyone in the family can access them. 

• Schools and community centres may be closed, keep books and games at home 
for your children to play with. 

• Arrange for childcare that minimises exposing your children to crowds. 

• Make arrangements with your child’s teacher for schoolwork to be done from 
home. 

• Most family pets are not at risk for getting or passing on influenza.  Pigs, 
birds/poultry and horses are at risk for getting influenza.  If you have these 
animals as pets or live on a farm you should take extra special care in washing 
your hands after coming in contact with them. 

2.5.2 At Work or School 

• Stay at home if you are ill. 

• Drive your car, walk or ride your bike. 

• Go early or late to avoid rush hour crowding on public transport. 

• Minimise contact with others. 

• If you need to meet with people, stay 3 feet apart (one metre). 

• Avoid shaking hands, hugging or kissing people as greetings. 

• Work from home if possible. 

• Work flexi hours (come in early or late to avoid working in close spaces with 
others). 
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• Cancel or postpone travel and face-to-face meetings where possible. 

• Have meetings using video or teleconferencing. 

• Make use of emails to pass on information. 

• Bring your lunch and eat at your desk or away from others (avoid the cafeteria 
and crowded restaurants). 

• Sit at the back of the class away from others. 

• Walk up and down stairs instead of using crowded elevators. 

2.5.3 Shopping 

• Go to stores at off-peak hours to avoid crowds. 

• Shop at smaller stores which have few other customers. 

• Find out which stores if any, are open 24 hours in your neighborhood. 

• Find out which stores and pharmacies take telephone orders or deliver to your 
home. 
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3 Self Diagnosis 

3.1 How do I know if I have influenza? 

You may have influenza if you have a sudden onset of a respiratory illness with a cough, 
fever, headache, muscle pain, a runny nose, sore throat, and body aches.  Sometimes, 
but not very often, children with influenza can have nausea, vomiting or diarrhoea.  
Sometimes adults over 65 and children under 5 may not have a fever when sick with 
influenza.  Although colds and other viruses may cause similar symptoms, influenza 
weakens a person much more than other viruses.  Most healthy people will feel better in 
about five to seven days but symptoms may last for 2-3 weeks.  Complications of 
influenza, such as pneumonia, can be more severe for the elderly, infants or people with 
chronic health problems. 

3.2 Is it a cold or influenza? 

Although colds and other viruses may cause similar symptoms, influenza weakens a 
person much more than other viruses and can lead to complications.  The following is a 
chart of the common signs and symptoms of influenza and colds. 

Symptom Flu (influenza) Cold (rhino virus) 

Fever  38ºC - 40ºC and lasts 3-4 days Rare 

Headache  Usual and can be severe  Rare 

Aches and pains  Usual and can be severe  Rare 

Fatigue and weakness  Usual and can last 2-3 weeks Sometimes, but mild or 
more 

Extreme fatigue  Usual, early onset can be severe  Rare 

Nausea, vomiting  In children < 5 years old  Rare 

Runny, stuffy nose  Rare  Usual 

Sneezing  Rare  Usual 

Sore throat  Rare  Usual 

Chest discomfort  Usual and can be severe Sometimes, but mild to 
moderate 

Complications  Respiratory failure; can worsen 
a current chronic condition; can 
be life-threatening 

Congestion or earache 

Prevention  Influenza vaccine; frequent 
handwashing, cover your cough 

Frequent handwashing 
cover your cough 
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3.3 What to Expect with Influenza? 

Influenza usually begins with a sudden onset of a respiratory illness with a cough, fever, 
headache, muscle pain, a runny nose, sore throat and body aches.  In a few days, fever 
and muscle aches will decrease and a sore throat, cough and mild chest discomfort may 
become more noticeable. 

Most healthy people will feel better in five to seven days but symptoms may last for 2-3 
weeks. 

It is not necessary to seek medical attention if you have symptoms of influenza unless 
you are concerned about your symptoms or your symptoms worsen.  Persons with 
chronic health problems may need to seek medical attention.  If in doubt, refer to the 
Decision Making Tools located in the Forms and Tools section of this chapter. 
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4 Self Treatment 

4.1 What Can I do if Myself or My Family are Sick? 

Providing care to a person with influenza at home will be common during an influenza 
pandemic.  Ask for help from family members/friends if you live alone, are a single 
parent with small children and are having a hard time taking care of your own/family’s 
needs. 

Stay home when you are feeling ill 

Do not go to work or school and possibly spread influenza to others.  You should avoid 
other people until at least seven days after your symptoms start.  This is to avoid 
spreading the influenza virus to others.  Persons who are ill should stay in their rooms 
as much as possible to maintain physical separation from other family members who 
are not ill.  If more than one person in the home is ill they can share a room. 

Get plenty of rest 

You will probably feel very tired and weak.  Resting will allow your body to recover 
from influenza. 

Drink plenty of fluids 

Extra fluids such as water, juice, and chicken soup are needed to replace the fluids lost 
especially if you have a fever.  If your urine is dark, you need to drink more fluids.  Try 
to drink a glass of water for every hour that you are awake.  Warm fluids may also help 
loosen up mucus in your throat and lungs. 

Treat fever or muscle aches at home 

Taking Paracetamol or Acetaminophen (Ibrobrufen) may provide some comfort.  
Always follow the directions on the package as to how much and how frequently you 
should take  

Acetaminophen is a good choice as it causes less stomach upset than other pain 
medications.  Never give any products containing ASA (Acetylsalicylic acid), 
eg, AspirinTM to any child under the age of 18 years.  Giving ASA products may 
lead to Reye’s syndrome, a serious condition affecting the nervous system and the liver. 

Always use a tissue to cover your mouth and nose when coughing and 
sneezing.  Throw the tissue away after use and wash your hands 

immediately. 
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Over-the-Counter Cough and Influenza Remedies 

If you buy an over the counter medication, check with the pharmacist to 
see which one is best for you: 

• Tell the pharmacist if you are taking other medications or if you have any 
chronic medical conditions 

• It is better to buy a remedy that treats only one symptom at a time (that way you 
are not taking substances that do not work or that may cause an unwanted 
reaction) 

• Read the label carefully to see if the ingredients treat the symptom you want to 
treat 

• Read the label and note any side effects or interactions with other medications 

• Only take the recommended dose on the label 

• Extra strength remedies contain a higher dose of medication.  Start with a 
standard dose first as it may work fine and have less side effects 

If you have a cough that you are worried about, you may want to take a medication to 
help, eg, a cough suppressant for a dry nagging cough or an expectorant to help loosen 
the mucus. 

Decongestants may help with a stuffy nose and throat lozenges may help a sore throat.  
Consult your pharmacist or family doctor for advice on the medication that is right for 
you and your symptoms. 

If you have any questions about medications, don’t hesitate to talk to your 
pharmacist. 

It is possible that during a pandemic, you will hear stories of cures and medications 
promising to prevent or cure influenza.  It is important to realize that only New Zealand 
Ministry of Health/Pharmac regulated antiviral medications and vaccines have been 
through extensive testing and have been found to be safe for humans.  Beware of false 
promises.  If you have any doubts or questions about a product, speak with a 
pharmacist or your family physician 

Fevers 

In most cases, fever is not serious and it is a good sign that the person’s body is working 
to fight off an illness.  For details on how to take a temperature, using a thermometer, 
refer to How to Take a Child’s Temperature and How to Take an Adult’s Temperature 
in the forms and tools section of this chapter.  The placement of the thermometer is 
different for infants, children and adults.  It is important that the thermometer is used 
correctly in order to get the proper temperature reading.  If you do not have access to a 
thermometer, you can check for a fever by touching the skin of the person who is sick.  
If the skin is hot and dry, cheeks are flushed, lips and mouth are dry and they have the 
“chills”, they probably have a fever. 
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What to do if you have a fever? 

How to bring down a fever and make your child/family member more comfortable: 

• Take off heavy clothing and blankets so that the heat may leave the body. 

• Dress in lightweight clothing and keep room temperature at 20°C. 

• Give a luke warm sponge or tub bath (never use alcohol rubs). 

• Offer cool fluids frequently when the child/person is awake. 

• May give Acetaminophen (Paracetamol, Ibrobrufen) every 4-6 hours for 
comfort and to reduce. 

Never give ASA (Aspirin™) to children. 

• Allow the child/person to rest and stay home if possible for at least 7 days (to 
avoid spreading influenza to other people). 

What are febrile seizures? 

A febrile seizure is a convulsion in a child caused by a fever.  They are caused by a rapid 
rise of body temperature over 102.2 °F (39°C).  Most occur within the first day that the 
child is sick and it is not always when the fever is the highest.  Sometimes the seizure is 
the first sign of a fever in an infant or child.  Most are triggered by respiratory 
infections including influenza, ear infections and roseola.   

The first time a child has a seizure is very frightening for parents.  Simple febrile 
seizures do not cause harm to the child.  There is no evidence that a simple febrile 
seizure can cause death, brain damage, epilepsy, mental retardation, a decrease in IQ or 
learning difficulties.  A child cannot swallow their tongue during a seizure 

A simple febrile seizure will stop by itself within a few seconds to 10 minutes.  It is 
followed by a brief period where the child is sleepy or confused.  Medication is not 
needed.  A complex febrile seizure lasts longer than 15 minutes, occurs in one part 
of the body and happens again during the same illness. 

A febrile seizure may be as mild as the child’s eyes rolling or limbs stiffening.  
Sometimes a fever will trigger a convulsion that involves the whole body. 

Signs that your child maybe having a febrile seizure: 

• Sudden, stiffness of the muscles of the face, arms legs, on both sides of the body. 

• A cry or moan from the child. 

• The child will fall if standing and may pass urine. 

• The child may vomit or bite their tongue. 

• The child may not be breathing and may begin to turn blue. 
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• The child’s body will then begin to have jerky movements. 

• The child will not respond to voice or touch. 

• The child’s body will begin to relax and the seizure will be over. 

What to do if your child has a febrile seizure: 

• Stay calm. 

• Leave your child on the floor (you may want to slip a blanket under the child if 
the floor is hard). 

• Loosen tight clothing, especially around the neck. 

• Move the child only if they are in a dangerous location. 

• Turn the child on his side or stomach to protect the head and to prevent him 
from choking if he vomits. 

• Do not hold your child down. 

• Do not force anything into his mouth as this increases the risk of injury. 

• Observe closely and time the febrile seizure, so you can tell the doctor what 
happened. 

Seeking Medical Attention: 

• Children should see a doctor as soon as possible after their first febrile seizure 

• If the seizure ends quickly, take your child to the family doctor or emergency  

• Department when it is over.  If the child is stable, you can also call your General 
Practitioner.  If this call is made after hours it will be forwarded to another 
Health Professional who will able to offer advice. 

• If the seizure is lasting longer than 10 minutes, call 111 to have an ambulance 
bring your child to the hospital 

• A child should also see a doctor if there are repeated seizures during the same 
illness or if this looks like a new type of seizure for your child. 

Preventing Further Febrile Seizures: 

If your child has a history of febrile seizures and has a fever: 

• Give your child acetaminophen at the first sign of fever (you may want to have 
acetaminophen suppositories on hand). 
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• Sponge or bathe your child in lukewarm water.  You may apply cool washcloths 
to the forehead and neck if tolerated by the child. 

• Offer your child cool drinks. 

Increased Breathing 

For details on how to measure the breathing rate of someone who is sick, refer to How 
to Measure Breathing Rates in the forms and tools section of this chapter.  If someone 
with influenza develops very high breathing, this may be a sign of a complication, e.g.  
pneumonia.  Persons who develop complications from influenza may need further 
assessment and care. 
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5 Referral for Further Care 

You may seek advice from your family GP, the MidCentral District Health Board 
Pandemic Line (this service is still to be planned or may be included in a national 
Tele Triage service). 

If symptoms are severe and need immediate action, call 111 (Ambulance, Paramedics) 
or go to the closest Community Based Assessment Centre (CBAC) or phone and speak 
with your Doctor. 

Community Based Assessment Centre’s will be staffed by health professionals.  CBAC’s 
will be instigated at the onset of the pandemic.  (Refer Chapter 7 of this plan) 

5.1 When to Seek Medical Attention 

You may need to seek medical care if you are an adult and have any of the 
following: 

• You are short of breath (not getting enough air) even while resting. 

• Your breathing is difficult or painful. 

• You have a pain in your chest when you breathe. 

• You have chest pain that will not go away. 

• You have heart disease and develop chest pain. 

• You are coughing up bloody sputum. 

• If you are wheezing. 

• You still have a fever after three or four days and are not getting better/or 
feeling worse. 

• You are feeling better and then suddenly develop a fever and start to feel sick 
again. 

• You or others notice you are extremely drowsy, confused or disoriented. 

• You have extreme pain in your ear. 

Seek medical attention as soon as possible to prevent your condition from 
worsening.  Your CBAC may prescribe antibiotics for a secondary bacterial 
infection. 

Antibiotics will not work against influenza. 

A virus causes influenza. 
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You may need to seek medical care for your child if your child has any of 
the following: 

• A medical condition that requires on going medical care. 

• Trouble breathing. 

• Is less than 6 months old and has a temperature over 38.5°Celsius. 

• Is constantly irritable and will not calm down. 

• Is listless and not interested in playing with toys. 

• Has a fever which lasts more than 5 days. 

• Drinks so little fluid that they are not urinating at least every 6 hours while 
awake. 

• Has vomited for more than four hours or has severe diarrhea. 

Take your child to the hospital emergency department or call 111 if your 
child has any of the following: 

• Has severe trouble breathing not caused by a stuffy nose. 

• Has very high number of breaths in one minute. 

• Has blue lips. 

• Is limp or unable to move. 

• Is hard to wake up, unusually quiet or unresponsive. 

• Has a stiff neck. 

• Seems confused. 

• Has a febrile seizure (convulsion or fit). 

• Has not had a wet nappy in 12 hours. 

Older children and teens have the same influenza symptoms as adults.  Very young 
children and infants probably have similar symptoms, but do not know how to tell 
people they have sore muscles or a headache.  These children may be irritable and eat 
poorly. 

To help you decide when to seek further care, please refer the Decision Making Tools in 
the forms and tools section at the end of this chapter. 
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For More Information 

Talk to your family GP or your local Public Health Service. 

By telephone: 

MidCentral District Health Board 
Pandemic Line:  

06 XXX-XXXX or  
0800 XXX-XXXX 

Ministry of Health Help Line:  0800  286 358 (0800 AVN FLU) 

On the web: 

MidCentral DHB: www.midcentral.co.nz 

Ministry of Health Pandemic: www.moh.govt.nz/pandemicinfluenza  

World Health Organisation: www.who.org  
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6 Forms and Tools 

Tool 5.1  Hand Hygiene Procedures 

Tool 5.2  How to Take a Child’s Temperature 

Tool 5.3  How to Take an Adult’s Temperature 

Tool 5.4  How to Measure Breathing Rate 

Tool 5.5  Decision-making Tool for Self Referral for Infants, Children & Adults 
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Tool 5.1  Hand Hygiene Procedures 

Description on Hand Hygiene Using Non-antimicrobial Soap and 
Antimicrobial Soap and Water (see attached poster) 

• Remove jewellery before hand washing. 

• Rinse hands under warm running water. 

− RATIONALE: This allows for suspension and washing away of the 
loosened microorganisms. 

• Lather with soap and, using friction, cover all surfaces of the hands and fingers. 

− RATIONALE: The minimum duration for this step is 10 seconds; more 
time may be required if hands are visibly soiled. 

• The influenza virus is readily inactivated by regular soap, hand wash or hand 
hygiene products.  Frequently missed areas are thumbs, under nails, backs of 
fingers and hands. 

• Rinse under warm running water. 

− RATIONALE: Washes off microorganisms and residual hand washing 
agent. 

• Dry hands thoroughly with a single-use towel. 

− RATIONALE: Drying achieves a further reduction in the number of 
microorganisms.  Avoid re-useable towels because of the potential for 
microbial contamination. 

• Turn off faucet without re-contaminating hands (e.g. use single use towel). 

− RATIONALE: Avoids re-contamination of the hands. 

• Keep fingernails short and avoid the use of fingernail polish or artificial nails. 

− RATIONALE: Chipped nail polish may increase bacterial load.  

• Artificial nails including wraps, acrylics or tips increase bacterial load.  Nail 
polish and artificial nails impede visualization of soil under nails. 

(Adapted from the Canadian Influenza Plan, Annex F, pages 195-196) 

Hand Hygiene with an Alcohol-based Hand Sanitiser-see attached poster 
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Tool 5.2  How to Take a Child’s Temperature 

There are 4 ways to take a child’s temperature: 

• By the mouth (oral) 

• By the Bottom (rectal) 

• Under the armpit (axilla) 

• In the ear (tympanic) 

The right method depends on your child’s age.  It is important to get the most accurate 
temperature reading as possible.  For older children and teenagers, you can use the 
adult method as well.  The following chart will help you decide which method to use. 

The best method of taking a temperature depends on your child’s age: 

Age Best Method 
Second Best 

Method 
Third Best 

Method 

Birth to 2 years of age Bottom (rectal) Armpit (axilla) ------------------ 

2 to 5 years of age Bottom (rectal) Ear (tympanic) Armpit (axilla) 

Older than 5 years Mouth (oral) Ear (tympanic) Armpit (axilla) 
 

There are several different types of thermometers.  Modern thermometers are digital 
that display the temperature.  A digital thermometer can be used for taking 
temperatures in the bum, mouth and armpit.  It is made of unbreakable plastic; it is 
easy to read and measures temperature quickly. 

Ear thermometers are available but are expensive.  A fever strip is not 
recommended because it does not give an accurate temperature reading. 

You may have an older thermometer that is made of glass or plastic and uses mercury.  
The New Zealand College of Pediatrics does not recommend using mercury 
thermometers.  Accidental exposure to this toxic substance can occur if the 
thermometer breaks. 

The following guidelines on how to take a temperature are general.  Please follow the 
directions provided by the manufacturer of your thermometer. 

Digital Thermometer: (oral, rectal, axilla, not for use in the ear) 

• Clean the thermometer with cool, soapy water and rinse. 

• Press the button to turn the thermometer on. 

• Put the thermometer in the bum, mouth or armpit depending on your child’s 
age. 

• Hold the top of the thermometer for the length of time specified by the 
manufacturer. 
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• Wait for the thermometer to beep. 

• Remove the thermometer. 

• Read the temperature on the display. 

• To clean a digital thermometer, wash only the tip with soap and warm (not hot) 
water and wipe off with 70% alcohol after use.  Dry well. 

Mouth: place silver tip under the tongue and ask child to close mouth but not bite 
down on the thermometer.  Do not give the child hot or cold liquids for ½ hour before 
taking his/her temperature as this will affect the temperature reading. 

Armpit: hold the thermometer so that the silver tip is touching the skin, and have your 
child cross that arm across their chest (or use your other hand to hold your child’s arm 
snugly against their body). 

Bottom: place some petroleum jelly (such as Vaseline™) on the tip and with your baby 
lying on its back or side, gently place the tip into the bum about 2.5 centimeters 
(1 inch).  Hold the thermometer at all times with your fingers. 

Ear Thermometer: (use only an ear thermometer when taking 
temperatures from the ear) 

• Use a clean probe tip each time and follow the manufacturer’s instructions very 
carefully. 

• Gently tug on the ear, pulling it back and up.  This will straighten the ear canal, 
and make a clear path on the inside of the ear to the eardrum. 

• Gently insert the thermometer until the ear canal is fully sealed off. 

• Squeeze and hold the button down for one second or as directed by the 
manufacturer of the thermometer. 

• Remove the thermometer and read the temperature. 

Note: this ear method is not recommended for children under two years of age. 

Ask the pharmacist any questions you may have when you buy a 
thermometer. 

The NORMAL body temperature range for children depends on the method used to 
take the temperature 

Bum:   36.6 °C to 38 °C  (97.9 °F to 100.4 °F) 

Armpit:  34.7 °C to 37.3 °C (94.5 °F to 99.1 °F) 

Mouth:  35.5 °C to 37.5 °C  (95.9 °F to 99.5 °F) 

Ear:   35.8 °C to 38 °C  (96.4 °F to 100.4 °F) 
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It is important to know that a child’s temperature will normally rise by half or a full 
degree during the day and fall again while the child is sleeping at night.  If your child 
has a fever, follow the instructions in What to do if your Child/Family Member has a 
Fever, to lower the fever.  If you do not have a thermometer you can check for a fever by 
touching the skin.  If the skin is hot and dry, the child’s lips and mouth are dry, if the 
cheeks are flushed and if they have the “chills”, follow the instructions for lowering the 
fever even if you do not know what the actual temperature is. 

To help you decide when to seek further care, please refer the Decision Making Tools in 
the forms and tools section at the end of this chapter. 
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Tool 5.3  How to Take an Adult’s Temperature 

Normal adult body temperature is regulated between 35.8°C and 37.2°C (96.4°F to 
99°F) in healthy persons.  Temperatures will vary 0.5-1.0°C during the day.  Body 
temperature shows a definite pattern: low in the morning, gradually increasing during 
the day, and reaching its maximum during the late afternoon or early evening.  There 
are 3 ways in which an adult’s temperature is usually taken: 

• By the mouth (oral) 

• In the ear (tympanic) 

• Under the armpit (axilla).  This method is least accurate and is usually only used 
if the person is very sleepy or not mentally clear. 

Digital Thermometer 

• Clean the thermometer with cool, soapy water and rinse. 

• Press the button to turn the thermometer on. 

• Put the thermometer in the mouth or armpit. 

• Hold the top of the thermometer for the length of time specified by the 
manufacturer. 

• Wait for the thermometer to beep. 

• Remove the thermometer. 

• Read the temperature on the display. 

• To clean a digital thermometer, wash only the tip with soap and warm (not hot) 
water and wipe off with 70% alcohol after use.  Dry well. 

Mouth: place tip of thermometer under tongue and close mouth.  Do not bite down on 
thermometer.  Do not smoke a cigarette or drink something hot/cold for half an hour 
prior to taking a temperature. 

Armpit: Place tip of thermometer against the skin and hold the arm snugly against 
chest. 

Ear Method 

• Use a clean probe tip each time and follow the manufacturer’s instructions very 
carefully. 

• Gently tug on the ear, pulling it back and up.  This will straighten the ear canal, 
and make a clear path on the inside of the ear to the eardrum. 

• Gently insert the thermometer until the ear canal is fully sealed off. 
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• Squeeze and hold the button down for one second. 

• Remove the thermometer and read the temperature. 

Ask the pharmacist any questions you may have when you buy a 
thermometer. 

In the event you do not have access to a thermometer, you can assess if someone has a 
fever by touching his or her skin.  If the person’s skin is hot and dry, if they have the 
“chills”, if their mouth and lips are dry, if their cheeks are flushed, they might have a 
fever.  Follow the instructions in What to do if your Child/Family Member has a Fever 
on how to lower a fever even if you are not sure what the person’s temperature is. 

To help you decide when to seek further care, please refer the Decision Making Tools in 
the forms and tools section at the end of this chapter. 
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Tool 5.4  How to Measure Breathing 

For adults and older children watch the chest rise and fall.  Use a watch or clock 
and count the number of times the chest rises (or expands) in one minute (60 seconds).  
Write this number down so you do not forget. 

Children and infants use their stomachs to breathe and so you should uncover the 
child so you can see the stomach as well.  Count the number of times the stomach or 
chest rises (expands).  You may want to count for 30 seconds (half a minute) using a 
watch or clock.  If you counted for 30 seconds you need to multiple by 2 (double the 
number) in order to get the number of breathes per minute.  Write this number down 
so as not to forget it. 

Compare the number you counted to the chart below.  If your child’s breathing rate is 
the same or over the number in the chart, it is a sign that they are having trouble 
breathing and you should seek medical attention.  If your child has other symptoms or 
behavior that you are concerned about, seek medical advice. 

Definition of fast breathing: 

Age Number of breaths per minute 

Less than 2 months of age Over 60 breaths per minute 

2 to 12 months of age Over 50 breaths per minute 

Over 12 months to 5 years of age Over 40 breaths per minute 

Greater then 5 years of age Greater then 30 breaths per minute 

 

In children under 5 years of age, signs of trouble breathing include: 

• Grunting with breathing. 

• Stridor (whistling/squeaking/wheezing noise) with breathing. 

• Flaring nostrils with each breath. 

• Chest rising opposite to the stomach rising (paroxysmal breathing). 

 

To help you decide when to seek further care, please refer the Decision 
Making Tools in the forms and tools section at the end of this chapter. 
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Tool 5.5  Decision Making Tools for Self-Referral of Infants,  
Children & Adults 

The following three pages are tools to help you decide what steps to take if you or your 
children are sick.  Follow the questions, which will guide you through these flow charts.  
Depending on how you answer the questions, the decision making tool will tell you 
when it is safe to treat yourself or your child at home; or when further referral is 
necessary. 

There are three different decision-making tools.  One each for 

• Infants and Young Children (birth to 6 years old). 

• Older child (6 years to adolescence). 

• Adults. 

Choose the Decision Making Tool, which is appropriate for the person who is sick.  The 
top left of the diagram is where to start.  Follow the arrow to the first box.  Ask the 
question and decide if the answer is YES or NO.  If the answer is YES, follow that YES 
arrow to the next box and answer those questions.  Continue on until you reach the end 
of your boxes.  If the first answer was NO, follow the arrow marked NO to the other 
question box. 

To answer some of the questions in the boxes, you may need to measure the 
temperature and the breathing of the person who is sick.  Refer to How to Take a 
Child’s Temperature, How to Take an Adult’s Temperature and How to Measure 
Breathing Rates in the forms and tools section of this chapter. 

 

Remember that if you have any questions or concerns you may at any time 
phone your family doctor or the (National Pandemic Line or MDHB 

Pandemic Line which is still to be determined). 
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7 Next Steps 

7.1 MDHB Pandemic Line 

Dedicated 0800 telephone lines for influenza information will have to be established 
and the information shared early on in the event of a declared influenza pandemic. 

National working groups along with local DHB planning groups will be planning for 
this resource. 

Planning Assumptions 

• For use in times of a declared Pandemic 

• Staffed by qualified health professionals 

• Operate 24 hours/7days a week or the duration of the pandemic 

• May be nationally linked 

• May be linked with Community Based Assessment Centres 

• May be a centralised national resource 
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Chapter 6 
 

Emergency Response 

The Coordinated Incident Management System (CIMS) is the NZ Government 
mandated model for delivering a coordinated multi agency response to crisis and 
disasters within New Zealand.  MidCentral District Health Board, along with the 20 
other NZ DHBs, the Ministry of Health and other Emergency Services have adopted 
and implement the CIMS model. 

CIMS offers consistency between agencies in dealing with crisis and coordinates the 
management, operations, logistics, and planning of incidents as they develop.   

The accountability for planning for, and responding to, human pandemic influenza will 
be led by the Ministry of Health under the National Health Emergency Plan: Pandemic 
Action Plan.  The lead authority for pandemic planning and response at regional and 
district level will be with the DHBs.  Certain aspects of a pandemic response may 
escalate to a point where a National Pandemic Notice is issued or maybe Civil 
Emergency is declared but this will be seen as an extreme measure.  A Civil Defence 
emergency may also be declared if a separate emergency or event occurs whilst a 
pandemic is still active. 

MidCentral DHB operates and maintains a comprehensive Business Continuance Plan.  
The response to any Pandemic will also be an issue of Business Continuance for the 
governance and functioning of the DHB.  Other stakeholders involved in the health care 
of our community are encouraged to implement Business Continuance Plans. 

The specific objectives of the MDHB Pandemic Emergency Response plan are 

1. To establish command structures and operational procedures, including the 
establishment of an Emergency Operations Centre 

2. To encourage collaboration between key stakeholders including Central Region 
DHBs and other DHB’s, emergency service personnel and Public Health to 
ensure that the planned pandemic response will be coordinated, 

3. Show linkages and expectations in planning between key Civil Defence 
Emergency Management agencies and MidCentral DHB 

And 

4. To facilitate the maintenance of a continuous state of “readiness” through 
ongoing education, testing and revision of DHB plans. 

These plans are consistent with CIMS, and provide a solid starting point and a valuable 
resource for pandemic influenza emergency response planning.  They incorporate 
important features, such as the use of common language, the principles of coordinated 
decisions and priorities based on the “greater need” and the utilisation of a chain of 
command.   
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1 Command Structure 

There are a number of networks that will be formally established in a pandemic.  The 
integration of these networks may be complex at times, but it is important that all 
networks are linked and utilised in a pandemic for maximum information flow; 
planning and for an integrated decision making process.  These networks are: 
1. Internal MDHB networks: 

Outbreak Control Committee and Pandemic Planning sub-group . 
 Emergency Operations Centre (standby, activation and recovery phases). 
2. External to MDHB: 

National and Central Region Health Emergency Management Organisation. 
Central Region Coordination Structure. 
MDHB Incident Control links to National Health Coordinator. 

Figure 1:  Outbreak Management Pre Emergency (Preparedness) Phase 
Relationships 
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Figure 2:  National and Central Region Health Emergency Management 
Organisation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The following CIMS based structure has been recommended by the CEO’s group for 
Central Region. 

The CIMS structure that would be established in the Ministry of 
Health EOC during the management of an infectious disease 
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Figure 3:  MidCentral District Health Board Emergency Operations Centre 
Pandemic Activation 

Executive Management Team
CEO, and 4 x General Managers

Executive Management Team
CEO, and 4 x General Managers

Incident Controller

Communications

Safety

Liaison Officer

Technical 
Advisory Group *

Risk Management

Protective Services

Finance

Funding

Other Relevant 
Services

Public Health

Secondary Care 
Services

Community Based 
Assessment 

Centres

Nursing

Primary Care 
Health Providers

Human Resources

Materials 
Management

Building/Catering/ 
Hotel Services

Information 
Systems

Other Relevant 
Services

Planning Manager Operations Manager Logistics Manager

District Response 
Coordinator

Wanganui DHB/ 
MDHB

CDEMG Group EOC

Other Relevant 
Services

Executive Management Team
CEO, and 4 x General Managers

Executive Management Team
CEO, and 4 x General Managers

Incident Controller

Communications

Safety

Liaison Officer

Technical 
Advisory Group *

Risk Management

Protective Services

Finance

Funding

Other Relevant 
Services

Public Health

Secondary Care 
Services

Community Based 
Assessment 

Centres

Nursing

Primary Care 
Health Providers

Human Resources

Materials 
Management

Building/Catering/ 
Hotel Services

Information 
Systems

Other Relevant 
Services

Planning Manager Operations Manager Logistics Manager

District Response 
Coordinator

Wanganui DHB/ 
MDHB

CDEMG Group EOC

Other Relevant 
Services

 

*Technical Advisory Group may comprise: 

• MDHB Medical Director (or nominee) 
• MDHB Medical Officer of Health 
• MDHB General Practitioner Liaison 
• Such other person/expert required to assist with particular crisis 
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Figure 4:  Site Support Incident Command 
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Figure 5: Communications flow chart MDHB Incident Control to National 
Health Coordinator 
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2 Communication 

A communication network to connect MidCentral District Health Board, other DHBs 
from the Ministry of Health has been established by gathering essential contact 
information for key participants. 

Other communication network lists have been complied and are held by the Manager 
Protective Services, MDHB.   These contact lists include the Health Emergency 
Management Single Point of Contact; MDHB Emergency contact numbers; Civil 
Defence Emergency Management Group members and External Providers. 

Alternative means of communications may be required and to this end the Manawatu 
Wanganui Regional Civil Defence and Emergency Management are largely equipped 
with Smartboard™ technology over IP along with a regularly tested ES Band radio 
network. 

Regional Central Region DHBs all have Smartboard™ technology and this may be the 
preferred method of communication for briefings, situation reporting, and logistical 
concerns across the region. 

Unless essential, face to face (including group type) meetings need to be avoided, 
telephones, teleconferencing, e-mail and Smartboards™  will be the preferred means of 
connecting with staff involved with the management of any pandemic response. 

There will be occasions where face to face meetings are essential and all care needs to 
be taken with infection control measures for those attending.   
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Figure 6 Horizons Regional Council Emergency Management Emergency 
Services Radio Network 
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Figure 7 
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3 Alert Levels 

The New Zealand MOH has adopted a standard set of Alert Levels.  These levels have 
been established to ensure Health care providers and other agencies can clearly 
communicate their level of response or the impact of an event on a specific Unit, Sites, 
District Health Board and Regional DHB Emergency clusters. 

Table 1:  Alert Levels 

Phase / Alert 
Code Ministry Actions DHB Actions 

Information 
(White) 

• Advise CEO’s of all 21 DHBs; 21 
DHB ‘single points of contact’; and 
Public Health Managers of emerging 
situation and potential 
developments 

• Provide media and public 
information and advice 

• Provide case definitions and other 
clinical and public health advice on 
control, where possible 

• Advise all relevant staff, services and 
service providers 

• Notify clinical and public health staff 
of case definitions, clinical advice, 
and control measures 

• Review clinical emergency plans 

Standby 
(Yellow) 
 

• Activate Ministry CIMS structure         

• Identify National Co-ordinator and 
National Co-ordination Team 
members 

• Identify and activate national 
Technical Advisory Group 

• Contact all 21 DHBs, via DHB single 
points of contact and advise of 
situation and national emergency 
control contact number(s) 

• Manage liaison and communications 
with other government agencies 

• Prepare to activate DHB CIMS 
structure   

• Prepare to activate Regional Co-
ordination Teams 

• Advise and prepare all staff, services 
and service providers 

• Manage own DHB clinical response 
and public health response if 
impacted by emergency 

Activation 
(Red) 
 

• Inform all DHBs, via single points of 
contact 

• Direct activation of the four 
Regional Co-ordination Teams 

• Coordinate response at national 
level through the four Regional Co-
ordination Teams 

• Activate DHB CIMS structure 

•  Activate Regional Co-ordination 
Teams 

• Advise of regional emergency 
control contact number(s) 

• Manage own DHB response, as 
required under regional co-
ordination arrangements.   
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Phase / Alert 
Code Ministry Actions DHB Actions 

Stand down 
(Green) 
 

• Moving from red to green – inform 
all Regional Co-ordinators 

• Moving from yellow to green – 
inform all DHB single points of 
contact 

• Advise media and public 

• Deactivate Ministry CIMS structure 

• Resume normal functions 
 
Post stand down:  Design and 
implement evaluation and review of 
emergency response. 

• Deactivate Regional Co-ordination 
Teams (where activated) 

• Deactivate DHB CIMS structure 

• Resume normal functions 
 
 
 
 
 
Post stand down:  Participate in the 
Ministry-led review of emergency 
response. 

 

 

It is possible that activation may proceed from Code White to Code Red within hours.  
National communications from the Ministry of Health will be numbered under the 
appropriate alert code; eg, White – Information 1, White – Information 2, Yellow – 
Standby 1, Yellow – Standby 2, and so on. 

Notification of change of alert level will be initially through a ‘one point of contact’ 
system from the Ministry of Health.  All DHBs have provided a 24 hours a day, 7 days a 
week contact point for the receipt of alert notifications.  It is important that health care 
providers also have a ‘one point of contact’ system so that the MDHB can forward any 
changes in alert status as soon as practicable. 

The MDHB, through the Pandemic Planning Centre, intends to exercise alert 
notifications to health care providers through the Pandemic Planning Update 
newsletter.  It is important that healthcare providers and other parties involved with 
pandemic planning and management provide a point of contact whether this be an E-
mail address or fax number. 
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Table 2:  TRIGGERS FOR MOH and DHB ACTION BASED ON WHO GUIDELINES 

Risk level Health sector responses 
(Ministry of Health and 
DHBs) 

Roles for non-health agencies (often in 
co-operation with the Ministry of Health) 

Communications 

PREPAREDNESS 
PHASE 

No serious threat to 
New Zealand 

1. Routine surveillance system 
operations, and routine 
review of disease control 
systems.   

2. Routine interventions to 
reduce infectious disease 
risks at a population level (eg, 
hygiene education, guidelines 
and practices in health care 
settings). 

3. Routine emergency planning, 
incorporating plans and 
exercises for infectious 
disease outbreaks. 

Customs, New Zealand Immigration Service 
(NZIS):  routine (eg, arrival card information). 

Ministry of Foreign Affairs and Trade (MFAT):  
routine interaction with other governments on 
lines of communication and preventive 
measures. 

NZAID:  possibly provide support for 
improvements in disease surveillance and 
control efforts by WHO and developing 
countries in the South Pacific region. 

• Routine public health messages. 

• Promotion of immunisation. 

• Use reactive opportunities for key messages. 

• Use general Ministry of Health website and routine 
communication channels. 

• Identify and train relevant media spokespeople.   

• Other agencies utilise their normal channels for updating 
their sectors.   
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Risk level Health sector responses by Ministry of Health 
and DHBs (in addition to those at the 
preceding level) 

Roles for non-health agencies (in addition to 
those at the preceding level) 

Communications 

INFORMATION 
PHASE 

Alert Code:  White  

 

Potential infectious 
disease threat for 
New Zealand (eg, 
disease spread in 
other countries) 

 

As per the National Health Emergency Plan:  
Infectious Diseases  

Ministry of Health: 

• Advise all DHB CEO’s, the DHB single 
points of contact and public health units 
((Manager or Medical Officer of Health on 
call)) of the emerging situation and 
potential developments. 

• Provide media and the public with 
information and advice. 

• Provide case definitions and other clinical 
and public health advice on control to 
DHBs and the health and disability sector. 

 DHBs: 

• Advise all relevant staff, services and 
service providers. 

• Notify clinical and public health staff of 
case definitions, clinical advice, and control 
measures. 

• Review clinical emergency plans. 

ODESC through the DPMC:  bring together 
affected government agencies to activate a 
whole-of-government approach, and ensure 
co-ordination. 

All government agencies:  develop and 
distribute appropriate information and advice 
to their own staff and sectors they serve or 
regulate, based on technical guidance from the 
Ministry of Health and ODESC decisions on 
priorities. 

MFAT:   

• Publicise appropriate travel advisories 

• Liaise with foreign governments 

• Gather intelligence and updates from 
MFAT posts  

• Disseminate information about NZ 
management procedures to and through 
overseas posts. 

Treasury:  evaluate the potential economic 
aspects of border restrictions at this phase and 
at Yellow and Red phases (with Transport and 
Tourism inputs). 

Ministry of Tourism:  input into travel advice 
and liaison with tourist industry.   

Customs, NZIS, Transport:  implement 
agreed border control strategies, including 
liaison with appropriate stakeholders within 
New Zealand and at affected overseas points 
of departure. 

• Ministry of Health leads but involves other 
government agencies. 

• Communications plan developed and 
agreed at ODESC, including 
communications plans during further 
escalation phases. 

• Ministry prepares foundation documents 
for tailoring. 

• Ministry of Health, MFAT, DPMC travel 
advisories – involve/inform ITOC, TAANZ, 
BARNZ, Customs, and Ministry of Tourism 
etc. 

• MFAT:  advice for staff and New 
Zealanders in affected areas.   

• Other govt agencies:  co-ordinated 
information release through their networks 
to their sectors, including simple questions 
and answers. 

• Promote border measures (if adopted) – 
translate into other languages and 
disseminate widely. 

• Provide border and travel agencies with 
information for staff and contacts. 

• Identify different health audiences and 
their requirements and ensure information 
is supplied. 

• Editorial/media background briefings. 

• 0800 set up for 24-hour (recorded and call 
centre). 

• Create web page with links on Ministry of 
Health website.   
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Risk level Health sector responses by Ministry 
of Health and DHBs 

Roles for non-health agencies (in addition to 
those at the preceding level) 

Communications 
(NB initiatives intensify) 

STANDBY PHASE 
Alert Code:  Yellow 
Possible infectious  
disease-related 
emergency in New 
Zealand – imported 
cases without local 
transmission 

As per the National Health Emergency 
Plan:  Infectious Diseases 
Ministry of Health: 
• Activate Ministry CIMS structure. 
• Identify national co-ordinator and 

national co-ordination team members. 
• Identify and activate national technical 

advisory group. 
• Contact all DHBs and advise of situation 

and national emergency control contact 
number(s). 

• Manage liaison and communications 
with other government agencies. 

DHBs: 
• Prepare to activate DHB CIMS structure. 
• Prepare to activate regional co-

ordination teams. 
• Advise and prepare all staff, services and 

service providers. 
• Manage own DHB clinical response if 

impacted by emergency. 

ODESC:  activated for whole-of-government perspective: 
• Determine the risk and cost-benefit analysis of 

intensive travel warnings and possible visa restrictions 
(with NZIS) – this may include further studies of 
potential economic impacts (eg, by Treasury) and 
issues concerning international relations (MFAT). 

• Review communications plan against whole-of-
government objectives, and initiate action. 

All government agencies:  develop and distribute 
appropriate information and advice to staff and sectors 
they serve or regulate, based on technical guidance from 
the Ministry of Health and ODESC decisions on priorities 
Customs, NZIS, MFAT:  implant agreed strengthened 
border controls  
Police:  distribute standing orders to assist medical 
officers of health with containment (non-compliant 
cases), contact recording, assistance with contact tracing 
– if required.   
Corrections, and other agencies managing institutions:  
implement enhanced infection control plans. 
Other agencies:  develop and distribute appropriate 
advice to their sectors. 

• Communications output intensified. 
• 0800 constant review of 

calls/responses. 
• Update website. 
• Review key messages. 
• Instigate daily update of status of cases 

and new measures for media and on 
website. 

• Update travel advice. 
• Regular and frequent communication 

with health audiences – 
advertise/columns/features in trade 
press. 

• Enhance clear media protocols with 
most involved government agencies. 

• Review and update all foundation 
documents, and other communications 
to date.   
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Risk level Public health sector responses by 
Ministry of Health and DHBs  

Roles for non-health agencies Communications 

ACTIVATION 
PHASE 
Alert Code:  Red  
Infectious disease-
related emergency in 
New Zealand – many 
imported cases 
and/or local 
transmission, 
outbreak or 
epidemic 

As per the National Health Emergency 
Plan:  Infectious diseases 
Ministry of Health: 
• Inform all DHBs via single point of 

contact. 
• Direct activation of the four regional 

co-ordination teams. 
• Co-ordinate response at national 

level through the four regional co-
ordination teams. 

DHBs: 
• Activate DHB CIMS structure. 
• Activate regional co-ordination 

teams. 
• Advise of regional emergency control 

contact number(s). 
• Manage own DHB response as 

required under regional co-
ordination arrangements.   

ODESC:   
• Confirm implementation of agreed decisions 

on travel restrictions, other mitigation 
measures and revised communications plan.   

• Consider the need for consultation with other 
political parties.   

• May require activation of National Crisis 
Management Sector.   

MFAT:  intensified travel advisory publicity. 
All agencies:  implement enhanced action agreed 
at ODESC or required under emergency powers, 
including mitigation and control measures in 
their sector.  This may include closure of schools 
and workplaces with several cases and/or public 
venues/events, and control of movement to and 
from badly affected areas.   
Customs, NZIS and MAF:  implement agreed 
border control measures. 
Police:  compliance and public order issues. 
Treasury:  appropriate economic instruments are 
considered to maintain economic viability.   
MCDEM (Civil Defence):   
• The Civil Defence Emergency Management Act 

2002 could potentially be invoked in some 
situations 

• Oversee organisation of volunteers to assist 
the health sector and the Police in various 
ways. 

Defence:  surge-capacity assistance for Health, 
Police and border control agencies 
Ministry of Social Development:  emergency 
assistance provisions, as required. 

• Review key messages for the New Zealand 
public. 

• Newspaper/radio advertising, and prepare for 
multi-media (including TV) mass advertising. 

• More regular media conferences. 
• Increased use of key spokesperson, and 

spreading load. 
• Media monitoring stepped up – supplied 

independent of communications team. 
• Specific audience information revised, 

especially for people dealing with the public 
(eg, transport operators, and in respect of 
restaurants, cinemas and public 
gatherings/events). 

• Work closely with MCDEM to contact regional 
CDEM groups and local authorities.  Also 
consider preparation for active roles in 
advisory/compliance capacities. 

• Promote documentary-style news to provide 
more background.   

• Review and update all foundation documents, 
and other communications to date. 

• Hold regular meetings on communications 
between the Ministry of Health and relevant 
compliance authorities (eg, Police, Customs). 

• Public good over individual rights message. 
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Risk level Public health sector responses by 
Ministry of Health and DHBs  

Roles for non-health agencies  Communications 

STAND-DOWN 
PHASE 
Alert Code:  Green 
End of outbreak, 
epidemic or 
emergency – 
services returning to 
normal 

As per the National Health Emergency Plan:  
Infectious diseases 
Ministry of Health: 
• Moving from Red to Green – inform all 

regional co-ordinators. 
• Moving from Yellow to Green – inform all 

DHB single points of contact. 
• Advise media and public.  
• Deactivate Ministry CIMS structure. 
• Resume normal functions. 
• Design and implement review and 

evaluation of emergency response. 
DHBs: 
• Deactivate regional co-ordination teams. 
• Deactivate DHB CIMS structure. 
• Resume normal functions. 
Post stand-down:  participate in Ministry-led 
review of emergency response. 

ODESC:  phased stand-down implemented, 
including an agreed response evaluation 
All agencies:   
• After the outbreak is over, all relevant 

agencies will contribute to recovery plan 
development and implementation.   

• Evaluate own response and contribute to 
intersectoral review. 

• Revise own relevant contingency plans. 
 

• Communicate to public the return to 
normal function. 

• Evaluate emergency performance by the 
Ministry of Health, health and disability 
sector and government agencies. 

• Renewed focus on preparedness measures. 
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WHO global influenza preparedness plan WHO/CDS/GIP/2005.5 

 

* The distinction between phase 1 and phase 2 is based on the risk of human infection or disease resulting 
from circulation strains in animals.  The distinction would be based on various factors and their relative 
importance according to current scientific knowledge.  Factors may include:  pathogenicity in animals and 
humans; occurrence in domesticated animals and livestock or only in wildlife; whether the virus is enzootic 
or epizootic, geographically localized or widespread; other information from the viral genome; and/or 
other scientific information 

_____________ 

† The distinction between phase 3, phase 4 and phase 5 is based on an assessment of the risk of a 
pandemic.  Various factors and their relative importance according to current scientific knowledge may be 
considered.  Factors may include:  rate of transmission; geographical location and spread; severity of 
illness; presence of genes from human strains (if derived from an animal strain); other information from 
the viral genome; and/or other scientific information 
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4 Activation of the Emergency Response 
Programme 

The initial phase of Plan activation begins when the Ministry of Health learns, or is 
advised of, a potential national health-related emergency.  The Ministry, on the basis of 
overseas and domestic information, intelligence and technical advice, will instigate 
subsequent phases of activation and/or stand-down. 

WHO 
PERIOD* 

WHO PHASE* NZ 
SCENARIO** 

MAIN STRATEGY MoH/DHB ALERT 
CODE*** 

Phase 1 Scenario 1.1 

Scenario 2.1 

N/A Interpandem
ic Period 

Phase 2 

Scenario 2.2 

Scenario 3.1 

Scenario 3.2 

WHITE (Information / 
Advisory) 

Scenario 3.3 

Phase 3 

Scenario 3.4 

Planning 

YELLOW (Standby) 

Scenario 4.1 Phase 4 

Scenario 4.2 

Scenario 5.1 

Pandemic 
Alert Period 

Phase 5 

Scenario 5.2 

Scenario 6.1 

Scenario 6.2 

Border Management 
 
 
 
 
Cluster Control 

 

Scenario 6.3 

Pandemic 
Period 

Phase 6 

Scenario 6.4 

Pandemic 
Management 

RED (Activation) 

Post 
Pandemic 
Period 

Post Pandemic 
Period 

 Recovery GREEN (Stand Down) 

 

*    As per WHO guidelines (2005) – see Appendix 1 (page 40) 
**   Scenarios are based on WHO suggestions ‘Additional national subdivisions of 

new phases’ –   see Appendix 1 (page 40) 
***  See Table 5 (page ) for Alert Code information and MoH/DHB actions. 

YELLOW / RED depending 
on district / region and 

exact situation 
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5 Basic Overview of Emergency Operations 

The organisational charts (Figures 3 and 4) outline the chain of command, which 
incorporates four sections under the overall leadership of an Emergency Operation 
Centre (EOC) Incident Controller.  As required, each of the three sections (logistics/ 
finance, planning, and operations) is appointed a Manager, by the EOC Incident 
Controller.  The Managers, when required, appoint leaders to sub-functions filling 
various crucial roles.  This structure limits the span of control of each position or 
function in an attempt to distribute the work evenly. 

Incident Controller, Emergency Operation Centre (EOC) → Reports to CEO / 
Executive Management Team/part of regional CDEMG Group EOC  

• Accountable for the regional pandemic response. 

• Responsible for the command and control necessary to deliver health response 
measures under the Pandemic Action Plan. 

• “Sit around the same table” with Medical Officer of Health and CDEM 
Controller at regional level. 

• Organise and direct EOC in the health service delivery area and / or region. 

• Initiate MDHB Business Continuity Plan and MDHB Pandemic Plan. 

• Appoint necessary Emergency operations Centre Staff as needed (Information, 
Liaison and Safety Officers and Logistics/Finance, Planning and Operation 
Managers). 

• Give overall direction for MDHB Region operations. 

• Receive status reports and discuss and initiate actions plans. 

• Obtain patient census and status. 

• Establish overall objectives. 

• Call for a health authority-wide patient census and status projection report. 

• Authorise a patient prioritisation assessment for the purpose of designation 
early discharge to obtain beds for incoming influenza patients. 

• Consult with Managers on needs for staff and volunteers responders. 

• Deliver regular briefings/updates to all EOC staff. 

• If requested, provide Health Representative to the Regional CDEMG Emergency 
Operation Centre. 

• Lead and coordinate meetings for CDEMG (see annex 2 Chapter 6). 
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• Establish area of cost sharing. 

• Provide for EOC staff rest periods and relief. 

Medical Officer of Health 

• Statutory powers and accountability for such to Ministry of Health. 

• “Sit around the same table” with MDHB Incident Controller and CDEM 
Controller at regional level. 

• Liaise and offer expert advice where applicable. 

Liaison Officer → Reports to EOC Incident Controller 

• Contact person from outside agencies. 

• Directs calls to ensure that the appropriate connections are made between 
internal and external contacts. 

Information Officer → Reports to EOC Incident Controller 

• Prepare information release (approved by Incident Controller). 

• Prepares and coordinates media and communication releases.  (Chapter 10) 

Safety / Security Officer → Reports to EOC Incident Controller 

• Establish secure EOC. 

• Establish ambulance entry and exit routes. 

• Ensure security of the EOC, the hospital’s triage areas, pharmaceuticals, patient 
care, morgue and other sensitive or strategic areas for unauthorised access. 

• Provide vehicular and pedestrian traffic control. 

• Establish routine briefings with Safety and Security staff. 

• Ensures security at CBAC sites. 

• Liaise with Police or CDEM Group EOC over security matters. 

Operations Manager → Reports to EOC Incident Controller 

• Contact and gather information from Units, Sites, Health Care Providers, 
Community Based Assessment Centers and/or Service Delivery Areas to enable 
the MDHB to coordinate and supervise the Clinical Services, Ancillary Services 
(Laboratory, Radiology, Pharmacy, Cardiopulmonary, Respiratory etc) and 
Human Resource Departments. 
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• Activates Hospital Coordination Unit. 

− Oversee information flow and documentation. 

− Resource tracking. 

− Situation status. 

− Personnel time sheets. 

− Activity log. 

− Emergency incident message form. 

• Overall Controller of Community Services/Programmes, which include: 

− Community mental health. 

− Community health nursing. 

− Continuing care. 

− Community facilities. 

Planning Manager → Reports to EOC Incident Controller 

• Supply morbidity and mortality data to appropriate authorities; prepare the 
following minimum data: 

− Number of hospitalised and number of discharged to home or other 
facilities. 

− Number of dead. (Births Deaths and Marriages, FDANZ, TLA) 

− Individual influenza patient data: 

 Name or physical description. 

 Sex, age, address. 

 Seriousness of condition. 

• Advance Planning strategies. 

Logistics/Finance Manager → Report to EOC Incident Controller 

• Ensure necessary supplies and facilities to support the medical objective. 

• Coordinates the delivery of consumables to healthcare facilities (including 
CBACS). 

• Ensure necessary communication tools are operational. 
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• Oversee and track the acquisition of supplies, services and associated cost of 
pandemic response. (See Section 9 this chapter) 

• Supervise the documentation of expenditures relevant to pandemic influenza. 

• Secure food, water, medical and blood resources. 

• Activates Volunteer Pool Unit if applicable. 

• Short term planning (with planning staff solicit physician and other hospital 
personnel to volunteer as Essential Service workers from outside the hospital). 

Emergency Operations Center (EOC)  

The EOC will be activated at the point a Code Yellow is declared. The MDHB main 
coordinating EOC will be set up in the Pandemic Planning Centre beyond the 
Helicopter hanger on the MDHB main hospital Campus. 

The Hospital EOC will normally be set up in the Radiology Library as per the MDHB 
Business Continuance Plan. 

The Public Health Service will set up an EOC at their offices housed in Rata Hostel, 
MDHB main hospital Campus. 

The discretion to activate the EOC in view of a pandemic and issues surrounding 
infection control will be left to the appointed Incident Controller. 

It may be advisable to work via teleconferencing, e-mails, Smartboard™, or other 
means to enable social distancing and infection control measures. 

Adequate supplies of PPE will be required at the EOC if it is necessary to hold face to 
face meetings. 

Timings of briefings and the operations of the EOC will be decided at the time of 
activation, it can be assumed that as the Pandemic progresses to impact on the 
community, the functioning of Community Based Assessment Centres, that the need to 
have a 24 hour presence will have to be considered.  There will be a number of issues to 
be considered such as resourcing, morbidity/mortality rates, admissions to the 
hospital, staff absenteeism and presentations at CBACs.   
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6 Essential Staff 

Required EOC response personnel are identified according to the procedure outlined in 
the MidCentral DHB Business Continuity Plan organisational charts.  (See figure 3 and 
4 and table 2) MDHB Corporate Services, Funding Division and Enable NZ will identify 
essential staff to maintain corporate and support services, which if postponed or 
removed would cause the DHB severe negative consequences or an inability to support 
the Service Delivery Areas, Regional Health Care and Essential contractors.  Service 
Delivery Areas, Regional Health Care Services and Essential contractors will identify 
the process to establish essential services levels and early warning triggers.  Staff 
contact trees need to be maintained and be available from individual Service Delivery 
Areas. 

Staff that have particular areas of expertise may at times be seconded to the Emergency 
Operations Centre for the duration of the particular crisis.   

Those health related organisations that have redundancies within their operations may 
make available to the Emergency Operations Centre staff for deployment. 

It is not envisaged as a matter of course at this point that staff from private 
organisations be involved directly with the Emergency Operations Centre unless 
circumstances dictate.  The assumption made is that these personnel will be required to 
operate their own businesses during the time of a pandemic.  It is expected that 
communications, sitreps and relevant information will be disseminated as a matter of 
course to these organisations as per Chapter 10 Communications regardless of 
representation at the Emergency Operations Centre. 
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7 Essential Needs 

Contingency plans are to be established and or maintained to provide food, medical 
and other essential life-support needs for persons confined to their homes by choice, 
need or in response to direction by health officials.  Service Delivery Areas such as 
District Nursing, Hospital in the Home, and Meals on Wheels etc will develop a process 
to identify individual clients and/or facilities that may require life-support services in 
the event of a pandemic (home support, frail elderly, quarantine etc). 

Other community welfare organisations may need to be involved with assisting in the 
care and assessment of risk and need for critical services used in the MidCentral 
District Health Board area.  Local Territorial Authorities Civil Defence Welfare agencies 
may well be able to act as a conduit for these services. 

Civil Defence member organisations have a number of systems already in place that 
may assist with these types of issues. 
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8 Essential Community Services 

Each Service Delivery Area will develop a list of essential community services and 
corresponding personnel.  These services and personnel are considered essential 
because their absence would pose a serious threat to public safety or would significantly 
interfere with the ongoing response to the pandemic.  Each SDA will also develop 
triggers and notification processes with identified services, as well as assist services to 
strategise replacement personnel (eg, retired personnel and/or government or private-
sector employees with relevant expertise). 

These services could include, but not limited to, CAPD/Renal, Elder Mental Health, 
Community Mental Health, Child Adolescent and their Families, Alcohol and Drug 
Service. 

Private Primary Care services are also advised to look at maintaining Business 
Continuity practices, by identifying and planning for delivery of essential services.  
These services could include but not limited to regular patient presentations, 
prescriptions services, essential equipment and repairs. 
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9 Compensation and Disaster Financial Assistance 

Because of its immense scope and broad, prolonged impact, influenza pandemic will 
result in additional costs in a number of different areas.   

In almost all cases, extra or additional services required during a health emergency 
response will be funded through existing pathways or agreements.  All existing 
contracts contain provisions for variation or additional funding, should this become 
necessary in exceptional circumstances, such as a disease outbreak, epidemic or 
pandemic. 

Section 1.11.B ‘Good Financial Management – explanatory notes’, paragraph 3 of the 
OPF, effective 1 July 2003, states that each DHB is to: 

...  cover the cost of services purchased in relation to a major incident up to 
0.1 percent of the DHB’s total budget.  Above this 0.1 percent boundary, the 
Crown, in consultation with the DHB, will decide on a case-by-case basis 
whether to provide the DHB with additional funding, having regard to the 
DHB’s ability to fund the additional services purchased and any impact this will 
have on the purchase of additional services. 

An emergency response related to an epidemic or pandemic will be regarded as a ‘major 
incident’ so will be covered by section 1.11.B (3) of the OPF.  All DHB planning should 
be undertaken with this section of the OPF in mind.  To establish the context, in dollar 
terms the 0.1 percent of total DHB budget figure varies from around $65,000 to over 
$8 million, depending on the size of the DHB.   

Clearly, the identification of the 0.1 percent figure and the tracking of direct emergency 
response-related expenses in relation to it will require comprehensive financial 
involvement from the start of any emergency.   

Detailed, realistic, and fully supported accounts will be necessary to support any 
discussions with the Crown.  Normal practice during an emergency response will be for 
a finance representative to be included in CIMS structures at national and local levels.  
The finance representative will have the job of tracking extraordinary costs incurred 
during the emergency response.  It is strongly recommended that this involvement 
commence at the beginning of any emergency response. 

9.1 Services covered by section 1.11.B (3) 

Paragraph 1.11.B(3) covers all devolved (ie, DHB-funded) services, including provider 
arm services (personal and mental health), primary care services, laboratories, 
pharmacies and other referred services, and much of Disability Support Services.   

As part of the primary or provider arm services identified above, an emergency 
response might require DHBs to establish community-based assessment centres, and 
isolation and/or quarantine facilities for people who have been exposed to an EID but 
are not actually displaying symptoms.  Although these services are not provided by 
DHBs under normal circumstances, they are an integral part of a DHB health service 
emergency response, and as such are covered by section 1.11.B(3). 

The potential range and scope of DHB activities during an emergency response 
underscores the need for close financial monitoring at DHB levels. 



 

MDHB Pandemic Plan 28  July 2006 

9.2 Inter-district flows  

Clinically driven referrals and transfers between hospitals in different DHBs are part of 
normal day-to-day business, enabled by the inter-district flow (IDF) business rules 
contained in Appendix B of the OPF.  The standard IDF business rules provide for 
financial adjustments between DHBs if there are abnormal numbers of IDF referrals or 
transfers for any reason (eg, as a result of a disease epidemic or pandemic).   

9.3 Eligibility for publicly funded health and disability 
services 

The groups of people eligible for publicly funded (free or subsidised) personal health 
and disability services in New Zealand are described in the 2003 Direction of the 
Minister of Health Relating to Eligibility for Publicly Funded Health and Disability 
Services in New Zealand (the Eligibility Direction).  The Eligibility Direction can be 
found on the Ministry of Health website at http://www.moh.govt.nz/eligibility.  Later 
Eligibility Directions may supersede this document from time to time. 

Individual DHBs should apply their normal cost-recovery rules where treatment has 
been provided to people not eligible for publicly funded health and disability services in 
New Zealand, according to the Eligibility Direction in force at the time. 

9.4 Public Health Services 

Funding for Public Health services has not been devolved to DHBs.  The Public Health 
Directorate of the Ministry of Health directly contracts for Public Health services with 
various DHB and non-DHB providers.  Any extra or additional Public Health services 
required during an emergency response would be provided by agreed variations of 
existing contracts, or by establishing specifically targeted new contracts. 

9.5 Ambulance services 

The Ministry of Health directly contracts emergency ambulance services, except in 
Taranaki, Wairarapa and Nelson Marlborough, where emergency ambulance services 
are DHB-funded and so come under section 1.11.B (3).  Ambulance contracts contain 
provisions for variation in the established agreements, should this be necessary (clause 
B29.4).   

Ambulance services will still be required for non-pandemic related calls.  The event of a 
pandemic will place considerable strain on their resources.  Planning is taking place by 
Ambulance services to ensure business continuity. 
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10 Recovery 

Recovery with any pandemic will be a complicated and lengthy process.  National 
guidelines around psycho-social recovery have been produced are available for 
consultation from the Ministry of Health.  The completed document should be available 
in the last quarter of 2006. 

Recovery commences at the time any incident occurs.  In the instance of a pandemic 
this would be at, or near the Code Yellow status. 

Emphasis has been given to other agencies to plan the recovery phase carefully to 
ensure as quick a transition to normality as possible. 

The development of aftercare and recovery plans and guidelines are taking place.  Main 
components, features and issues are outlined in the following list. 

Notification 

• To staff. 

• Community. 

• Contracted Services. 

• Agencies. 

• Others. 

Staff 

• Immediate emotional needs. 

• Long term emotional needs. 

• Critique of response. 

Site 

• Physical needs. 

• Equipment needs. 

• Recommendation to improve response capabilities. 

Client Services 

• Are there services that were postponed due to the response that need to be 
reinstated? 
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• Are there services that were initiated due to the response that need to be 
cancelled or extended? 

• Are there clients whom services will need to be re-evaluated as a result of the 
event? 

• Are there new services required long term as a result of the event? 

Acquired Equipment 

• Have you rented, leased, purchased or borrowed items for the response that 
need to be returned? 

• Have you lent out equipment that will need to be returned? 

Supplies 

• Will you need to replenish supplies? 

• Do you need to return any borrowed supplies? 

Paper work 

• Staff payroll documentation. 

• Activity Log records. 

• Financial processing and documentation. 

• Seek Financial redress. 

• After-Action Reports. 
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11 Education for the Public and for New and Existing 
Staff 

MidCentral District Health will facilitate and host a public awareness sessions 
throughout 2005 and 2006, and in any subsequent non-pandemic years, to increase 
private, public and individual awareness of pandemic influenza and encourage 
collaborative planning.  This maybe conducted in line with Ministry of Health 
promoted programmes.  Consideration to involvement between Public Health Services 
and with primary care services should be paramount. 

MidCentral District Health Board will conduct a minimum of one pandemic functional 
or table top exercise each year.  Appropriate MCH Service Delivery Areas and where 
practicable, Primary Care Providers and Essential Contractors will conduct and/or 
participate in at least one pandemic functional or table top simulation exercise each 
year. 

Service Delivery Areas, Primary Care Providers and Essential Contractors, will identify 
a process to orientate new staff and keep existing staff cognizant of their role in a 
pandemic response and the overall MidCentral DHB Plan.  Awareness brochures, 
tabletop and functional exercises will be encouraged and supported by the Risk 
Management Office. 

The possibility of a collaborative exercise focusing on pandemics will be visited with the 
Manawatu Wanganui Civil Defence Emergency Management Group. 

• A schedule for training and exercises will be developed as part of this plan. 

Date Exercise Type Agencies 

August 06 Table top MDHB + Compass Health 

November 06 National Table top MOH + 21 DHB’s , ESR, Lab Services  

February 07 National Table top MOH + 21 DHB’s 

May 07 National Table top Whole of Government + DHBs + CDEMG 
agencies 
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12 Evaluation, Review and Maintenance 

This plan will be reviewed annually in July.  All other Service Delivery Areas will 
establish annual review dates for their individual contingency plans. 

Lessons learned from exercises, functional and tabletop will be used to evaluate this 
plan prior to activation.  Post-activation lessons learned, after action reports and other 
information are collected, will be utilised (including social-economical evaluations) in 
the evaluation and review of this plan. 

Service Delivery Areas, Primary Health Care Services and essential Contractors will 
develop methods to evaluate their response. 

Post event debriefings with CDEMG agencies will be facilitated and lead by the 
MidCentral DHB.  Lessons learned from such debriefs will be promulgated to agencies 
for any enhancements to plans or actions required. 

Risk Management, Corporate Services and the Outbreak Control Committee of the 
MidCentral DHB will retain ownership and maintain this plan. 

Any amendments and additions will be posted through the MidCentral DHB website 
after the initial distribution of this plan. 

Certain aspects of this plan are owned by various agencies.  These will be updated by 
the internet where and when available.  Eg, Airport Pandemic Plan, Regional CDEMG 
Pandemic Plan  

 

 

13 Forms and Tools 

See Annex 3 (not available with internet version). 
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Annex 1 Pandemic Responsibility Matrix 

WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

Phase 1 – No 
new influenza 
virus subtypes 
have been 
detected in 
humans.  Virus 
subtype that has 
caused human 
infection may be 
present in 
animals 
overseas.  If 
present in 
animals, the risk 
of human 
infection is 
considered to be 
low. 
 

Scenario 1.1 – No 
animal or human 
cases in New 
Zealand. 

• Update DHB emergency/pandemic plan 
including developing Communications Plans at 
Alert Code White. 

• Plan for Community Based Assessment 
Centres (CBAC). 

• DHB liaison with CDEMG and other agencies 
for pandemic planning. 

• Chair CDEMG Pandemic Planning Group 
• Conduct exercise of response plans. 
• Identify DHB staff for Incident Management 

Team positions 
• Identify Incident Management Team training 

needs and arrange training as required 
• Notify clinical and public health staff of case 

definitions, clinical advice and control 
measures. 

• Train staff in emergency management once 
training gaps are identified 

• Provide consistency between planning of 
Wanganui District Health Board and 
MidCentral District  Health Board 

• Communicate and educate partner agencies on 
role of CBACs 

• Identify Health Coordinator for CDEMG 
• Provide leadership for Public Information and 

media releases 

Phase 2 - No 
new influenza 
virus subtypes 

Scenario 2.1 – No 
animal or human 
cases in New 

• Update DHB emergency/pandemic plan. 
• Plan for CBACs. 
• DHB liaison with CDEMG and other agencies 

All agencies 
• Assist DHB in developing joint Public 

Communications Plan and Operational 
Communications Plan and activation of 
plan at Alert Code White. 

• Conduct ongoing planning for EOC site 
including communication links. 

• Interagency cooperation for pandemic 
planning. 

• Concurrence on 
expectations/responsibilities between 
agencies. 

• Conduct exercises (led by DHB) 
• Complete Business Continuity Plans 
 
CDEMG 
• Complete CDEMG Pandemic Response 

Plan 
• CDEM liaison with DHB for DHB/CBAC 

planning. 
• Provide consistency in TLA involvement 

in DHB/CBAC planning if required. 
• Participate in CDEM Pandemic Planning 

Group 
• Assist in training for DHB Incident 

Management Team 
• Assist in exercise of response plans. 
Police 
• Draft Police pandemic plan – Business 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

Zealand. for pandemic planning 
• Chair CDEMG Pandemic Planning Group 
• Conduct exercise of response plans. 
• Identify DHB staff for Incident Management 

Team positions and training gaps 
• Notify clinical and public health staff of case 

definitions, clinical advice and control 
measures. 

• Train staff in emergency management once 
training gaps are identified 

• Provide consistency between planning of 
Wanganui District Health Board and 
MidCentral District  Health Board 

• Communicate and educate partner agencies on 
role of CBACs 

• Identify Health Coordinator for CDEMG  
• Provide leadership for Public Information and 

media releases 

have been 
detected in 
humans.  
However a 
circulating 
animal 
influenza virus 
subtype poses a 
risk of human 
disease. 

Scenario 2.2 – No 
new influenza 
virus subtypes 
have been 
detected in 
humans.  
However, 
infected animals 
in New Zealand 
pose a substantial 
risk of human 
disease in New 
Zealand. 

• Update DHB emergency/pandemic plan. 
• Plan for CBACs. 
• Enhance laboratory diagnostic capacity for 

novel strain. 
• DHB liaison with CDEMG and other agencies 

for pandemic planning 
• Chair CDEMG Pandemic Planning Group 
• Conduct exercise of response plans. 
• Identify DHB staff for Incident Management 

Team positions and training gaps 
• Notify clinical and public health staff of case 

definitions, clinical advice and control 
measures. 

• Train staff in emergency management once 

Continuity Plan. 
• Participate in CDEMG Pandemic 

Planning Group 
• Confirm Police involvement for existing 

DHB sites including planning for an 
urgent response. 

• Confirm Police involvement on initial 
establishment of CBAC. 

• Participate in exercise of response plans. 
Fire Service 
• Draft Fire Service pandemic plan - 

Business Continuity Plan. 
• Participate in CDEMG Pandemic 

Planning Group. 
• Confirm fire procedures for DHB existing 

sites. 
• Assist in identifying fire equipment 

requirements and procedures for CBAC 
sites. 

• Assist in education and training as 
required. 

• Participate in exercise of response plans. 
St John 
• Draft St John pandemic plan - Business 

Continuity Plan. 
• Identify services that can be provided to 

health services in pandemic. 
• Participate in CDEMG Pandemic 

Planning Group. 
• Participate in exercise of response plans.   
• Support DHB/CBAC planning when 

national consistency for St John’s 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

 training gaps are identified 
• Provide consistency between planning of 

Wanganui District Health Board and 
MidCentral District  Health Board 

• Communicate and educate partner agencies on 
role of CBACs 

• Identify Health Coordinator for CDEMG   
• Provide leadership for Public Information and 

media releases 

Phase 3 – 
Human 
infection with a 
new subtype, 
but no human-
to-human 
spread, or at 
most rare 
instances of 
spread to a close 
contact. 

Scenario 3.1 - No 
animal or human 
cases in New 
Zealand. 

• Review plans for managing a pandemic 
including quarantine planning. 

• Review plans for rapid immunisation 
campaign. 

• Plan for CBACs.   
• Increased vigilance and surveillance especially 

with ports of entry into New Zealand. 
• Public Health services work with airports of 

first arrival to ensure all reports of illness are 
reported. 

• DHB liaison with CDEMG and other agencies 
for ongoing pandemic planning 

• Chair CDEMG Pandemic Planning Group 
• Conduct exercise of response plans.   
• Identify DHB staff for Incident Management 

Team positions and training needs 
• Notify clinical and public health staff of case 

definitions, clinical advice and control 
measures. 

• Train staff in emergency management once 
training gaps are identified 

• Provide consistency between planning of 
Wanganui District Health Board and 

resources are confirmed.   
TLAs 
• Draft local authority Pandemic Response 

plan 
• Complete Business Continuity Planning 

for all TA functions. 
• Draft plans for community logistics (need 

to define). 
• Participate in Pandemic Planning Group 
• Support DHB/CBAC planning at district 

level.   
• Investigate options for Liaison/ 

Operations Officers for CBAC sites in 
DHB/CBAC planning  

• Assist DHB in identifying CBAC sites and 
communication and logistical 
requirements  

• Participate in exercise of response plans. 
Lifelines 
• Facilitate all members to complete 

Business Continuity Plan. 
• Participate in CDEMG Pandemic 

Planning Group.   
• Participate in exercise of response plans. 
 
Welfare Agencies 
• Facilitate all agencies to complete 

Business Continuity Plan. 
• Participate in CDEMG pandemic 

Planning Group 
• Participate in exercise of response plans. 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

MidCentral District  Health Board 
• Communicate and educate partner agencies on 

role of CBACs 
• Identify Health Coordinator for CDEMG 
• Provide leadership for Public Information and 

media releases 

Scenario 3.2 – 
First case 
identified in New 
Zealand animal.  
No evidence of 
human cases. 

• Review plans for managing a pandemic 
including quarantine planning. 

• Review plans for rapid immunisation 
campaign. 

• Plan for CBACs. 
• Increased vigilance and surveillance especially 

with ports of entry into New Zealand. 
• Primary care providers on enhanced alert for 

detection and notification of first zoonotic 
cases. 

• DHB liaison with CDEMG and other agencies 
for pandemic planning 

• Chair CDEMG Pandemic Planning Group 
• Conduct exercise of response plans  
• Identify DHB staff for Incident Management 

Team  positions and training gaps 
• Train staff in emergency management once 

training gaps are identified 
• Provide consistency between planning of 

Wanganui District Health Board and 
MidCentral Health 

• Communicate and educate partner agencies on 
role of CBACs 

• Identify Health Coordinator for CDEMG 
• Provide leadership for Public Information and 

media releases 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

Phase 3 – Human 
infection with a 
new subtype, but 
no human-to-
human spread, or 
at most rare 
instances of spread 
to a close contact. 

Scenario 3.3 – First 
human cases in New 
Zealand (confirmed by 
lab test) relating to 
recent arrival.  No 
evidence of human 
cases.  No animal cases 
in New Zealand. 

• Change Alert Status to Yellow 
• Advise all agencies of change in Alert 

Status  
• Activate DHB pandemic plan. 
• Manage DHB clinical and public health 

response. 
• Prepare to activate regional coordination 

teams. 
• Prepare for activation of CBACs. 
• Inform agencies of pending CBAC site 

activation. 
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Place DHB staff on alert.   
• Place CBAC staff on alert in coordination 

with Liaison/ Operations Officers. 
• Provide leadership for Public Information 

and media releases 
• Convene  meeting of Pandemic Planning 

Group and CEG  
• Ensure direct communications link 

between Wanganui District Health Board 
and MidCentral Health for consistency of 
health services in region 

• Prepare Health Coordinator for CDEMG 
 

All agencies 
• Assist DHB in joint Public 

Communications Plan and Operational 
Communications Plan at Alert Code 
Yellow. 

• Confirmation of interagency 
cooperation and plans for pandemic 
planning. 

• Confirmation of responsibilities 
between agencies. 

• Prepare for CIMS activation and 
establishment of EOC. 

• Activate communications networks 
(CDEMG/ Health) 

• Activate internal agency response plans  
• Review  and prepare to implement 

recovery plans 
CDEMG 
• Confirm and prepare to activate 

CDEMG pandemic plan. 
• Participate in CDEMG Pandemic 

Planning Group.   
• Provide consistency in TLA involvement 

in DHB/CBAC plans if required. 
• Be prepared to establish EOC in support 

of DHB 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

Police 
• Confirm and prepare to activate Police 

pandemic plan – Business Continuity 
Plan. 

• Participate in CDEMG Pandemic 
Planning Group.   

• Monitor requirement for increased 
police presence at existing DHB sites. 

• Prepare to provide support to any CBAC 
on establishment if required. 

• General police control of law and order. 
Fire Service 
• Confirm and prepare to activate Fire 

Service pandemic plan – Business 
Continuity Plan. 

• Participate in CDEMG Pandemic 
Planning Group 

• Fire safety checks of all DHB facilities. 
• Confirm CBAC fire safety 
St John 
• Confirm and prepare to activate 

pandemic plan – Business Continuity 
Plan. 

• Participate in CDEMG Pandemic 
Planning Group  

• Support DHB/CBAC site activation on 
occurrence if required and as confirmed 
in planning.   
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

TLAs 
• Confirm and prepare to activate local 

authority pandemic plan – Business 
Continuity Plan. 

• Participate in CDEMG Pandemic 
Planning Group. 

• Support DHB/CBAC site activation on 
occurrence.   

• Activation of Liaison /Operations 
Officer if available and depending on 
TLA plans 

• Place any identified TLA staff in support 
of CBAC on alert. 

• Prepare to assist in CBAC 
communications and logistical 
requirements 

• Lifelines 
• Confirm and prepare to activate 

Lifelines pandemic plan – Business 
Continuity Plan. 

• Participate in CDEMG Pandemic 
Planning Group 

• Welfare Agencies 
• Confirm and prepare to activate Welfare 

agencies pandemic plan – Business 
Continuity Plan. 

• Participate in CDEMG Pandemic 
Planning Group.   
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

 Scenario 3.4 – First 
human cases in New 
Zealand (confirmed by 
lab test) from 
community surveillance 
(within 1-2 weeks of 
swab taken).  No 
evidence of consistent 
human-to-human 
transmission.  No 
animal cases in New 
Zealand. 

• Change Alert Status to Yellow 
• Advise all agencies of change in Alert 

Status  
• Activate DHB pandemic plan. 
• Manage DHB clinical and public health 

response. 
• Prepare to activate regional coordination 

teams. 
• Prepare for activation of CBACs. 
• Inform agencies of pending CBAC site 

activation. 
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Place DHB staff on alert.   
• Place CBAC staff on alert in coordination 

with Liaison/ Operations Officers. 
• Provide leadership for Public Information 

and media releases 
• Convene  meeting of Pandemic Planning 

Group and CEG  
• Ensure direct communications link 

between Wanganui District Health Board 
and MidCentral Health for consistency of 
health services in region 

• Prepare Health Coordinator for CDEMG 
• Review  and prepare to implement 

recovery plans 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

Phase 4* – 
Human-to-
human 
transmission.  
Small clusters 
with limited 
human-to-
human 
transmission but 
spread highly 
localised.  
Suggested that 
virus is not well 
adapted to 
humans.   

Scenario 4.1 – No animal 
or human cases in New 
Zealand. 

• Advise all agencies of change in Alert 
Status to Red. 

• Activate DHB pandemic plan – no longer 
draft status.   

• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Prepare for activation of CBACs. 
• Inform agencies of pending CBAC site 

activation. 
• PCR negative – treat as appropriate. 
• Recall DHB staff. 
• Recall CBAC staff. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow up any 
Influenza-Like-Illnesses. 

• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  for DHB 
• Provide Health Coordinator for CDEMG  
• Provide leadership for Public Information 

and media releases 
 
 

All agencies 
• Assist DHB in joint Public 

Communications Plan and Operational 
Communications Plan at Alert Code 
Red. 

• Activation of all pandemic plans – no 
longer draft status. 

• Ensure continuation of interagency 
integration of pandemic plans. 

• Activation of CIMS structures and EOC. 
• Continue communications networks 

(CDEMG/ Health) 
• Ensure Recovery phase of agency plans 

have final review. 
CDEMG 
• Activate CDEM pandemic response 

plan. 
• Establish Group EOC in support of 

DHB. 
• Provide advisory staff to support DHB. 
Police 
• Activate Police pandemic plan – 

Business Continuity Plan. 
• Participate in EOC – provide Liaison 

Officer. 
• Police enhancement of security at all 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

 Scenario 4.2 – Single case 
or small cluster in New 
Zealand not related to 
animals or birds (will 
probably be picked up by 
routine surveillance by GP 
or virology of hospitalised 
patients).  No animal 
cases in New Zealand. 

• Advise all agencies of change in Alert 
Status to Red. 

• Activate DHB pandemic plan – no longer 
draft status.   

• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Prepare for activation of CBACs. 
• Inform agencies of pending CBAC site 

activation. 
• Activate workforce contingency plans if 

impacted by school closures or other 
issues. 

• Recall DHB staff. 
• Recall CBAC staff. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow up any 
Influenza-Like-Illnesses. 

• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  for DHB 
• Provide Health Coordinator for CDEMG  
• Provide leadership for Public Information 

and media releases 
 

existing DHB sites if required – 
potential for requirement of urgent 
response. 

• Police involvement in traffic control 
around existing DHB sites if required. 

• Police enhancement of security at initial 
CBAC sites if required – potential for 
requirement of urgent response. 

• General police control of law and order. 
Fire Service 
• Activate Fire Service pandemic plan – 

Business Continuity Plan. 
• Participate in EOC – provide Liaison 

Officer.   
• Response as required 
St John 
• Activate pandemic plan – Business 

Continuity Plan. 
• Participate in EOC – provide Liaison 

Officer.   
• Support DHB/CBAC services as 

confirmed in planning.   
TLAs 
• Activate local authority pandemic plan 

– Business Continuity Plan. 
• Provide support for community 

logistics. 
• Support DHB in CBAC site activation on 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

 
 

Phase 5 * – 
Human-to-
human 
transmission.  
Larger clusters 
but human-to-
human spread is 
localised 
Suggested that 
virus is 
becoming 
increasingly 
better adapted to 
humans, but not 
yet be fully 
transmissible 
(substantial 
pandemic risk).   

Scenario 5.1 – No animal 
or human cases in New 
Zealand. 

• Advise all agencies of change in Alert 
Status to Red. 

• Activate DHB pandemic plan – no longer 
draft status.   

• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Prepare for activation of CBACs. 
• Inform agencies of pending CBAC site 

activation. 
• Recall DHB staff. 
• Recall CBAC staff. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow       up any 
Influenza-Like-Illnesses. 

• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  
• Provide Health Coordinator for CDEMG 
• Provide leadership for Public Information 

and media releases 

 Scenario 5.2 – Large • Advise all agencies of change in Alert 

occurrence.   
• Liaison / Operations Officer in CBAC if 

available and  depending on TLA plans 
• TLA staff in support in CBAC if available 

and depending on TLA plans 
• Provide coordination at CBAC sites 

depending on TLA plans. 
• Assist in establishment of roadblocks in 

coordination with Police/Medical 
Officer of Health. 

• Set up of Welfare Centres 
• Lifelines 
• Activate Lifelines pandemic plan – 

Business Continuity Plan. 
• Participate in EOC – provide Liaison 

Officer.   
• Welfare Agencies 
• Activate Welfare agencies pandemic 

plan – Business Continuity Plan. 
• Participate in EOC – provide Liaison 

Officer.   
• Activate Welfare Centres  
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

cluster of multiple clusters 
of cases in New Zealand 
not relating to animals. 

Status to Red. 
• Activate DHB pandemic plan – no longer 

draft status.   
• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Activation of CBACs. 
• Inform agencies of CBAC site activation. 
• Recall DHB staff. 
• Commence immunisation once available. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow up any 
Influenza-Like-Illnesses. 

• Activate additional mortuary facilities. 
• Surveillance of unaffected areas. 
• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  
• Vaccinate priority populations (if 

possible). 
• Provide Health Coordinator for CDEMG 
• Provide leadership for Public Information 

and media releases 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

Phase 6 * – 
Increased and 
substantial 
transmission in 
general 
population. 

Scenario 6.1 - No animal 
or human cases in New 
Zealand. 

• Advise all agencies of change in Alert 
Status to Red. 

• Activate DHB pandemic plan – no longer 
draft status.   

• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Prepare for activation of CBACs. 
• Inform agencies of pending CBAC site 

activation. 
• Recall DHB staff. 
• Recall CBAC staff. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow up any 
Influenza-Like-Illnesses. 

• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  
• Priority of CBACs antiviral treatment. 
• Activation of mass casualty plans. 
• Provide Health Coordinator for CDEMG 
• Provide leadership for Public Information 

and media releases 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

 Scenario 6.2 – Clusters of 
cases in New Zealand no 
relating to birds. 

• Advise all agencies of change in Alert 
Status to Red. 

• Activate DHB pandemic plan – no longer 
draft status.   

• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Activation of CBACs. 
• Commence immunisation once available. 
• Recall DHB staff. 
• Recall CBAC staff. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow up any 
Influenza-Like-Illnesses. 

• Activate additional mortuary facilities. 
• Surveillance of unaffected areas. 
• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  
• Provide Health Coordinator for CDEMG 
• Provide leadership for Public Information 

and media releases 
 

 

* Alert Code Yellow and Red will change in these phases depending on district/ region and exact situation 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

 Scenario 6.3 - Increased 
and substantial 
transmission in general 
population. 

• Advise all agencies of change in Alert 
Status to Red. 

• Activate DHB pandemic plan – no longer 
draft status.   

• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Activation of CBACs and collection of 

agreed data. 
• Recall DHB staff. 
• Recall CBAC staff. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow up any 
Influenza-Like-Illnesses. 

• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  
• Commence scale down CBACs as 

required. 
• Provide Health Coordinator for CDEMG 
• Provide leadership for Public Information 

and media releases 

Phase 6 – Wave 
decreasing.  
Detection of next 

Scenario 6.4 - Wave 
decreasing.  Detection of 
next wave. 

• Advise all agencies of change in Alert 
Status to Red. 

• Activate DHB pandemic plan – no longer 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

wave. draft status.   
• Activate workforce contingency plans. 
• Activate regional coordination team. 
• Prepare for activation of CBACs. 
• Inform agencies of pending CBAC site 

activation. 
• Recall DHB staff. 
• Recall CBAC staff. 
• Introduce enhanced staff surveillance and 

sickness reporting and follow up any 
Influenza-Like-Illnesses. 

• Isolate cases and treat. 
• Track all staff contacts and review health 

status.   
• Isolate cases and treat. 
• Increase security at DHB sites. 
• Provide Incident Controller  
• Commence scale down CBACs as 

required. 
• Provide Health Coordinator for CDEMG 
• Provide leadership for Public Information 

and media releases 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

Post Pandemic 
Period – 
Pandemic 
over. 

Pandemic over and/ or 
population protected 
by vaccine. 

• Advise all agencies of change in Alert 
Status to Green. 

• De-activate regional coordination 
teams. 

• De-activation of CBACs. 
• Manage return to normal health 

services. 
• Recovery, debriefing and lessons learnt. 
• Provide leadership for Public 

Information and media releases 
• Lead debriefing of CDEMG agencies 
 
 

All agencies 
• Assist DHB in joint Public Communications 

Plan and Operational Communications Plan 
at Alert Code Green. 

• Activation of recovery phase of all pandemic 
plans. 

• De-activation of CIMS structure and EOC. 
• Continue communications networks 

(CDEMG/ Health) 
• Resume normal functions and Business 

Continuity Plans 
• Participate in CDEMG agency debriefing 
CDEMG 
• Activate recovery phase of pandemic plan. 
• Provide recovery advisory staff to support 

DHB. 
Police 
• Activate recovery phase of pandemic plan  
• Preparation of Police short notice response to 

law and order issues at existing DHB    sites 
or CBAC sites. 

• General police control of law and order. 
Fire Service 
• Activate recovery phase of pandemic plan  
• Response as required 
St John 
• Activate recovery phase of pandemic plan  
• Support DHB/CBAC site de-activation.   
• Support DHB/CBAC services. 
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WHO Phase NZ Scenario DHB Responsibilities CDEMG Agencies 

TLAs 
• Activate recovery phase of pandemic plan. 
• Provide coordination on de-activation of   

CBAC sites. 
• Assist in physical de-activation of CBACs 

including move of equipment. 
Lifelines 
• Activate recovery phase of pandemic plan. 
Welfare Agencies 
• Activate recovery phase of pandemic plan. 
• De-activate Welfare Centres 
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Annex 2:  Manawatu Wanganui CDEMG 
Pandemic Plan 
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Annex 3:  Forms and tools 

The list of National Health Emergency Plan forms and templates is extensive and not 
all forms and templates apply to a pandemic setting.   

At the time of a pandemic event, appropriate forms and templates adapted from the 
National Health Emergency Plan forms and templates will be available from MDHB on 
request. 
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1. Introduction 

This Plan has been prepared for the Manawatu-Wanganui CDEMG to provide clarity 
around leadership, coordination and agency roles and responsibilities in support of 
health agencies in response to any threatened or actual outbreak of pandemic 
influenza. 
 
This Plan also outlines a series of actions to be undertaken during the reduction and 
readiness phases of an increased risk associated with any suspected outbreak and 
those actions to be carried out during the recovery phase. 
 
This Plan has been approved by the CDEMG Coordinating Executive Group 
(CEG) and has been prepared for discussion by the CDEMG Pandemic Planning 
Group.  Care must therefore be taken to ensure that the latest version of the Plan is 
being referred to.  The latest version of the Plan can be obtained from the Group 
Emergency Management Office.  
 
It is acknowledged by the CEG that the current situation regarding pandemic 
influenza is very “fluid” and this Plan will require amendment from time to time to 
ensure its currency and relevance.   
 
This Plan is a Contingency Plan prepared in support of the Manawatu-Wanganui 
CDEM Group Plan and in support of a health agency led event. 

1.1 Purpose 

As outlined above, this Plan has been prepared in support of a health lead 
response.  This Plans purposes are: 
 
 To provide clarity in respect of coordination and control during an event. 
 To define the roles and responsibilities of response agencies. 
 To establish the foundation for ongoing development of this Plan. 
 To reduce the impact on affected communities. 
 To provide assurance to the community that the CDEMG is prepared to respond 

to any outbreak. 

1.2 Planning process 

This Plan has been prepared under the umbrella of the Manawatu-Wanganui CDEM 
Group Plan and in accordance with the New Zealand Local Authority and CDEM 
Group Pandemic Planning Guide dated March 2006. 
 
The CEG has identified that the planning process for any response will, of necessity 
be flexible to ensure any advances in science or medical advice is catered for.  The 
CEG has undertaken to continually monitor the situation regarding pandemic 



 Pandemic Influenza Plan 

 

 

influenza and has established a Pandemic Planning Group for the CDEMG to assist 
in planning and updating them on the current situation and threat posed. 
 
The team currently consists of: 
 
Ged Shirley Chairman, CEG/Group Manager: Horizons Regional Council 
Patrick O’Connor Medical Officer of Health 
Murray Mills MidCentral District Health Board 
Glenys Fitzpatrick Whanganui District Health Board 
Malinda Nash MidCentral District Health Board 
Katie McRedmond Chairperson – Welfare Advisory Group 
Grant Pennycook St John Ambulance 
Dave White New Zealand Police 
Mitchell Brown  NZ Fire Service 
Johan Cullis Ruapehu District Council 
Max Benseman Wanganui District Council 
Stan Dulieu Rangitikei District Council 
Graham Teahan Manawatu District Council 
Matthew Smith Palmerston North City Council 
Noel Mingins Tararua District Council 
Brent Fanning Horowhenua District Council 
Shane Bayley Manager: Emergency Management Office/Horizons Regional 

Council 
 

1.3 General Principles 

The key principles defining the role of CDEMG agencies during an event can be 
located in a letter from the Department of Prime Minister and Cabinet to Local 
Government New Zealand on 23 December 2005.  The relevant extract is as 
follows: 
 

“In practice Government expects that the Health Coordinator, the local 
Medical Officer of Health and the CDEM Controller will “sit around the same 
table” with the following accountabilities: 

• Health Coordinator – accountability for the regional pandemic response 
and for command and control necessary to deliver health response 
measures under the Pandemic Action Plan; 

• Medical Officer of Health – statutory powers and accountability for such 
to the Ministry of Health;   

• CDEM Controller – accountability to coordinate and direct community 
and civil defence responses, resources and functions under Civil 
Defence Emergency Management Plans. 

In this partnership, decisions and their consequences should be jointly considered 
as far as possible. For health imperatives, the decisions of the Health Coordinator 
will prevail as the representative of the agency with overall accountability for 
implementing the New Zealand Influenza Pandemic Action Plan. 
 
An overriding consideration in managing pandemic influenza is to use established 
organisational structures and accountabilities.”  
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This Plan also outlines the functions and coordination being undertaken at a CDEM 
Group level.  Each Local Authority and agency involved in preparing for and 
responding to any outbreak is responsible for preparing their own agency plan. 
 
The Plans prepared by these agencies and this Plan supports the Pandemic 
Response Plans prepared by the Whanganui, MidCentral and Waikato  District 
Health Boards.  

1.4 Operational Structures and Relationships 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 1.  A general outline of Plan relationships and operational structures 
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1.5 District Health Boards 

 Provide planning, leadership and strategic advice in preparing and responding to 
a threatened pandemic influenza outbreak. 

 Provide one point of contact for all health planners on behalf of the CDEMG 
area. 

 Provide liaison with the Ministry of Health. 
 Provide ongoing updates to the Coordinating Executive Group. 
 Provide communication to communities on being prepared and reducing the risk 

posed. 
 Provide strategic leadership during a response to an event. 
 Play a lead role in training and exercising for the CDEMG prior to any event. 

1.6 CDEMG Group and Local Controllers 

 Provides accountability to direct and coordinate the community’s response to the 
event and other emergency events impacting on the local area. 

 Facilitates liaison between the Health Coordinator and response agencies. 
 Provides logistical support to the Health Coordinator. 

 
 
To assist in ensuring each agency is aware of the “expectations” of them and their 
roles during an event a “responsibility matrix” was prepared and is attached as 
Annex A. 
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Figure 2.  Manawatu-Wanganui CDEMG Group Plan 
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2 . REDUCTION 

To commence planning for any potential influenza outbreak it is first important to 
understand the risk and attempt, where possible, to reduce its impact. 
 
To assist in understanding the level of risk posed and to ensure that all CDEMG 
agencies were planning from a common basis a number of assumptions were 
agreed to by the CEG and were to be used by agencies when preparing their 
organisations plans. 

2.1 Assumptions 

These assumptions are based on technical and specialist information that is 
currently available and have been supplied by the Ministry of Health.  It must be 
noted that these assumptions are for planning purposes only and are not predictions 
of the likely impact. 
 
 20% of an organisations workforce will be absent for 8 weeks because of school 

closures that may require working parents to stay home and look after children.   
 40% of those remaining at work will become ill at some time during the 8 weeks 

of the pandemic wave. 
 The workplace attack wave follows a pattern similar to that expected in the 

general population.   
 Every person who becomes ill has 7 shifts off work.   
 There is a 100% additional absence rate – that is, for every person in the 

remaining workforce who gets ill, another does not come to work because of the 
need to look after a spouse or children, or a disinclination to travel or work. 

 The additional absences follow the workplace attack pattern. 
 2% of workers who become ill will die.   

 
Individual organisations and employers must consider their workforces and their 
particular circumstances.  However, in general, organisations should make 
contingency plans to operate for the pandemic period with at most 85% of their 
normal staff available, and between 50% and 65% available for the peak three 
weeks of the pandemic. 

2.2 Reduction Measures 

The first action to be taken by CDEMG members is for all agencies to prepare a 
Business Continuity Plan (BCP).  As part of a BCP organisations must identify the 
core people and skills to keep the essential parts of their “business” operating.  A 
functional BCP plays a vital role in ensuring a level of capability remains within an 
organisation during the aftermath of any adverse event.  Direction on preparing 
BCPs has been provided by the CDEMG to key lifeline utility owners, welfare 
providers and local authorities. 
 
Each agency should also prepare a specific Pandemic Influenza Plan outlining the 
key steps to be taken by them during any outbreak of influenza.  Part of these plans 
should include reduction measures to be taken in the workplace and should also 
include steps to be taken to lower the risk of illness among staff and visitors.  A 
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number of personal reduction measures are available for staff and these can be 
accessed from the Ministry of Health website (www.moh.govt.nz). 
 
Plans should also identify the core skills required to keep business running and 
assess whether there are sufficient back ups for people and skills if there is a high 
level of absence. 
 
The plans should identify the core people required to manage the pandemic 
influenza plan.  Once these staff have been identified consideration should be given 
to minimising the possibility that they become ill with influenza. 
 
For the Manawatu-Wanganui CDEMG as an “organisation” the key staff currently 
identified are: 
 
 All CEG members (in particular Liaison Officers to the Group EOC) 
 Local EOC staff and Controllers 
 Group EOC staff (the “issues” in respect of securing these staff will be 

addressed in the Horizons Regional Council Pandemic Influenza Plan) 

2.3 Community Risk 

Obviously the key focus for the CDEMG is that of community response and 
preparedness.  The impact on the Manawatu-Wanganui community is currently 
assessed as being: 
 

 Consultations Hospitalisations Deaths 

MidCentral Health  19,870 6,623 1324 

Whanganui DHB 6,924 2,308 513 

TOTALS 26,794 8,931 1,837 

 
These figures are planning assumptions only and are drawn from the 1918 
pandemic formula as supplied by the Ministry of Health, based on a 40% attack rate 
and 2% mortality rate. 
 
As well as the personal impact on the community there are also a number of key 
aspects of “community logistics” that must be catered for. 
 
These include: 
 
 Lifeline utilities.  The Lifelines Advisory Group is to ensure that adequate 

communications are maintained amongst lifelines agencies to prepare for, where 
possible, continuity of services such as power, telephone, gas etc.  Reference to 
the Lifelines report should be made when assessing the risk posed. 

 
 Community agencies.  This includes agencies such as educational facilities 

(that may be closed during events) and liaison will be established with such 
agencies as required. 

 
 Economic impact.  As evidenced during the February 2004 storm event, the 

impact on a regions economy, even those not directly affected by an event, 
cannot be underestimated.   
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2.4 Changes in Risk Level 

As indicated in the introduction to this Plan, it is acknowledged that the current status of the 
influenza situation is very fluid and liable to change very quickly.  On behalf of the CDEMG 
the CEG, in particular the health professionals/DHBs, will continue to monitor the status in 
regards to pandemic risk and will ensure updates are given to all member agencies.  
Pandemic planning will be included as a “standing item” on the CEG agenda. 

2.5 Reduction – Key Tasks 

All CDEMG member agencies must prepare the following Plans: 
 
1. An agency specific Business Continuity Plan 
 
2. A Pandemic Influenza Plan.  This Plan could form an Annex to a Business 

Continuity Plan and should include reference to the following: 

i Reduction measures for staff, including social distancing and 
supporting HR functions and policies to support infection management. 

ii Personal protective equipment (PPE) supplies, training and use. 

iii Areas of planning that are specific to that agency. 

iv An outline of the actions to be taken to address those areas of support 
agreed to with the DHB (as outlined in Annex A). 

v Any training or exercises required for that agency (including the use of 
PPE). 

 
3. Territorial Local Authorities must also prepare plans outlining: 

i Their response in support of the establishment of Community Based 
Assessment Centres in liaison with local DHB’s. 

 

 

 
 



 
 

3. READINESS 

Central to being ready to cope with a pandemic influenza outbreak is the planning 
process itself.  As indicated above, this Plan has been prepared in collaboration with 
a number of key agencies that will be involved in responding to any outbreak. 
 
Also central to being ready to manage an event is clarity around agency roles. 
 
The primary documents that outline the response to an outbreak are the Pandemic 
Influenza Plans prepared by Whanganui and MidCentral District Health Boards. 

3.1 Functions 

Bearing in mind that the CDEMG is merely a “structure” for existing emergency 
services, local authorities and other agencies to work collaboratively together there 
are several key functions that the CDEMG will perform in support of a health lead 
response to pandemic influenza. 

3.1.1 Emergency Management Coordination / Emergency Operations Centres (EOC) 

Each local authority in the Manawatu-Wanganui region has the trained staff and 
facilities available to manage and coordinate a multi agency response to emergency 
events.  Each council also facilitates the regular meeting of key response agencies 
in the form of a local Emergency Management Committee (EMC).  Membership of 
these committees varies across the region but essentially each committee consists 
of those key agencies that have representation in a local authority area that would 
be involved in any response to events. 

EMCs should be consulted with and kept appraised of pandemic arrangements in 
the local area.  Pandemic influenza planning should be discussed regularly amongst 
local agencies. 

3.1.2 Public Education / Information 

During the readiness phase care must be taken to ensure that consistent and 
accurate information is supplied to the community.  To ensure this consistency, 
health agencies are to make any comment on behalf of the CDEMG in respect of 
the threat posed and the risk of pandemic influenza.   
 
Individual agencies are entitled to make public comment on their agencies state of 
preparedness and, if questioned about the CDEMG preparedness, may comment in 
such a manner that reinforces to the public the key messages of preparedness (as 
outlined in the Group Public Communications Strategy) and may also make 
comment in respect of the collaborative nature of the planning currently underway. 
 
It is anticipated that, in the readiness phase of any event, the majority of comment to 
the public will be from health sources. 
 
Considerable public interest has been generated in the pandemic threat.  Both the 
level of threat and the risk posed to the public must be managed carefully without 
generating complacency or hysteria. 
 
Both the Ministry of Health and MCDEM are currently planning public education 
programmes.  Until these programmes are released the CDEMG advice should 
centre on the core messages as follows: 
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 An outbreak is not imminent but people must be prepared. 

 People should seek advice from health professionals about precautions they can 
take (including the MoH website). 

 Standard preparedness should be promoted (storage of food, water, medication 
etc). 

 Emergency management agencies are planning to respond to the threat 
including business continuity planning. 

 
During an event public information releases will be made via the Group EOC and 
will be made in consultation with all CEG members and agencies affected. 

3.1.3 Community Based Assessment Centres 

Part of the health response planning currently underway is to focus on the use of 
Community Based Assessment Centres (CBAC).  These centres will be established 
during any outbreak to carry out an initial assessment of people that are potentially 
infected.  Much of the planning for CBACs is still being developed but initial 
indications from health planners is that they will be seeking local authority support to 
identify the possible location of these centres and logistical support to establish 
them when they are required. 

Once the location and general outline of the requirements of these centres is known 
each local authority will be required to assist in planning for the establishment of 
CBACs. 

3.1.4 Community logistics 

Aside from the provision of key utilities such as water and sewerage, planning must 
also be carried out by local authorities in respect of waste management, disposal of 
the dead and foodstuff distribution. 

Essentially, community logistics is defined as: 

 Local government carrying out its core roles (as mentioned above) 

 Local government in their leadership role of emergency management 

 Working with the ‘fast moving consumer goods’ (FMCG) sector to ensure 
continuity of food supplies 

 
The extent of involvement in the area of food supplies is, as yet unclear, but it is 
anticipated that, as a minimum, some liaison and collaborative planning will be 
required at a local level to ensure the provision of food is carried out should 
communities be isolated and supply routes affected. 
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3.1.5 Emergency Powers under the Civil Defence and Emergency Management Act 
2002 

It is anticipated that current health legislation would provide a good basis for 
response to managing pandemic influenza.  Legislation is also before parliament to 
provide additional powers to health responders during a pandemic outbreak.  
However, the CDEMG “structure” brings with it the ability to declare a state of 
emergency.  While any declaration would be made during a response to an event, 
some consideration should be given early on to the criteria to be applied when 
considering a declaration of a state of emergency to ensure all parties involved in a 
response are clear on expectations and limitations of partner agencies.     

3.1.6 Work stream liaison 

At a central government level there are currently 13 work streams planning for 
pandemic influenza response.  This CDEMG does not propose to reflect all of those 
workstreams at a Group level but liaison with the key agencies involved in these 
workstreams should be considered where required. 

3.1.7 Coordinated planning and training 

As indicated above, central to the effective and efficient response to any event is the 
coordinated nature of planning and training undertaken. 
 
With the establishment of a Pandemic Planning Group for the CDEMG, planning will 
be carried out in such a manner. 
 
As part of the readiness phase consideration must be given to the identification of 
key personnel for the response and, most importantly, their training needs.  Any 
training needs are to be communicated to the Pandemic Planning Group who are to 
arrange training as required through the CDEMG. 
 
Any planning deficiencies identified at a local level are also to be communicated to 
the Pandemic Planning Group who will raise the matter with the CEG.  (As currently 
outlined in the CDEM Group Plan) 

 
 



 
 

4. RESPONSE 

4.1 Activation 

As indicated in the matrix, attached as Annex A, once the health alert status shifts 
from White to Yellow (or Red) a meeting of the CEG and CDEMG Pandemic 
Planning Team is to be convened by the Health Boards. 
 
On any change of status the MidCentral District Health Board (also on behalf of 
Whanganui and Waikakto DHBs) is to advise the Group Emergency Management 
Duty Officer (EMDO) on 0508 434 727 and the Whanganui DHB CEG 
representative. 
 
The DHB CEG representatives and the Group EMDO shall then arrange for all 
Districts to be advised of the change in alert status using the procedures outlined in 
the “Warnings Procedures” Support Document of the CDEM Group Plan. 
 
A meeting of the CEG and members of the Pandemic Planning Team will then be 
convened.  The purpose of this meeting is to advise all participants the change of 
alert status and the reason behind any such change.  Dependant on the reason for 
the change the CEG will, in consultation with health managers, discuss the 
implications for the CDEMG and community and will ensure that all actions listed for 
agencies in the Yellow status phase have been completed. 
 
Regular meetings will then be held at intervals agreed by the CEG. 
 
Changes in alert codes are also to be conveyed, by the District Health Boards,  to: 
 
 Welfare Advisory Group members 
 Lifelines Advisory Group members 
 CDEMG Joint Committee members 
 Other stakeholders as directed by the CEG 

4.2 Lead Agency 

As agreed, the lead agency for any pandemic influenza (or indeed any pandemic 
outbreak) will be health authorities with other CDEMG agencies providing support as 
required and requested. 

4.3 Emergency Declaration 

A declaration of a state of emergency under the provisions of the Civil Defence 
Emergency Management Act 2002 may be considered at any time during a 
suspected outbreak and any such declaration will, again, be in support of a health 
lead event.  Extensive consultation will take place during the decision-making 
process and will also include advising MCDEM and ultimately ODESC of central 
government. 
 
Some key response functions are included in the attached matrix.  This outlines key 
tasks to be completed during a pandemic event.  Tasks not included in the matrix 
will be as agreed to by the Local / Group Controller and health managers and will be 
as outlined in the CDEM Group Plan.  Support given in response to the event will be 
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on a “best endeavours” basis and will be dependant on the resources available to 
the Controller.    
 
All response actions by agencies in support of health authorities will be as outlined 
in the Manawatu-Wanganui CDEM Group Plan. 
 
Activation – Key tasks: 
 

1. DHB to advise CDEMG Duty Officer (0508 434 727) of any change of alert 
status 

 
2. CDEMG Duty Officer to advise territorial local authorities of alert status 

change using CDEMG Warnings Procedures 
 

3. DHB to request CEG and Pandemic Planning Group meetings to discuss 
implications of alert status change – meeting to be held using agreed 
method ensuring requirements for social distancing complied with  

 
4. DHB to provide nomination for Health Coordinator to the CDEMG 

 
5. Health to provide situation reports to NCMC and Group EOC 

 
6. All CDEMG agencies to ensure Business Continuity Plans being 

implemented before implementing Agency Pandemic Plans 
 

7. Response provided to support health response to be on a “best 
endeavours” basis and is subject to resource availability.    

 
 



 

 

5. RECOVERY 

The scale of recovery required after a pandemic outbreak is very much dependant on the scale of 
the impact of the event on the community. 
 
If the outbreak is for an extended duration and is devastating in its impact on the population, 
recovery planning may need to cater for the following: 
 

 Welfare and psychological impacts on the community 

 Economic effects  

 “Demographics” and their impact on community functioning 

 
Due to the uncertain nature of recovery in this context planning has not yet begun on the 
recovery phase but the Health Coordinator and Group Controller should give early consideration 
to the establishment of a Recovery Manager for the CDEMG (which may be dependant on where 
the main impact is, if localised) and to commence planning for recovery. 
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Chapter 7 
 

Community Based Assessment Centres 

New Zealand is planning for a pandemic with planning scenarios estimating up to 1.6 
million cases of pandemic influenza.  If this happens, the hospital and primary health 
care sector will not be able to cope, as: 

• the number of additional unwell people will be beyond surge capacity  

• the capacity of these sectors will be diminished by staff absences due to illness 
or health workers staying at home to care for family members; and   

• many existing primary and hospital facilities will need to continue to provide 
care for people requiring treatment for other conditions.  To minimise the risk 
of cross infection, access to these facilities by people who have pandemic 
influenza symptoms will need to be limited. 

New models of community-based care are therefore required which allow for the most 
optimal care possible within a pandemic situation.   

In 1918 the front line of the pandemic was in the community and in people’s homes.  
Little has changed.  In a future significant pandemic the front line will also be the 
community.1 

The establishment of designated assessment and/or alternative care sites are common 
features of influenza planning at national and regional levels in other countries.  There 
are, though, few instances of health authorities translating these concepts into more 
detailed planning and/or implementation exercises.   

In the Ministry of Health’s National Health Emergency Plan: Infectious Diseases 
(NHEP:ID) (Ministry of Health, 2004) District Health Boards (DHBs), in consultation 
with primary and community health providers, were asked to consider the use of 
Community Based Assessment Clinics (CBACs) to: 

• Separate, as much as possible, patients who may have symptoms 
suggestive of an EID [emerging infectious disease] from those without 
such symptoms but who still require primary care services.  The 
centres would be established and widely publicised as being 
specifically for people requiring EID-related assessment or services. 

Following the release of NHEP:ID, Regional Public Health developed the document 
Feasibility of Community Based Assessment Centres for Pandemic Illness, (November 
2004) in association with Hutt Valley District Health Board, Capital and Coast District 
Health Board and Wairarapa District Health Board.  The feasibility document is an 
appraisal of the CBAC model and identifies a number of features as well as additional 
work that is required to operationalise CBACs. 

                                                        

1 Geoffrey W Rice, Black November.  The 1918 Influenza Pandemic in New Zealand.  University 
of Canterbury.  Rev 2nd edn, 2005 
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This chapter is a continuing project currently under development, and is 
by no means near completion.  Locations, resourcing, training for CBACs 
are all issues that are currently under consideration.  The following 
information is copied from MoH Draft Guidelines for CBACs. 
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1 Role of Community Based Assessment Centres 

During an influenza pandemic, the role of CBACs will be to provide the primary care 
surge capacity arising from a sudden increase in demand.  These centres will be a 
means of concentrating the initial assessment of people who may have influenza away 
from individual general practices and hospital emergency departments, the usual first 
ports of call for people who are unwell.  CBACs will be for influenza cases that meet the 
case definition and for people that are likely to benefit from available clinical 
intervention.  As well, CBACs will support the provision of home-based self-care in 
association with teletriage and advice2. 

1.1 Function of Community Based Assessment Centres 

The primary functions of a CBAC will be to: 

• provide clinical assessment and advice; 

• dispense antivirals and antibiotics; 

• provide triage and referrals to other primary health or secondary health care (if 
capacity exists); 

• enable health professionals to specialise in influenza and infection control; 

• practice and provide advice on infection prevention and control; and 

• provide a secure distribution centres for anti-virals in accordance with Ministry 
guidelines. 

CBACs may provide other functions as determined by DHBs, for example the provision 
of outreach services into people’s homes (if capacity exists).  CBACs will not provide 
inpatient or observation services.  It is anticipated that they will not be responsible for 
the provision of pandemic vaccination. 

CBACs will be facilities for the community that: 

• are an identified place for the community to seek help and information; 

• obviate the need for extensive travel (which might help slow the spread of the 
pandemic); 

• will enable the community and the health workforce to be utilised in an efficient 
and effective way; 

• are responsible for rationing scarce resources in accordance with national 
policy; 

                                                        

2 Work has commenced on the utilisation of teletriage and advice in a pandemic influenza and 
how the existing capacity within Healthline can be utilised and supplemented. 
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• have the capacity to stream patients into appropriate clinical pathways as 
available; 

• are a means of providing emergency public health interventions close to the 
community and concentrating on the problem immediately at hand; and 

• have local leadership. 
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2 Essential Features of a Community Based 
Assessment Centre  

CBAC’s will be a stand-alone facility set up for example in community centres, general 
practices or after hours clinics not being used for the treatment of other conditions, 
schools, marae, motels, hospital outpatient services, tents, marquees.  In choosing a 
facility the following features will be a priority:  

• they are places that people are familiar with and can access easily; 

• they have easy drive-up access with separate entry and exit; 

• they are suitable for undertaking the functions noted above; 

• they have staff facilities such as toilets and hand basins; 

• there is available sufficient essential support systems such as water, electricity, 
and heating; 

• there is the ability to implement infection control practices; 

• there is staff, site and material security; 

• there is secure storage; and 

• there is a means of disposing infectious waste.   

CBACs will have to be planned with the needs of the community in mind.  Active 
consideration needs to be given to how they could provide services to people who are 
less mobile, who do no have easy access to transport, or are relatively isolated.  There is 
no one size, or even range of sizes, that fits all.  For example, a mobile CBAC model may 
be feasible in some circumstances. 

Social factors should also be acknowledged in planning a CBAC location.  Factors such 
as trust, and pre-existing relationships with a service or structure are important.  Public 
health academic T A Glass comments “…people will go where they trust health care 
facilities, especially in a disaster situation.”3 

Ideally, CBACs will be open 24 hours a day, dependent upon workforce availability.  
Full time security will be necessary.   

                                                        

3 Glass T A.  Understanding public response to disasters.  Public Health Reports 2001 supp 2, 
vol 116 pp.69-73. 
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3 Triggering a CBAC 

The decision to activate CBACs will be made locally after a Code Red alert in 
consultation with the National Coordinator.   

4 Planning for a Community Based Assessment 
Centre  

The establishment of CBACs requires advanced planning and must, of necessity, be 
planned and organised by DHBs in partnership with primary health care and their 
communities.  The early involvement of local government, civil defence and police will 
be important.  It is essential, as part of a DHB’s pandemic planning process, that initial 
work – the regional scoping of possible locations and workforce for CBACs – should 
proceed contemporaneously with the policy development of CBACs.  This is because the 
timing of a pandemic is not known.   

They will need to be established and operated in ways that do not worsen health 
inequalities.   

Some initial work has been done on the maximum and minimum community size that 
could warrant the establishment of a CBAC.  A very preliminary investigation in 
Canterbury put the optimum number at about 30,000, with the primary constraint 
being workforce resourcing.4  The population size served by a CBAC very much depends 
on the comparative dispersal of a population, transport and communication capacity, 
workforce and other resource availability and the availability of suitable sites.  There 
will be an inevitable tension between the competing demands of providing wider 
population cover and reducing the need for people to travel and the need to reduce the 
number of CBACs for resource, logistic and security reasons.   

The location, hours of operation, and services available of individual CBACs will require 
publicity in advance of their opening.  CBACs will need to be able to link into broad-
based information and education services such as 0800 telephone lines, web-based 
information and media communications.  Contingency plans will need to be developed 
to take account of predictable and unpredictable events as an influenza pandemic 
unfolds. 

DHBs should scope potential sites that meet as many as possible of the requirements as 
possible and establish agreements with the present occupants that consideration will be 
given to utilising these as CBACs in the event of an influenza pandemic.   

DHBs may also want to develop a register of personnel with a range of workforce 
options including people from within the existing and trainee health workforce in the 
primary and hospital sector – including public and private hospitals, clinical personnel 
with the Red Cross and Defence Force, ambulance personnel etc.  As an influenza 
pandemic progresses, a group of health workers will emerge who have recovered from 
the infection and they will form an immune workforce that will be a valuable resource.  
Systems will need to be established so that this immune workforce can be identified 
and fully utilised in a pandemic.   

                                                        

4 However, smaller communities, particularly in rural areas, could effectively utilise this model 
of care as could larger populations. 
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Chapter 8 
 

Public Health and Primary Care 

For the purposes of this plan, the term Public Health Measures and Primary Care refers 
to traditional public health and primary care interventions such as quarantine, 
isolation, contact tracing and social distancing, and do not include specific 
interventions such as administration of vaccines and antivirals. Evidence for the 
effectiveness of public health measures in the control of pandemic influenza is minimal, 
and is derived largely from experience with SARS. However, the clinical and 
epidemiologic features of influenza infections are very different from those of SARS, 
and measures that helped control SARS are less likely to be effective for pandemic 
influenza. Other evidence for effectiveness of public health measures is derived from 
mathematical modeling, and mathematical modeling results are now beginning to be 
utilized for planning. At this time, however, much of the decision-making is based on 
expert opinion and overseas experiences and therefore must be continually updated as 
more information becomes available. 

Public health measures may include border control, isolation of cases, 
quarantine of contacts or groups of contacts, cluster control and social 
distancing. Such measures may be voluntary or involuntary and may occur at the 
individual or community level. For example, during the pandemic, public messaging 
will focus on staying home when sick, avoiding unnecessary travel to areas where 
pandemic activity is high and personal hygiene, particularly hand-washing. 

Community level interventions may include cancellation of public gatherings and 
temporary closure of schools. Given the limited scientific evidence for such measures, 
the feasibility, acceptability, and ethics of each measure must be carefully considered. 

This chapter details the potential public health measures that may be considered 
during a pandemic. This chapter, in particular, will need to be re-visited and refined 
during the pre-pandemic period to ensure that all new scientific information is 
incorporated in the plan. 
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1 Introduction 

1.1 Setting the Scene 

Influenza is the disease most likely to cause a world-wide pandemic.  During the past 
century there were three pandemics, in 1918, 1957 and 1968.  In each case the 
pandemic was caused by a major change in the antigenic structure of the influenza 
virus, which meant the population had little or no experience of the altered virus, and 
so had inadequate immune protection against it.  

In 1997, in Hong Kong, a form of influenza A virus – H5N1 – was transmitted from 
chickens to humans.  This was the first documented occurrence of this infection in 
humans.  23 people were affected, and 6 died.  There was no evidence of human-to-
human spread.  Since December 2003 there have been 125 cases of infection 
documented, with 64 deaths (as at 9/11/05).  To date, most human cases have occurred 
in rural or peri-urban areas where many households keep small poultry.  All cases have 
occurred in Asia.  Any person to person spread has been very limited. 

The World Health Organisation considers that the continuing spread of the H5N1 virus 
threatens to cause a influenza pandemic.  In its publication “Responding to the avian 
pandemic threat” WHO recommends that all countries undertake urgent action to 
prepare for such a pandemic.  In response the Ministry of Health has produced its 
“National Health Emergency Plan: Infectious Diseases”.  At the regional level, the six 
District Health Boards of the central region have produced “Central Region Major 
Incident Health Coordination Plan” which includes a section on “Response to 
Emerging Infectious Diseases”.   District Health Boards are now preparing their local 
plans.   

New Zealand pandemic planning is based around a sequential five-stage strategy, the 
stages being:  Planning (“prepare for it”), border management (“keep it out”), cluster 
control (“stamp it out”), pandemic management (“manage it”), and recovery.  This 
section of the District Health Board plan deals with the response of public health and 
primary care sectors. 

1.2 Background assumptions 

1. Human-to-human transmission will become established overseas, and New 
Zealand will have forewarning of the threat. 

2. Introduction of the infection to New Zealand will be via a human entering the 
country. 

3. The Standard Planning Assumptions are for 40% incidence and 2% mortality 
over an 8 week period 

4. For MidCentral area this equates to approximately 64,000 cases and 1,200 
deaths 

5. At the height of the epidemic, at weeks 3-5, absenteeism rates could be up to 
50%. 
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6. The great majority of cases will be managed in the community and will not need 
hospital care. 

7. Vaccine development will take about 6 months; this is the upper limit for the 
time we might be able to keep a pandemic out of New Zealand 

8. We anticipate a need for community-based assessment centres (CBACs) at 
about one per 30-50,000 people, which equates to a minimum of 5 in the 
MidCentral district. 

9. The national stock of Tamiflu will be used mainly for early treatment of cases; 
some will be for post-exposure prophylaxis of contacts; it is not likely to be 
widely used for pre-exposure prophylaxis. 

10. Individual health providers are responsible for keeping an initial stock of 
personal protection equipment for use by their staff 

11. Cooperation of the public will be essential for effective control and management 
of a pandemic. 

12. A high level of public information will be provided at the national level. 

13. National protocols will be developed for issues such as management of cases at 
airports and in the community, management of contacts, closure of facilities, 
use of Tamiflu, etc. 

14. Overall management of the local response, including public health and primary 
health, will be coordinated through a CIMS structure established by the District 
Health Board. 
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Stage Key Agencies Actions 

Plan for it 
Alert code white 

 
 

 

Planning and 
coordination 

Public Health 
 
 
Public Health 
 
 
 
Public Health 
 
 
Public Health 
 
 
Public Health 
 
Public Health & Compass Health 
 
All services 

Liaise with local emergency management services, updating 
information as appropriate. 
 
Membership of airport facilitation group and Airport Plan (See 
Annex 1) 
(Health Protection Officer and PHC communicable diseases 
coordinator) 
 
Liaise with RNZAF Ohakea, updating information and assisting 
with planning as appropriate 
 
Develop isolation & monitoring plan, including suitable sites, 
method of transport of cases/contacts, food & sanitary supplies 
etc. 
 
Maintain stocks of PPE on-hand sufficient for initial response 
 
Develop mass vaccination plan, to be deployed once vaccine to 
pandemic strain becomes available, utilising national guidelines 
on prioritisation. 
 
Take part in 3 simulated exercises before 2007 
 

Monitoring and 
surveillance 

Public Health & Compass Health 
 
Public Health 
 
Public Health 

Identify sentinel general practices for surveillance (Palmerston 
North (2), Feilding, Levin & Dannevirke)   
Develop absenteeism based indicators of illness in line with 
national plans. 
Ongoing monitoring of international, national and local disease 
incidence and emerging trends and appropriate dissemination of 
information. 
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Stage Key Agencies Actions 

Healthcare and 
Emergency 
Response 

Public Health, Primary Care 
Residential Care, Pharmacies 
Disability Services, Hospital Services 
 
PHOs, Compass Health, Public Health, MDHB 
Funding 
 
Public Health 

Update business continuity and emergency response plans 
 
 
Cooperate in developing the concept of community based 
assessment centres; include involvement of pharmacy and 
diagnostic services 
Develop procedure(s) (or integrate national protocols) for follow-
up of suspected/confirmed cases of diseases with the potential to 
cause pandemics e.g., influenza H5N1 

Communications 
and Health 
Education 

Public Health & Primary Care 
 
 
 
 
 
 
DHB Communications 

Education sessions for primary health care workers 
Key public health messages via the media (preparation, hygiene, 
self-care). Utilise national resources where available for 
consistency. 
Promote concepts of self-preparedness and of  neighbourhood 
support 
Develop mechanism for rapid establishment and provision for 
staffing of an 0800 service in line with Ministry of Health 
Guidelines 
Develop strategy for effective delivery of public health messages 
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Keep it out 
(border 
management) 
Alert code red 

Objective: to keep pandemic out of New 
Zealand 

 

Planning and 
coordination  

Public Health Contribute to national planning as requested. Also refer to 
Palmerston North Airport Emergency Plan Section 9 (annex 1 of 
this Chapter) 

Monitoring and 
surveillance 

Public Health + Laboratory Implement swab screening of suspected cases (as per Ministry of 
Health case definition) by trained and protected staff  

Health care and 
emergency 
response 

Public Health 
 

Discuss potential activation of DHB level CIMS emergency 
response  
Implementation of isolation & monitoring plan (as above) 
Establish isolation facilities for identified case (as above) 
Implementation of case management as per MOH communicable 
disease guidelines. 
Investigation and follow up of suspected cases- monitoring for 
five days (as per procedures/national guidelines) 
Management of contacts: to be undertaken in accordance with 
MOH guidelines. We anticipate the need for daily communication 
with the contacts for at least five days. 
 
Replenish own stocks of PPE, antiseptic handwash etc 

Communications 
and education 

Public Health /MDHB Communications 
 
 
 
 
Public Health, Compass Health 
All Services 

All actions and communications taken in consultation with 
Medical Officer of Health or delegate. 
Alert all health services of current status 
Alert Emergency Management Groups (through CEG) of current 
status 
 
Provide travel advice to public in line with Ministry of Foreign 
Affairs and Trade updates 
Promote MoH website (www.moh.govt.nz) and national 0800 
AVNFLU number for people wanting general information 
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Stamp it out 
(cluster 
control) 
Alert code red 

Objective: control and/or eliminate any 
clusters that may be found in New Zealand 

 

Planning and 
coordination  

Public Health Communication with Ministry of Health, especially regarding 
possible declaration of public health emergency 
Activation of DHB and Public Health Emergency Response Plans   
upon confirmation of person to person spread in the area 

Monitoring and 
surveillance 

Public Health 
Primary health care 

Notify cases/outbreak reporting through episurv 
Primary care / GPs notify Medical Officer of Health on suspicion 
as per notifiable disease schedule 

Health care and 
emergency 
response 

Public Health 
 

Isolate cases and households in line with national protocols 
Contact trace and treat all contacts as appropriate 
Restrict movements of high risk occupations  
Ensure households with cases have phone contact: Consider 0800 
number  
Investigation and follow up of suspected cases- monitoring in line 
with national guidelines 
Consider movement restrictions and/or closure of public places 
within the affected community 
Prepare to activate Community-based Assessment Centres 
(CBACs) in affected area(s) 
Maintain liaison with CEG – provide regular updates  

Communications 
and education 

Public Health/MDHB Communications  Provide regular information updates to all GPs/ after hour’s 
services / Hospital Emergency Department regarding case 
descriptions. 
Media releases coordinated through MDHB communications unit 
in consultation with Medical Officer of Health 
Continue to communicate the need for GPs to notify on suspicion.  
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Manage it 
(Pandemic 
management) 
Alert code red 

Objective: to reduce the impact of pandemic 
influenza on New Zealand’s population 

 

Planning and 
coordination  

Public Health Full DHB emergency response will be in place with CIMS 
structure and Incident Controller 

Monitoring and 
surveillance 

Public Health 
Primary health care 

Participate with national surveillance system 
Public health follow-up of individual cases and contacts is no 
longer relevant 

Health care and 
emergency 
response 

Public Health & Primary Care & DHB Incident 
Controller 

Establish 0800 information and telephone triage service as set out 
in this plan or as national guidelines recommend 
Activate 5 Community-based assessment centres: Palmerston 
North (2), Feilding, Levin, Dannevirke.  
Distribute antiviral medication in line with national policy 
Vaccine administration is of uncertain relevance at this point 
Variety of measures to increase “social distancing” including 
possible closure of schools and places of public gathering 
Mortality could peak at 60 per day; site identified for storage of 
bodies will be activated . 

Communications 
and education 

Public Health / MDHB Communications  Promotion of “social distancing”; emphasise importance of staying 
at home if symptomatic; avoidance of public transport; also 
general messages about respiratory and hand hygiene. 
Public information about symptoms of the illness, and when to 
seek help 
Promote local 0800 information line and telephone triage service 
Promote “neighbourhood support” and self-care concept, with 
emphasis on ensuring that elderly people on their own are in 
regular contact with someone. 
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Recover from 
it 
Code Green 

Key Agencies Actions 

Planning & 
Coordination 

 Public Health & Primary Health Evaluate Response – debrief. 
 
Support implementation of the NHEP Psychosocial Recovery Plan 
as appropriate 

Monitoring & 
Surveillance 

 As per national guidelines 
Respond to national advice regarding possibility of further cases 
or wave of epidemic 

Healthcare & 
Emergency 
Response 

Public Health & Primary Health Complete vaccination programme if applicable 
Closure of CBACs 
Lift restrictions on public interactions 

Communications 
& Health 
Education 

DHB Communications As per strategy 
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Introduction 

Influenza pandemics are typically characterised by the rapid spread of a novel type of 
influenza virus to all areas of the world, resulting in unusually high morbidity and 
deaths for approximately two to three years. Factors that need to be present for a 
pandemic to occur include: the emergence of a new viral subtype; the capacity for the 
virus to spread efficiently from person to person; and being virulent enough to cause 
disease. 

The primary purpose of this plan is to provide the framework and methodology to 
efficiently respond to an influenza pandemic in general practice. The Ministry of Health 
has elected to provide influenza-related care free of charge in the event of pandemic. 
Primary health care requires fee for service as recompense, this issue is currently being 
worked through nationally. 

Although this plan provides guidelines to general practice in phases of a pandemic, it is 
still the national intent that on declaration of a pandemic in New Zealand that 
Community Based Assessment Centres (CBACs) will be activated in the community to 
provide the primary care surge capacity arising from a sudden increase in demand.  In a 
declared pandemic, these centres will be a means of concentrating the initial 
assessment of people who may have influenza away from individual general practices 
and other existing health services. Apart from guidelines for general practice prior to 
declaration of a pandemic, the focus of the guidelines in this plan are to highlight 
procedures for general practice on what to do with people who still present to general 
practice regardless of advice from central health services on establishment of CBACs on 
declaration of a pandemic. 

Assumptions 

1. An influenza pandemic is inevitable. 

2. There will be very little warning. Most experts believe that we will have between 
one and six months between the time that a novel influenza strain is identified 
and the time that outbreaks begin to occur in New Zealand. 

3. Outbreaks are expected to occur simultaneously throughout much of New 
Zealand, preventing shifts in human and material resources that normally occur 
with other natural disasters. 

4. The effect of influenza on individual communities will be relatively prolonged -- 
weeks to months -- when compared to minutes-to-hours observed in most other 
natural disasters. 

5. The impact of the next pandemic could have a devastating effect on the health 
and well being of the New Zealand public. The assumptions based on statistics 
from the 1918 pandemic, over a 12 month period, it is estimated that in the 
MidCentral District  approximately: 

• 27 thousand people will require primary health care. 

• 9 thousand people will be hospitalized. 
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• 1380 people will die. 

6. Effective preventive and therapeutic measures -- including vaccines and 
antiviral agents -- will likely be in short supply, as well as antibiotics to treat 
secondary infections. 

7. Health-care workers and other first responders will likely be at even higher risk 
of exposure and illness than the general population, further impeding the care 
of victims. 

8. Widespread illness in the community will also increase the likelihood of sudden 
and potentially significant shortages of personnel in other sectors who provide 
critical community services: police, firemen, utility workers, and transportation 
workers, just to name a few. 

Pandemic Phases – Definitions 

For purposes of consistency, comparability and co-ordination of the national, regional 
and local response, identification and declaration of the following phases will be done 
at the national level. 

WHO Pandemic Phase Definition 

Inter-Pandemic Period 
(WHO Phase 1) 

No new influenza virus subtypes have been detected in 
humans. An influenza virus subtype that has caused 
human infection may be present in animals. If present in 
animals, the risk of human infection or disease is 
considered to be low. 

Novel Virus Alert 
(WHO Phase 2) 

No new influenza virus subtypes have been detected in 
humans. However, a circulating animal influenza virus 
subtype poses a substantial risk of human disease. 

Pandemic Alert 
(WHO Phase 3) 

Human infection(s) with a new virus sub-type, but no 
human-to-human spread, or at most rare instances of 
spread to a close contact. 

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

(WHO Phase 5) Larger cluster(s) but human-to-human spread still 
localised, suggesting that the virus is becoming 
increasingly better adapted to humans, but may not yet be 
fully transmissible (substantial pandemic risk). 

Pandemic Period 
(WHO Phase 6) 

Pandemic: increased and sustained transmission in 
general population. 
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WHO 
PERIOD* 

WHO PHASE* NZ 
SCENARIO** 

MAIN STRATEGY MoH/DHB ALERT 
CODE*** 

Phase 1 Scenario 1.1 

Scenario 2.1 

N/A Interpandem
ic Period 

Phase 2 

Scenario 2.2 

Scenario 3.1 

Scenario 3.2 

WHITE (Information / 
Advisory) 

Scenario 3.3 

Phase 3 

Scenario 3.4 

Planning 

YELLOW (Standby) 

Scenario 4.1 Phase 4 

Scenario 4.2 

Scenario 5.1 

Pandemic 
Alert Period 

Phase 5 

Scenario 5.2 

Scenario 6.1 

Scenario 6.2 

Border Management 
 
 
 
 
Cluster Control 

 

Scenario 6.3 

Pandemic 
Period 

Phase 6 

Scenario 6.4 

Pandemic 
Management 

RED (Activation) 

Post 
Pandemic 
Period 

Post Pandemic 
Period 

 Recovery GREEN (Stand Down) 

 

 

YELLOW / RED depending 
on district / region and 

exact situation 
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Ministry of Health Case Definition 

 

 

Possible case of Influenza A (H5N1) 
 
Person with acute lower respiratory tract illness of abrupt onset, characterised by:  

• fever (temperature >38 C); and  
• sore throat; and  
• cough; and/or  
• dyspnoea (difficult or laboured breathing);  

AND one or more of the following:  

a. having been in contact with (within the seven days prior to the onset of 
symptoms) a confirmed case of influenza A (H5N1) while this case was 
infectious; and/or 

b. recent (within seven days prior to the onset of symptoms) visit to a poultry farm, 
or other place where avian species are kept, in an area known to have outbreaks 
or to be endemic for HPAI; and/or 

c. recent (within seven days prior to the onset of symptoms) contact with birds 
(chickens, turkeys, geese, quail, ducks or peafowl) that were unwell or that have 
died of an illness; and/or 

d. having worked in a laboratory (within seven days prior to the onset of 
symptoms) that is processing samples from persons or animals that are 
suspected of  HPAI infection.  

Probable case of Influenza A (H5N1) 

a. possible case; and 

b. limited laboratory evidence for Influenza A (H5N1) (such as IFA+ using H5 
monoclonal antibodies).  

Confirmed H5N1 case:  
 
An individual for whom laboratory testing demonstrates one or more of the 
following:  

a. positive viral culture for Influenza A (H5N1); or 
b. positive PCR for Influenza A (H5N1); or 
c. Immunofluorescence antibody (IFA) test positive using 

Influenza A/H5 monoclonal antibodies; or 
d. Four-fold rise in H-5 specific Ab titer. 
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Primary Care Management 

During inter-pandemic period: 

• Encourage annual influenza immunisation. 

During pandemic alert: 

• Determine daily activities that can be deferred during the pandemic event. 

• Contact at-risk patients to determine coping strategies/action plans, this may 
include Pneumococcal vaccination to reduce incidence and severity of secondary 
infection. 

• Ensure access to updated clinical information on the emerging infectious disease 
including case definition and management and treatment guidelines. 

• Make decisions regarding practice collaboration or referral of influenza-related 
illness to a larger practice. 

• Assess staff availability. 

• Purchase sufficient supply of personal protective equipment to cover 14 days. 

• Promote the public education strategy led by MDHB. 

• Initiate staff training plan. 

During pandemic imminent stage: 

• Fully activate the practice response plan. 

• Obtain contact details for advice about, and referral of, suspect patients. 

• Obtain the influenza hospital admission criteria and treatment guidelines produced 
by MDHB. 

• Increase cleaning services in all areas. 

• Place appropriate visible signage advising patients and others of any restrictions or 
required actions. 

• Educate all patients who think they have influenza to seek advice by phone before 
presenting at the practice. 

• Ensure accessibility to pulse oximetry and radiology services.  

During the pandemic: 

• Notify the Medical Officer of Health of all suspected cases of influenza and related 
deaths in the community. 
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• Administer anti-viral agents and vaccine to patients and staff according to national 
recommendations.  

• Utilize national 0800 number for guidance. 

• Admission criteria and treatment guidelines will be written and disseminated on a 
national level on confirmation of the virus involved.   

• The patient care clinical pathway should be followed for all identified possible 
cases. 

Practice Responsibilities 

Every practice must identify a liaison person whose role will be to: 

1. Take lead responsibility for all infection control issues affecting the practice. 

2. Ensure that general practitioners, practice nurses and reception staff are kept 
up to date with current information from the DHB and the Ministry of Health. 

3. Ensure that all staff are adequately trained in infection control practice. 

Options for Service Delivery 

Options to consider: 

1. Practices with a limited number of staff may elect to take a collaborative 
approach with another practice. 

2. Community based assessment centres for the provision of primary care surge 
capacity arising from a sudden increase in demand (triggered by Code Red). 

Functions: 

 Provision of clinical assessment and advice 

 Dispensing of antivirals and antibiotics 

 Provision of triage and referral to other primary or secondary care 

 Infection prevention and control 

These centres would be based around those existing practices with the physical and 
management structures to support this form of care delivery. 

3. Mobile general practitioner and practice nurse teams to manage home visits. 
Assessment of the patient and their household contacts should be by phone 
prior to the visit, if possible. Any mobile teams should be coordinated through a 
Community Based Assessment Centre to alleviate overlap of services. 
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Patient Management Pathway 

Patient Presents

In fluenza D iagnosis? Notify PHU

Iso la te , Triage and 
Treat

Monitoring by 
GP or PHU

Mobile  Med ica l 
Team

Community 
Support

CBACHosp ita l GP

Hospita lIn termediate  
CareHome

R equires 
 Ass istance

Adm iss ion  C rite ria
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Communication Plan 

All point of contact numbers are to be advised. 

Useful Websites: 

Ministry of Health  http://www.moh.govt.nz/pandemicinfluenza 

WHO   http://www.who.int/csr/disease/avian_influenza/en/ 

CDC   http://www.cdc.gov/flu/avian/ 

MDHB  http://www.midcentral.co.nz/ 

Daily reports to Emergency Operations Centre (EOC) at Palmerston North Hospital 
during Phase 5. 

Information 

Messages to the public will be distributed centrally by MDHB following Ministry of 
Health advice, this will assist in managing expectations. MDHB will also provide public 
information on local arrangements.  

Information pamphlets are available on the MOH website. 
(www.moh.govt.nz/pandemicinfluenza). Regular bulletins will be coordinated through 
the DHB. A hotline number will be available through the DHB for updated information.  
Number is TBA. 

 

Reporting Cases  

Early in the epidemic 

Immediate notification of the first suspected cases is crucial. Phone (06) 356 9169 – 
Main Palmerston North Hospital Number (seven days). Ask to speak to a Medical 
Officer of Health (MOH) or Public Health on call contact. Do not leave a message. Make 
sure you get to speak to a MOH. Detailed information will be required about each case 
and the MOH will work closely with the practice to formulate an immediate plan of 
action, including investigation and management of the case and contacts.  

When the MOH advises that a MDHB epidemic is established  

At this point the MOH will advise all practices that the reporting requirements are to be 
reduced to a minimum, eg, report date, age, gender, ethnicity and suburb or street 
address. Reporting arrangements will be advised at the time. Possibilities include 
download of the required data into an emailed report extracted from the practice 
patient management system, or a simple faxed table.  
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Surveillance  

Surveillance means collecting and reporting data about cases to describe the evolving 
epidemic to help guide a response. Surveillance will be carried out by the Public Health 
Unit. 

Surveillance updates will be available for practitioners on the MDHB website: 
http://www.midcentral.co.nz/ and click “Hospital Services”, “Public Health Services”.  

 

Isolation of Suspected Cases 

Separating routine patients from those suspected of having influenza must be planned. 
This can be achieved by the following strategies: minimising time spent in waiting 
rooms, separating suspected patients as quickly as possible, providing separate 
entrance/waiting rooms for these patients, placing suspected patients directly into a 
single, dedicated room. Designated staff should manage the patients in this area. 

Prompt triage will assist in patient placement. Providing a surgical mask will minimise 
contamination of others and the environment.  

 

Infection Control Precautions  

Initial precautions 

Such a major health event can only be handled by the whole general practice or 
Accident & Medical (A&M) team and we suggest you involve your team in any planning 
and preparation. Do not forget the cleaner. Your first suspicion of influenza in your 
community may come through a phone call. Consider how you will deal with this. 

We recommend that all staff be vaccinated each year against seasonal influenza. While 
this may not protect against pandemic influenza, it will maintain the general wellness 
of your team. Create an expectation that sick staff should stay at home. 

Initial precautions for people dealing with someone suspected of having pandemic 
influenza include: 

• Keep your distance 

One metre is accepted as safe and significantly reduces your exposure 

• Wear a surgical mask and gloves 

Also offer a mask to any patient and support people 

• Rigorous, frequent hand washing 

Wash in warm water with soap and dry hands with paper towels (antiseptic handrubs 
/gels can be used when hands are not soiled). 
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• Where possible try to separate patients with respiratory symptoms 
from other patients 

• Ventilation 

Keep windows open if possible, if air conditioning is used, ensure that designated areas 
can be isolated from the rest of the facility. 

Each general practice or A&M should promote hand washing, the use of tissues when 
coughing or sneezing, or sneezing/coughing into the elbow. 

Include in your plan: 

• How to handle patient care equipment and soiled linen. 

• Environmental cleaning and spills management.  

• Appropriate waste disposal processes. 

• Management of staff in a pandemic situation (occupational heath). 

• Ensure education of staff in use of PPE and infection control practice.  

Patients should: 

• Be isolated if possible. If single rooms are not available, suspected cases may be 
grouped in one area 

• Be encouraged to wear a dry surgical mask 

• Be asked to cough/sneeze into a tissue and to dispose of the tissue afterwards, 
then wash hands in warm water with soap. Dry hands thoroughly afterwards. 

Essential supplies 

• Gloves  

• Surgical masks  

• Disposable thermometers  

• Tissues – for both waiting and consulting rooms  

• Waste disposal bins and medical waste disposal bags – with lids for infection 
control  

• Soap and paper towels for drying hands.  

• Antiseptic handrubs/gels where hand washing facilities are not available. 
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Daily Environmental Cleaning  

Patient care areas (clinical areas) must be cleaned between patients if patient is 
potentially infectious. (Or at least daily as part of the routine cleaning.) For ease of 
cleaning, minimal supplies should be kept in the area where the patient is being seen. 

Protective clothing (mask, gown and gloves) must be worn. Use detergent and water 
followed by sodium hypochlorite 3-5% 1:100 solution (10mL/1L water). Clean all 
horizontal surfaces and all surfaces that are touched by patients and staff. Floors are to 
be wet mopped with clean water and detergent with the mop head laundered at least 
daily.  Cleaning cloths should be disposed of in a biohazard bag. All patient equipment 
unable to be disposed of should be cleaned with detergent and water followed by 
sodium hypochlorite 3-5% 1:100 or alcohol 70% and left to dry. 

A linen skip and a biohazard bag must be kept in the designated area. Minimal linen 
should be used and changed after each patient taking care not to shake it. All waste 
(except sharps) must go into the biohazard bag. Linen and waste must be emptied daily 
or when containers two thirds full. 

 

Radiology and Laboratory Facilities 

Laboratory specimens will only be collected in the early stages of the pandemic.  

The general practitioner who first sees the patient should discuss required 
specimens immediately with the MOH.  

Patients with suspected pandemic influenza should not be sent to a 
community laboratory for collection of throat or nasopharyngeal swabs.  

Specimens should be double-bagged and couriered to the MedLab Laboratory at 
Palmerston North Hospital.   

Radiology service arrangements will continue as normal practice arrangements dictate. 
They will be supported by Palmerston North Radiology with transport to services the 
responsibility of the DHB. 

 

Supplies 

Minimum of two weeks supply of PPE should be held by each practice to manage initial 
cases with re-supply through the national reserve held by MDHB on release by the 
Ministry of Health.  

Essential supplies recommended by the MOH for primary healthcare include: gloves, 
surgical masks, at least two higher level PPE kits, disposable thermometers, tissues, 
waste disposal bins with lids, and soap or antiseptic handgel and paper towels for 
drying.  
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Equipment for collection of multiple specimens (as describe above) for viral culture and 
PCR. 

Include in your plan: 

• A system for management of stock levels and reordering. 

• Security for critical supplies. 

 

Temporary Accommodation 

Arrangements for temporary accommodation for staff who are willing to work but do 
not wish to go home should be made. 

Coordination of temporary accommodation, if required, for patients who live alone will 
be carried out by MDHB. 

 

Training 

A training plan is being written by MDHB to ensure consistent messages for all staff. 

 

Workforce Management 

Workforce management requires sensible rostering, cover for sickness and absenteeism 
and attention to staff welfare. Volunteers and ex staff may be utilised although 
considerable thought is required as to the tasks that may be allocated to these groups. 
Rostering should consider short rotations in influenza care provision and adequate 
break time. 

Discussion with staff in the planning phase is essential to determine who will be most 
likely to be available, and skills that might be adapted to provide cover. 

In the event of practices amalgamating to provide cover, advice should be given to 
patients using a standardised approach. 

Workforce planning should consider the need for increased staffing during the peak of 
the pandemic. 

For further information regarding workforce planning refer to the Ministry of 
Economic Development planning guide:  

<http://www.med.govt.nz/templates/MultipageDocumentTOC____14455.aspx> 
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Appendix 1: Checklist for a Pandemic Influenza Case  
 
Complete the following checklist at first contact with patient, ie, in triage room or over 
the telephone. 

1 March 2006 

                    Yes 

1.  Temperature > 380C and sore throat  

    

2.  And cough or dyspnoea   

  And one of the following:  

3.  Recent contact within 7 days prior to the onset of symptoms 
with a confirmed case of H5N1 

 

    

4.  Or recent history of travel within 7 days prior to the onset of 
symptoms in an area known to have outbreaks of pandemic influenza 
or HPAI (“bird flu”). 

 

    

5.  Or recent contact within 7 days prior to the onset of symptoms with a 
poultry farm or with sick or dead birds. 

 

    

6.  Or worked in a laboratory (within seven days prior to the onset of 
symptoms) that is processing samples from persons or animals that 
are suspected of pandemic influenza or HPAI infection. 

 

 

A possible case requires both 1 and 2 and 3 or 4 or 5 or 6. If you have a possible case, 
direct patient to nearest community based assessment centre or general practice caring 
for influenza-related illness if triage over the telephone. If patient has presented at 
general practice, put a mask on the patient and don protective clothing immediately, 
direct the patient to the designated influenza area. 
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Appendix 2:  Patient Care Clinical Pathway 

   Do you 
 think you have 

the flu?

Primary Health Pandemic Flu Presentation 
Patient Care Clinical Pathway

Temp ______  O2 Sats ______   RR  _____   BP _____ 

HR  _____   Last Panadol   ________ 

Allergies  _____________ Current Meds __________ 

Length of illness ________ days 

Where travelled to / how long ago _________________ 

Anyone else unwell?    Yes                   No

Patient Phones Patient Arrives 
Unannounced

No

Yes

Wear PPE and maintain 1 metre 
distance.  Offer patient and support 

person mask. If able put in designated 
influenza room (or possibly in car).

Patient advised to come to GP surgery 
 (or is already at surgery)

Possible Pandemic Flu

  Practice Nurse checks to see if 
patient meets  Ministry of Health 

 Case Definition (use Appendix 1)

Yes

Normal Patient Triage

Home visit by GP, Practice Nurse, 
 Maori Provider or Community Nurse with 

appropriate PPE 

Referred to Community Based 
Assessment Centre if available 

 in your area 

No

Do you still think this is influenza? 
 If yes urgently telephone Medical Officer 

of Health (until advised otherwise)

Patient given priority, seen by designated 
doctor  

   Swabs           Bloods           CXR

Consider hospitalisation only if:  

-  Too ill to eat or drink and lives alone. 
-  Signs of respiratory distress, dyspnoea, 
   cyanosis, associated co-morbidities   - 
   severe asthma, heart disease, immuno- 
   compromised. 
Following admission criteria guidelines. 
  
Discuss  with  local  hospital  on-call   
Medical Team before transferring patient.  
Fax referral if needs admission.

-  If onset of symptoms was less than 48 
   hours ago, treat with Oseltamivir 
   (Tamiflu). 
- Signs of Pneumonia - treat with anti- 
   biotic as well. 
-  Provide education resources for cases, 
   family and contacts from Ministry of 
   Health website 
-  Encourage fluids,  paracetamol, 
   supportive measures. 

Home Treatment and Isolation: 

-  Monitoring by general practice or 
   mobile medical team 
-  Arrange medication dispensing by 
   home delivery 
-  Arrange community support services 
   as required
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Appendix 3:  Personal Protective Equipment 

Recommendations for PPE use 

Personal protection equipment (PPE) includes masks, goggles, eye/face shields, gloves, 
gowns and aprons.  Varying levels and types of PPE are required, depending on the 
level of exposure and the risk of transmission. 

Whatever the level of PPE to be used, education and training is necessary to ensure the 
equipment is used and disposed of correctly, to maintain the equipment’s effectiveness. 

Estimate for PPE for GP Practice 

One patient requires one GP and one Nurse: 

PPE required for 1 patient = 2 masks, 2 pair gloves, 2 gowns 

GP sees 4 patients per hour = 8 pair gloves per hour 
 = 96 patients per 24 hours 
 = 192 pairs per 24 hours 
 = 672 patients per week 
 = 1344 pairs gloves per week 

Gloves supplied per box  = 100 therefore 26-27 boxes of gloves per week 

Surgical masks for patients = 672 patients per week 

Surgical masks supplied per box  = 50 therefore 13-14 boxes per week 

N95 masks last up to 4 hours = 12 per day per one GP and one Nurse (6 each) 
 = 84 per week 

N95 masks supplied per box  = 35 therefore 2.4 boxes per week 

If the gown is to last 4hours = 12 per day (as for masks)  
 = 84 per week 

Gowns supplied per carton  = 50 therefore 2 cartons per week 

Gowns-you will need to decide how long your gown should last. In the hospital 
situation a gown is single use. In the primary care setting you may decide to use one  
gown for 4- 8 hours. This will depend on the contact with patients and the care and 
contamination of the gown.  

Gloves may not be required for all patient contacts. Handwashing or the use of alcohol 
hand gel may be sufficient in most cases. 

NOTE: These numbers are only estimates and may vary during the phases 
of a pandemic. There are many variables to be considered ie, practice size, 
patients seen, acuity, potential for contamination of PPE. 
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Using disposable surgical masks, gloves and gowns/aprons 

Disposable surgical masks are recommended for first responders and health 
care/support workers in a health care setting who are at risk from droplet transmission. 

Disposable gloves are recommended as a means of reducing the likelihood of influenza 
transmission when handling objects contaminated with respiratory secretions.  Apart 
from health care settings, the use of gloves is less important than careful hand washing.  
The use of gloves does not replace the need for hand washing. 

Disposable gowns or splash resistant aprons may also reduce opportunities for 
transmitting influenza.  However, it may not always be practical to use gowns/aprons 
outside the health care setting. 

Using particulate respirator masks, such as N95/PC2000 
masks, eye protection, gloves and gowns/aprons (full PPE) 

Health care workers should wear particulate respirator masks, eye protection, gloves 
and gowns/aprons (ie, full PPE) when there is a high risk of direct contact with 
respiratory secretions, particularly via aerosols. This will apply mostly in inpatient 
settings during some invasive procedures. The use of N95/PC2000 mask maybe 
required if nebulised medication is administered. 

In most other settings a disposable surgical mask (with or without eye protection and 
disposable gloves) will provide sufficient protection from droplet transmission for 
health care workers in close contact and/or providing direct personal care to patients 
with pandemic influenza.  

Checklist for Staff before Entering Isolation Areas 

The following points must be checked before entering a designated area: 

• Cellphones or pagers left outside the area along with pens, stethoscopes and 
tourniquets. 

• Shoulder length hair must to clipped or tied back. 

• Shoes should cover and protect feet from splashes and dropped equipment and 
should have wipeable surfaces. 

• A mask must be worn and adjusted to the facial contour. 

• If a gown is worn it must be tied correctly. 

• Gloves should be worn covering the wrists. 
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Appendix 4:  Using Personal Protective Equipment 

Order for putting on: 

• Change into work clothing, shoes should be either designated work shoes or be 
suitable for cleaning. 

• Don gown or apron. 

• Fit mask adjusting for the facial contour. 

Removal: 

• Remove gloves and then gown/apron taking care to minimise contamination of 
self and clothes. 

• Using two hands, untie mask strings and lift off forwards taking care not to 
touch the pouch of the mask. 

Wash hands 

Notes: 

If any of the following occurs the mask must be changed: 

• if you touch it. 

• if it is grossly contaminated. 

• if it becomes wet for any other reason. 

• if it becomes hard to breathe through. 

Masks should be placed in a biohazard bag - after removal. 

If at any time gloves become contaminated, they must be removed, hands washed and 
clean gloves put on. 

Gloves are not a replacement for hand washing. 
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Appendix 5:  Specimen Collection  
 
The main concern will be securing the diagnosis of Avian Influenza in the early stages 
of the pandemic. Once the infection is established in the community, it is not expected 
that diagnostic testing will be necessary.  The Ministry of Health will inform the 
laboratories once this point is reached. 

Specimens Required 

If possible collect all the specimens, however any of the below will be accepted: 

• Nasopharyngeal swabs. 

• Throat swab. 

• Faeces. 

Collected into Viral Transport Medium. 

Place labelled specimens in a laboratory biohazard bag and seal the bag. 

Label the request form clearly with the investigations required and supply appropriate 
clinical details. 

Place the request form in the outer pocket of the biohazard bag. 

Notes: 

To reduce the number of people exposed to the virus, it is expected that the person 
examining the patient will take the specimens. 

Please do not refer patients for investigation for Avian Influenza to the Phlebotomy 
rooms. 

If possible please inform the main laboratory – phone (06) 952-3180, fax (06) 952-
3201 that you are sending specimens for Avian Influenza. 

Materials required 

• Pernasal swabs. 

• Viral transport medium. 

These are supplied by the laboratory.  Viral transport medium has a short shelf life.  For 
this reason it cannot be stockpiled. 

The laboratory will maintain adequate supplies and once it is established that there is a 
possible risk of infection in the community, viral swabs should be ordered from the 
laboratory in the usual manner. 

• Throat swabs. 
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The normal bacterial swab is used and should be placed in viral transport medium. 

• Faeces 

A portion of faeces is collected into the regular sterile container. 

Please take care that the lid is firmly screwed on, and, if possible, taped around to 
prevent leakage. 

Or  

A rectal swab can be placed in viral transport medium.  

Samples in viral transport medium should be kept in the refrigerator until transferred 
to the laboratory. 
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Collection of Nasopharyngeal Swabs 

• Equipment Needed: Flexible cotton-tipped pernasal swab and Viral Transport 
medium (available from laboratory). 

• Before use check medium expiry date. 

• Label the Transport Medium. 

• Introduce the swab gently into the nostril and push it forwards with gentle 
downwards pressure on the lower nasal floor, to the posterior wall of the 
nasopharynx.  (Patient will cough.)  Rotate the swab twice before gently 
removing.   Sample via one nostril only. 

• Place the swab in viral transport medium and forward to the laboratory in a 
biohazard bag with the completed request form. 

• If there is to be a delay in sending the swab to the laboratory please store it in 
the refrigerator. 
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Appendix 6:  Use of Antivirals  
 
Influenza A viruses develop significant resistance quickly for M2 channel blockers and 
zanamavir is not available in New Zealand. Therefore only Oseltamivir (Tamiflu) will be 
described in detail. 

First line health care workers will be using antivirals from the Government’s stockpile, 
because the antiviral medication will be in short supply when the pandemic strikes. The 
Ministry of Health (directly or through Medical Officers of Health) will be 
communicating guidelines, protocols, and priorities for its use.  

Tamiflu might be used prophylactically for exposed travellers, containment of sporadic 
clusters, essential services staff and therapeutically for all patients (initially), high-risk 
patients, essential services staff.   

Tamiflu is licensed for the treatment of influenza in adults and children ≥ 1 year of age. 

Tamiflu is indicated for the prophylaxis of influenza in adults and adolescents ≥ 13 
years of age. 

Presentation 

Tamiflu capsules 75 mg blister pack of 10 capsules 

Tamiflu powder for oral suspension 12 mg/mL bottle pack with 30 g of powder 

Dosage and Method of Administration 

Tamiflu may be taken with or without food. However, Tamiflu taken with food may 
enhance tolerability in some patients. 

Standard Dosage 

Treatment of influenza 

Treatment should begin within the first or second day of onset of symptoms of 
influenza. 

Adults and adolescents 

The recommended oral dose of Tamiflu capsules in adults and adolescents ≥ 13 years is 
a 75 mg capsule twice daily, for 5 days. Adults and adolescents ≥ 13 years of age that are 
unable to swallow capsules may receive a dose of 75 mg Tamiflu suspension bid for 5 
days. 

Children 

Children > 40 kg or ≥ 8 years who are able to swallow capsules may also receive 
treatment with a 75 mg capsule twice daily as an alternative to the recommended dose 
of Tamiflu suspension (see below). 
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The recommended oral dose of Tamiflu suspension for children ≥ 1 year of age is: 

Body weight Recommended dose for 5 days 

≤ 15 kg 30 mg twice daily 

> 15 to 23 kg 45 mg twice daily 

> 23 kg to 40kg 60 mg twice daily 

> 40 kg 75 mg twice daily 

 

No dose adjustment is necessary for patients with creatinine clearance above 30 
mL/min. In patients with creatinine clearance between 10 and 30 mL/min receiving 
Tamiflu it is recommended that the dose be reduced to 75 mg of Tamiflu every other 
day or 30 mg suspension every day. No dosing recommendation is available for patients 
undergoing routine haemodialysis and continuous peritoneal dialysis with end stage 
renal disease and for patients with creatinine clearance ≤ 10 mL/min. 

No dose adjustment is required for patients with hepatic dysfunction and no dose 
adjustment is required for elderly patients. 

The safety and efficacy of Tamiflu in children under 1 year has not been established. 
Tamiflu should not be used in children under 1 year of age.  

A bottle of 30 g Tamiflu powder for oral suspension contains 25.713 g of sorbitol. One 
dose of 45 mg Oseltamivir administered twice daily delivers 2.6 g of sorbitol. For 
subjects with hereditary fructose intolerance this is above the recommended daily 
maximum limit of sorbitol. 

Prophylaxis of influenza 

The recommended oral dose of Tamiflu for prophylaxis of influenza is 75 mg once daily 
for at least 10 days. Therapy should begin within two days of exposure.   

Contraindications 

Hypersensitivity to Oseltamivir phosphate or any component of the product. 

Information derived from pharmacology and pharmacokinetic studies of Oseltamivir 
suggest that clinically significant interactions with other medicines are unlikely. 

At present, insufficient data are available in pregnant women taking Tamiflu to enable 
an evaluation of the potential for Oseltamivir cause foetal malformations or foetal 
toxicity. Tamiflu should therefore be used during pregnancy only if the potential benefit 
justifies the potential risk to the foetus. 
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Undesirable Effects 

Table 1: Most frequent adverse events in studies in naturally acquired 
influenza 

 

 

 

 

 

 

 

 

 

 

Single doses of up 
to 1000 mg of 
Tamiflu have been 
well tolerated 
apart from nausea 
and/or vomiting 

 

MDHB holds a small stockpile of antivirals for management of first cases and close 
contacts. The Ministry of Health reserve will be released to DHB’s following this and 
distributed according to a national priority list. 

 

 Treatment Prophylaxis 

Adverse Event Placebo 
 

N=1050 

Oseltamivir 
75 mg bd 
N=1057 

Placebo 
 

N=1434 

Oseltamivir 
75 mg od 
N=1480 

Nausea (without 
vomiting) 

71 (6.8%) 113 (10.7%) 56 (3.9%) 104 (7.0%) 

Vomiting 32 (3.0%) 85 (8.0%) 15 (1.0%) 31 (2.1%) 

Diarrhoea 84 (8.0%) 58 (5.5%) 38 (2.6%) 48 (3.2%) 

Bronchitis 52 (5.0%) 39 (3.7%) 17 (1.2%) 11 (0.7%) 

Abdominal pain 21 (2.0%) 23 (2.2%) 23 (1.6%) 30 (2.0%) 

Dizziness 31 (3.0%) 20 (1.9%) 21 (1.5%) 24 (1.6%) 

Headache 16 (1.5%) 17 (1.6%) 251 (17.5%) 298 (20.1%) 

Insomnia 10 (1.0%) 11 (1.0%) 14 (1.0%) 18 (1.2%) 
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Appendix 7:  Vaccine 

Vaccine Management should be based on the following 
assumptions: 

1. There will be a minimum of 6 months between a novel virus alert and the 
availability of vaccine. 

2. The entire population will be susceptible and may require two doses of vaccine, 
one month apart, for adequate protection. 

3. The proportion of influenza vaccine to be distributed and administered through 
the public versus the private sector is unknown. Even so, the amount, if not the 
proportion, of vaccine that will be distributed through the public sector during a 
pandemic will be greater than the amount distributed by the public sector in 
non-pandemic years. 

4. There will be a national contract for purchase of vaccine. 

Vaccine Administration 

Vaccinators are authorised by the Medical Officer of Health pursuant to regulation 44a 
of the Medicines Regulations. Hawkes Bay has 116 authorised vaccinators available at 
present with a database being maintained to record all vaccinations. A list of currently 
authorised vaccinators is held by the Public Health Service.  There are other registered 
nurses who could be rapidly trained and authorised to vaccinate. 

Priority Groups List for Receipt of Vaccine 

Because vaccine shortage during an influenza pandemic is likely, the MoH, in 
conjunction with various advisory committees, is in the process of formulating 
recommendations for a rank-order list of high priority groups for vaccination. The 
order of the these groups will be based on a number of factors, including the need to 
maintain the infrastructure necessary to carrying out the pandemic response plan; to 
limit mortality among high-risk groups; to reduce morbidity to the general population; 
and to minimize social disruption and economic losses. 

While any Priority Groups List will be subject to change, the list will most likely include 
the following groups: 

• Health-care workers and public health personnel involved in the distribution of 
vaccine and antiviral agents 

• Persons responsible for community safety and security, eg, police, fire-fighters, 
military personnel, corrections officers, "first responders" not included in first 
priority group (eg, ambulance officers) 

• Other highly skilled persons who provide essential community services whose 
absence would either pose a significant hazard to public safety (eg, air traffic 
controllers) or severely disrupt the pandemic response effort (eg, persons who 
operate telecommunications or electric utility grids, care givers at residential 
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facilities). [NOTE: Members of this target group are likely to vary widely from 
region to region, depending on local circumstances.] 

− Persons traditionally considered to be at increased risk of severe 
influenza illness and mortality: 

− Persons of any age with high-risk medical conditions 

− Pregnant women 

− Persons in nursing homes and other long-term care facilities 

− Persons > 50 years of age without high-risk medical conditions 

− Infants age 6-12 months (if supported by epidemiologic and clinical 
data) 

− Household contacts of persons with high-risk medical conditions 

− Others who, in the judgement of national and district health officials, 
provide critical community services (eg, utility workers, funeral services 
personnel, personnel involved in the transport of essential goods such as 
food) 

− Healthy persons age 18-49 years 

− Pre-school-age (especially day-care-centre attendees) and school-age 
children (the population least likely to have severe illness) 

Vaccination will be coordinated by the Public Health Unit at MDHB. 
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Appendix 9:  Information on Quarantine (Home 
Isolation) for Influenza 

(from the Public Health Unit’s Pandemic Response Protocol) 

You have been placed in isolation because you  

1. may have influenza and are infectious to others. This will last for 8 days for 
adults, 14 days for children and 21 days for infants.  Adults are those aged over 
15 years. Infants are those aged up to their first birthday. Children are those 
aged 1-15 years. 

2. you have been exposed to influenza. If you develop influenza you will become 
infectious to others (before you even feel sick). Your quarantine will last for 
seven days from the date of your last exposure to the patient. 

We want you to restrict your activities to protect the safety of your family and friends. 
This information sheet is to tell you what isolation means. 

Staying at home 

Patients with influenza must not go to school, work, child care or out in public until 
cleared by the public health nurse.  This means you must not attend shopping centers, 
movies, parties or any social gatherings at all.  

Visitors 

You should have no visitors until you come out of isolation. Sometimes a visitor is 
essential (for example some has to come into the house to give you essential home 
support). The visit should be brief. You and the visitor must both wear a mask. Talk 
with the visitor outside the house if possible and keep at least two metres away from 
them.  

Preventing the spread of infection 

Stay in a part of the house where you have minimal contact with other people. Try to 
keep well people and sick people apart. 

Give people who have a fever and/or diarrhoea plenty to drink. 

Give paracetamol for fever. Do not give aspirin to children under 12. 

Open doors and windows and ventilate the house as much as possible. 

Cover your mouth and nose with a tissue or toilet paper when you are coughing or 
sneezing or helping a child to blow their nose. Put the used tissue straight into a 
rubbish container. Wash and dry your hands afterwards. 

Wash and dry your hands after you use the bathroom or toilet. Wash and dry your 
hands before you prepare food and eat, and when you are looking after sick people. 
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If you have more than one toilet then one should be reserved only for your use. Nobody 
but the influenza patient should use it.  

Twice a day clean the following with 1 part household bleach to 10 parts water: 

• toilet handle and doorhandles of toilet and bathroom  

• bathroom sink and taps 

Nobody else should use anything that could be contaminated with your throat or nose 
secretions or coughing or faeces – eg, towels, handkerchiefs, eating utensils, food, bed 
linen, cigarettes, marijuana joints, P pipes, kava bowls. Sharing bedding, clothing and 
utensils may spread infection, but you do not need to wash a sick person’s bedding, 
clothing and utensils separately from the rest of the family's. If you wash and dry all 
these things in the usual way they will then be safe for others to use. 

Using facial masks 

The public health nurse will show you how to wear a mask. Used masks should be put 
in the normal household rubbish.  

Coming out of isolation 

The public health nurse or your doctor will tell you when you are cleared to come out of 
isolation. At that time you will be non-infectious to others. It will then be safe for you to 
resume your normal life.  

Questions 

Your public health nurse will be happy to answer any questions.   

Source: 
http://www.moh.govt.nz/moh.nsf/c7ad5e032528c34c4c2566690076db9b/223a4e540
35bb94dcc257066001afd5b?OpenDocument 
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Appendix 2:  Extract Only – Palmerston 
North Airport Emergency plan 

EMERGENCY PLAN 
 
Date of Issue: 31 December 2005 
Revision 10 
 

Section 1 

Introduction 
 
1. The purpose of this Emergency Plan is to set out in manual form the 

responsibilities and required actions/roles of the various agencies involved in 
dealing with emergencies associated with Palmerston North International 
Airport. 

2. The Plan aims to ensure that the response of airport-based resources is well 
coordinated with the response of other available community resources, and that 
the appropriate priority is accorded to measures most likely to assure the 
preservation of life and property. 

3. This Plan has been prepared by the Palmerston North International Airport 
Emergency Committee and the health emergency response section by the 
Palmerston North International Airport Facilitation Committee (a committee of 
the Ministry of Transport's National Facilitation Committee).Both airport 
committees are convened by Palmerston North Airport Limited. 

4. The Plan is based on International Civil Aviation Organization (ICAO) Airport 
Emergency Planning. This sets out the responsibilities, command, 
communications and co-ordination required of the various personnel and 
agencies involved in dealing with emergencies affecting the airport. 

5. Different types of emergencies anticipated in this plan are: 

a.  Emergencies involving aircraft: 

(i) Accident - aircraft on-airport. 

(ii) Accident - aircraft off-airport. 

(iii) Incident - aircraft in flight. 

(iv) Incident - aircraft on ground. 

(v) Incident - sabotage, including bomb threat. 

(vi) Incident - unlawful seizure. 

b. Emergencies not involving aircraft: 
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(i) Fire – structural. 

(ii) Sabotage, including bomb threat. 

(iii) Health risk declaration - international passengers. 

6. The aircraft emergencies for which services will or may be required are 
generally classified as: 

a.  Aircraft accident on airport - is an aircraft accident which has 
occurred on or within the boundary of Palmerston North International 
Airport. 

b.  Aircraft accident off airport - an aircraft accident which has 
occurred in the vicinity of Palmerston North International Airport and 
where the resources of Palmerston North International Airport may not 
be immediately available to attend the scene. ("Vicinity" refers generally 
to the area over which Palmerston North International Airport air traffic 
control is exercised.) 

c.  Full emergency - an aircraft approaching the airport is, or is suspected 
to be, in such trouble that there is danger of an accident. 

d.  Local standby - an aircraft approaching the airport is known, or is 
suspected, to have developed some defect but the trouble is not such as 
would normally prevent effecting a safe landing. 

Following any activation of the plan, any member of the Airport Emergency Committee 
or of the Airport Facilitation Committee may request PNIA to convene a debrief 
meeting to review the event and the provisions of the plan. 

Caution - Military Aircraft 
 
All services must be aware of the added risks involved with military aircraft in an 
accident situation. All aircraft should be considered to have live ordinance and extra 
caution shall be taken in dealing with any situation arising from an accident involving a 
military aircraft. Attention is drawn to the contact numbers in Section 3 for Air Force 
personnel. 
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Section 9A 
 

HEALTH RISK DECLARATION - International Passengers 

This section is the inter-border agency and emergency services response plan to a 
health risk declaration such as a pandemic. It is prepared by and maintained by the 
Palmerston North International Airport Facilitation Committee (FAL) (an airport 
committee of the Ministry of Transport’s National Facilitation Committee). Each 
agency/participant should have a separate business continuity plan to support their 
availability as a key participant in this plan. 

Ministers will make the final decisions about border management responses. 

The Airport FAL shall ensure that all participant agencies are aware of their roles in 
this plan; contact numbers and protocols for 24hr contact are disseminated to 
participants; and each agency has addressed staff hygiene protocols, access to personal 
protective equipment, staff briefings/training, legal powers etc. 

Communication with flights prior to arrival will be preferably via the airline concerned, 
or otherwise through the Control Tower for which contact should be through PNIA to 
avoid conflict with other safety duties. 

1. Initial Closure of Borders 

Notification to the aviation community by NOTAM issued by the Civil Aviation 
Authority. 

This notification can stop departure of flights from overseas ports to New 
Zealand – and will be conveyed to aircraft enroute by air traffic service 
providers. The Department of Labour (Immigration) will also issue a directive 
on its Advance Passenger Screening system. 

Where Ministers have made decisions on quarantine requirements, all parties 
normally involved in processing international flights at PNIA will facilitate the 
reception and processing any international flights that are not prevented from 
arriving by the above notifications. Depending upon the quarantine 
requirements communicated from the Ministry of Health, the following pre-
planned actions may be deployed: 

a. General quarantine procedures 

Establish Emergency Border Management command structure – PNIA until 
Ministry of Health (MOH) representation on site, then MOH through the 
Medical Officer of Health is the Incident Controller. The incident will be 
managed using the Coordinated Incident Management System (CIMS). 

The pre-arranged assembly point is the Crash Rescue/Fire Building near the 
Control Tower. The Incident Controller may establish a control venue in the 
terminal building if deemed appropriate. 

All border agencies advised of status – to be confirmed by PNIA  
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Roles include: 

− Incident Controller – Health (Medical Officer of Health). 

− Operations – NZ Customs Service. 

− Logistics – PNIA. 

− Planning/Intelligence. 

− Communications and media relations – Health. 

In addition the following will be notified (to undertake, and advise the incident 
management team on issues affecting their usual areas of responsibility): 

− MAF Quarantine Service. 

− NZ Police. 

− Aviation Security Service. 

− Airline operating subject aircraft. 

The subject aircraft should be located on stands close to the International 
Arrivals Hall enabling separation from other passengers or ground personnel 
during disembarking. 

Only staff who need to have access to the International processing areas should 
have access (each agency should make a deliberate decision at the time as to 
who from their organisation is authorised to have access - a briefing from 
Health may assist that decision). No Duty Free facilities will be open. The airline 
will manage ground handlers to remain away from passenger contact or contact 
with border processing staff. PNIA ground staff will not replace baggage trolleys 
until cleared by the MOH. 

All normal statutory processes will continue to apply – but may be managed in a 
different way or different order to suit circumstances. (ie the incident will not of 
itself present relief from statutory requirements) 

Minimising the time that passengers are held on an aircraft once landed, should 
be a consideration in decisions on process to be adopted at the time. 

Communication to arriving passengers should be instigated to explain what will 
be happening to them - preferably prior to arrival by contact with the aircraft. 

Communication to the public (meters and greeters) should be instigated to 
advise of the procedure for arriving passengers - and any disruption to other 
airport activities, if any 

All key stakeholders (refer current Facilitation Committee Contacts database as 
a checklist) should be kept informed of consequential disruption to flights and 
constraints on movement within the airport 
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All waste and cleaning materials from the International Processing areas shall 
be disposed of only through the PNIA biosecurity Quarantine Transfer Facility 
(ie as if a biosecurity risk item) 

The Ministry of Health will make appropriate arrangements for antiviral 
medication to support border management measures 

b. Isolation of some or all arriving passengers 

Logistics: 

− It may be necessary to access and deliver food and drink (or other 
provisions such as nappies) at short notice for passengers either in the 
terminal or being held on board an aircraft. 

− Air conditioning systems in the terminal building will remain fully 
operational - the PNIA business continuity plan will address increased 
frequency of maintenance during any health risk declaration. 

− Transport of people for quarantine to a quarantine facility will be a 
Health responsibility. Contingency plans must be in place to obtain 
sufficient transport (buses) and drivers to carry passengers from the 
airport to the designated quarantine facility. Risk mitigation measures 
relating to transportation will be advised by MoH. PNIA will assist in 
facilitating transport and communication between the airport and place 
of quarantine. 

Prior to arrival of flights: 

− The Medical Officer of Health will advise on health requirements for 
handling arriving passengers (including whether passengers will be 
quarantined). 

− The Airport Facilitation Committee will be informed, and the CIMS 
structure activated (see above). 

− NZ Customs and the airline shall advise of the number of arriving 
passengers and ETA of arriving flights. Where possible this should 
include identification of the origin point for passengers on the aircraft, 
which will assist in risk assessment for flights and passengers. 

− Suitable on-site facilities for health officials should be provided at the 
airport arrivals areas, as they will be responsible for any actual screening 
phase. Health officials must be able to attend the airport as soon as the 
decision to close the air border occurs. See process maps appended. 

− All employees working at the airport should be advised of what is going 
to happen and what will be expected of them. Agencies should have 
suitable internal procedures to advise shift staff that they may not now 
be required. 

− A decision will be made by the Domestic and External Security 
Committee on any controls or restrictions on departing flights. It is 
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possible that departures will be allowed to continue for as long as 
possible. 

− If departures are going to be closed then procedures should be in place 
to advise airlines to stop checking in passengers for affected flights and 
to undertake communication with any departing passengers (including 
any impact on their ability to return to New Zealand). 

− Any appropriate measures should be taken to reconfigure arrival and 
other terminal facilities to cope with new arrival arrangements. This may 
include temporary signage and barriers to control or restrict entry. Note 
that the objective will be to minimise disruption to other airport activity 
and in particular to maintain domestic travel operations. 

On Arrival: 

− For further detail see appended process map. 

− One of the principles of this phase will be to minimise the contact 
between the incoming passengers and aircrew and the terminal staff 
until decisions have been made by MoH as to whether they represent a 
risk. 

− Planeloads of incoming people (including crew) must be kept entirely 
separated from: 

 Other planeloads at all times. 

 Departing passengers. 

 All other airport users. 

− No aircraft servicing or baggage handling staff will approach the aircraft 
except as approved by health, and the aircraft will not be opened unless 
the CIMS coordination is in place. 

− If available, two separate areas in the terminal can be considered for 
reception of arriving passengers: 

 Departure Lounge (upstairs), from which NZ Customs and MAF can 
both complete passenger processing, except bags will be separately 
screened downstairs and re-united with cleared passengers later. 

 Arrivals Hall (downstairs) with normal processing facilities. 

Note that passengers can be released selectively from the Departure 
Lounge (upstairs) to either: 

 Public areas of the terminal; or 

 A 'low level' separation area by cordoning off the mezzanine floor 
from the rest of the building (note this cordoning disrupts the use of 
the cafeteria); or 
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 The Arrivals Hall (downstairs). 

− If sufficient separation areas are not available in the terminal, an option 
should be considered to temporarily hold passengers on the plane while 
screening or testing occurs. This may also require delivering food and 
water to the passengers. 

− There should be an ability to screen the highest risk disembarking 
passengers from each flight in an area away from other passengers in the 
terminal (domestic, departing). This will involve an initial screening by 
health officials. (Refer separation area options above). 

− Consideration should be given to the suitability of the facilities (food, 
drink, toilets, access to phones) for passengers for the length of time of 
initial processing (which could take two hours or longer). 

− Any initial screening phase should occur prior to primary processing. 
Passengers being released (after advice from Health officials) will then 
carry on to normal passenger's clearance procedures. 

− There may need to be an ability to separate passengers following any 
initial screening. A number of identified passengers may be directed for 
quarantine, while the balance will be released for normal processing.  

− Procedures should be in place to advise any persons awaiting passengers 
in the terminal of delays or decisions around quarantine. 

− Procedures should be in place to ensure that detailed contact 
information can be collected from passengers who arrive after the 
closure of a border but who are released. This is to enable any follow-up 
to occur. The Ministry of Health will provide this documentation if this 
action is required. (Note that an alternative form is held on PNIA file 
450/5). 

− The likelihood of significantly slower than normal processing should be 
factored into planning. 

− Police will have a presence at the airport during all border management 
operations. 

− All actions and decisions taken during this phase should be 
appropriately documented (maintenance of events/issues log) by each 
participating agency. 

− There may be circumstances where there is a need for a planeload of 
arriving passengers held at the airport for a longer period of time (due to 
testing of a symptomatic period or where the aircraft is being prepared 
and turned around). Contingency should therefore exist for a situation 
where passengers from an arriving flight need to be held at the terminal 
for 12-24 hours. 
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Dealing with anyone suspect of being ill: 

− Advice will be forwarded to Ministry of Health about dealing 
appropriately with arriving passengers or crew who may be displaying 
symptoms. 

− These persons should be able to be removed immediately from the 
terminal (or aircraft) under direction of the Medical Health Officer, with 
absolute minimal exposure to other passengers and terminal staff 
(including ambulance access). Note that an option exists to bring 
transport onto the apron to the doors of the Arrival Hall/Departure 
Lounge. 

− Procedures to deal with any terminal and agency staff who may have 
been exposed to a passenger suspected of having a contagious illness are 
addressed in current plans and these should be reviewed for 
applicability. 

Movement to the quarantine phase 

− Transport of people for quarantine from the airport to the quarantine 
facility will be a Health responsibility, assisted by PNIA. 

− Transport process specifications and quarantine facility location will be 
advised by the Ministry of Health. 

− A plan will be developed for the quarantine phase, which will be 
managed by the Medical Officer of Health. 

− A person should be designated as a liaison point between the airport and 
the quarantine facility to co-ordinate arrangements for the movement of 
persons. 

− It should be possible for those passengers that are being put into 
quarantine to be removed from the terminal directly. This may mean 
ensuring that there is appropriate vehicle access to an appropriate 
exit/waiting area at the terminal. 

− Because of the legislative requirements, MAF, Immigration and Customs 
screening should occur prior to passengers being taken into quarantine. 
Each border agency will develop and advise their own requirements, 
which may be simplified in these circumstances to minimise contact. 

− Procedures should be in place for the identification and separation of 
baggage (either selection by passengers or by airport/airline staff). 

− There should be suitable level of documentation of any persons being 
referred for quarantine to assist in quarantine management (including 
identification details, recent travel, seating, traveling companions etc). 
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After passenger arrival operations have ceased 

− If required - the arriving aircraft and parts of the terminal should be 
cleaned and disinfected and given "clearance" under MoH supervision. 

− Plans should be developed to stand down staff and secure the 
international terminal after international flights have ceased. 

− A health and safety briefing for staff who have been involved should be 
considered if appropriate. 
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Chapter 9 
 

Clinical Pathways 

The chapter will best describe, diagnosis, prognosis, presentation triggers as to 
Influenza like illnesses in both those over 18 years and those under 18 years. 

Consideration to those in Private Practice and other primary care facilities will be able 
to take reference from this chapter.   
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1 Clinical Presentations of Influenza: Case 
Definition  

 

 

Clinical Case Definition: 

When influenza is circulating in the community, the presence of fever and cough of 
acute onset are good predictors of influenza. The positive predictive value increases 
when fever is higher than 38ºC and when the onset of clinical illness is acute (less than 
48 hours after the prodromes). Other symptoms, such as sore throat, rhinorrhea, 
malaise, rigors or chills, myalgia and headache may also be present. Any case 
definitions developed prior to the pandemic may need to be modified once the 
pandemic occurs. A history of contact with another patient with influenza-like illness or 
with an influenza case confirmed by the laboratory should be sought. If present, it is of 
diagnostic value. 
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2 Patient Management  

2.1 Initial Assessment Management 

The algorithms shown in this chapter were designed to be used by healthcare staff and 
also by volunteers with minimal triaging experience to identify influenza patients who 
present to the health clinics, doctor’s offices, emergency rooms, temporary emergency 
services, or other influenza triaging centres. Assuming that there will be a large number 
of cases and limited resources during a pandemic, the assessment guidelines are 
intended to evaluate the needs of each individual, and triage influenza patients 
efficiently in a crisis situation. Triage personnel will decide when patients can be 
managed in an ambulatory setting, redirected home, sent to an alternate care site, or 
admitted to an acute care hospital. 

Two algorithms are included in this chapter, one for adults and adolescents , and a 
second for children. There is no clear age limit for the use of these algorithms. 
Depending on the age of the patient, place of consultation, and on the number of cases 
of influenza in a given community, young children and adolescents may be seen by 
personnel specialised in childcare or by the same staff and volunteers who assess the 
adult population. Nevertheless, influenza can be more severe in youngsters, and 
different criteria should be used to judge the seriousness of the illness in children  

Initial clinical assessment is a risk assessment for complications of influenza.  It 
consists of: 

1. Physical examination of the patient to determine signs of influences 
complications. 

2. Determination of co-morbidities. 
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3 Clinical Pathways 18 Years and Over 

3.1 Triage of Adults (> 18 years) 

 

No

Yes

Needs further 
assessment

Stable2

No co-morbid illness3

48 hr

Stable1

Co-morbidity2

Triage Centre:
- Doctors office
- Walk-in clinic
- Other

Emergency 
Department

Local Triage Centre:
- Community Based 
Assessment Centres

Symptoms consistent 
with influenza-like 
illness (Table 2.3)

Assess non-flu 
area

Initial clinical 
Assessment 
(Table 2.4)

Emergency 
Department1

Assessment (Table 2-1-3 
– other triage centre)

Home with self-care 
(Table 2.6)

Observe/Reassess:
- Home
- Sub-acute care
- Non-traditional 
health-care setting

Reassess
- Phone
- Visit

No

Yes

Needs further 
assessment

Stable2

No co-morbid illness3

48 hr

Stable1

Co-morbidity2

Triage Centre:
- Doctors office
- Walk-in clinic
- Other

Emergency 
Department

Local Triage Centre:
- Community Based 
Assessment Centres

Symptoms consistent 
with influenza-like 
illness (Table 2.3)

Assess non-flu 
area

Initial clinical 
Assessment 
(Table 2.4)

Emergency 
Department1

Assessment (Table 2-1-3 
– other triage centre)

Home with self-care 
(Table 2.6)

Observe/Reassess:
- Home
- Sub-acute care
- Non-traditional 
health-care setting

Reassess
- Phone
- Visit
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3.2 Symptoms consistent with flu like illness 

Adults ((18 years) 

a)  Systemic 

• Fever 

• Chills 

• Headache 

• Aching muscles and joints 

• Stiffness 

• Weakness 

b)  Respiratory 

• Cough 

• Sore throat 

• Hoarseness 

• Stuffy or runny nose 

• Shortness of breath (patients with influenza and shortness of breath 
should undergo chest radiography) 

• Chest symptoms: thoracic pain when taking a deep breath, retrosternal 
tracheal pain, pleuritic pain  

• Red and/or watery eyes 

• Earache 

c)  Digestive (seen mainly in children and elderly) 

• Vomiting 

• Diarrhoea 

• Abdominal pain 
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d)  Neurological 

• Confusion, drowsiness 

• Convulsions 

• Symptoms suggestive of meningitis (mainly in children) 

 

3.3 Initial Influenza Illness Assessment (> 18 years) 

 

Primary Assessment Results Requiring Secondary Assessment 

Temperaturea    35°C or  39°C 

Pulse  

 

New arrhythmia (irregular pulse) 

>100 beats/min (if > 16 years) 

Blood pressure <90 systolic 

Dizziness on standing 

Respiratory rate >20/minutes 

Skin colour (lips, hands) Cyanosis 

Chest signs or symptoms Any abnormality on auscultation or chest pain* 

Mental status New confusion 

Function New inability to function independently ** 
Persistent vomiting (> 2-3 times/24hr.) *** 

Oxygen saturation <90% room air 

 

* Chest pain should always be investigated because it may be a sign of 
pneumonia, cardiac failure or an acute coronary event. 

** A deterioration in level of consciousness, or inability to function independently 
compared with previous functional statue, particularly in elderly patients.  

*** Particularly in elderly patients. 
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3.4 An Assessment Form for Primary Centres is Being 
Developed 

A stable patient is one with influenza-like illness but without abnormalities meeting the 
criteria for secondary assessment. 

Co-morbidities 

• 65 yr. 

• Pregnancy. 

• Chronic lung disease (e.g. chronic obstructive pulmonary disease, cystic fibrosis, 
asthma). 

• Congestive heart failure. 

• Renal failure. 

• Immunosuppression (due to underlying disease or therapy). 

• Haematological abnormalities (anaemia, haemaglobinopathies). 

• Diabetes. 

• Neoplastic disease. 

• Hepatic disease. 

• Socially unable to cope(i.e. without personal support at home, such patients 
may need an alternative centre of care).  An alternate care arrangement may 
also be considered if a high-risk individual lives in the same household as the 
influenza patient. 

• Patients on long-term acetylsalicylic acid therapy (increased risk of Reye’s 
syndrome). 

If no abnormalities or co-morbidities are found: send the patient home with 
instructions for self-care (instruction sheet being developed). 

If no abnormalities, but with co-morbidities, send the patient home with instructions 
for self-care, with a scheduled reassessment after 48 hours, or send to a non-hospital 
domicile. Follow-up. 

If secondary clinical assessment is required, send the patient to the hospital emergency 
department, or some triage centres may have the facilities to perform secondary 
assessment and treatment without transferring patients. 
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3.5 Instructions for Self-Care of Subjects Sent Home (> 18 
Years) 

No co-morbidity: 

• Acetaminophen (adults or children), ibuprofen or acetylsalicylic acid (adults 
only), to treat myalgia and arthralgia. 

• Fluids. 

• Bed rest. 

• Drink hot liquids. 

• Decongestants. 

• Do not smoke or expose to second hand smoke. 

• Seek help if: 

− Increasing shortness of breath. 

− New pleuritic, chest pain. 

− New purulent sputum. 

− Persistent vomiting. 

Co-morbidity: in addition to above 

• Supervision (family, friends, allied health, district nurse) 

• Antiviral therapy (if seen before 48 hours of onset, contingent on pandemic 
priorities) 

• Follow-up after 48 hours by phone call/ health care worker visit. 
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4 Clinical Pathways Under 18 years 

4.1 Triage of Children (< 18 years) 

 

No

Yes

- Needs further assessment
- Danger Signs Present
- Age <= 2 months

- No Danger Signs present
- No Co Morbid illness3

- Age > 2 months

Triage Centre:
- Doctors office
- Walk-in clinic
- Other

Emergency 
Department

Local Triage Centre:
- Community Based 
Assessment Centres

Symptoms consistent 
with influenza-like 
illness (Table 2.3)

Assess non-flu 
area

Initial clinical 
Assessment 
(Table Paediatric
Guidelines)

Emergency 
Department1

Assessment 
(Paediatric Team)

Home with family-care

No

Yes

- Needs further assessment
- Danger Signs Present
- Age <= 2 months

- No Danger Signs present
- No Co Morbid illness3

- Age > 2 months

Triage Centre:
- Doctors office
- Walk-in clinic
- Other

Emergency 
Department

Local Triage Centre:
- Community Based 
Assessment Centres

Symptoms consistent 
with influenza-like 
illness (Table 2.3)

Assess non-flu 
area

Initial clinical 
Assessment 
(Table Paediatric
Guidelines)

Emergency 
Department1

Assessment 
(Paediatric Team)

Home with family-care

 

 



DRAFT

Chapter 9 – Clinical Pathways 

MDHB Pandemic Plan 11  July 2006 

4.2 Paediatric guidelines for hospital referral < 18 years 

Clinical Case Definition: 

When influenza is circulating in the community, the presence of fever and cough of 
acute onset are good predictors of influenza.  The positive predictive value increases 
when fever is higher than 38°C and when the onset of the clinical illness is acute (less 
than 48 hours) after the prodromes.  Other symptoms, such as sore throat, rhinorrhea, 
malaise, rigors or chills, myalgia and headache, although non specific, may also be 
present. 

The most common presentation of influenza in children is fever and cough of sudden 
onset.  The term ARI is preferred for children since most distinguishing features are in 
adults are not characteristic in children until the second decade. Young infants (less 
than 2 months old) can become ill and progress to severe illness rapidly. They are much 
less likely to cough with pneumonia and frequently have only non-specific signs such as 
poor feeding, apnoea and fever or low body temperature. 

4.3 Initial Influenza Assessment (<18 years) 

(GP and Community Based Assessment Centres): 

Primary Assessment Results Requiring Secondary Assessment 

Temperature   >38.5°C in children > than 2 months of age 
Temperature is not a reliable sign in infants < 2 
months 

Respiratory rate 
 

< 2 months = 60 breaths/min or more 
2 – 12 months = 50 breaths/min or more 

12 months – 5 years = 40 breaths/min or more 
> 5 years = > 30 breaths/min 

Skin colour and temperature 
(lips, hand) 

Cyanosis, sudden pallor, cold legs up to the knee 

Chest signs and symptoms a 

(pain may be difficult to detect 
in young children) 

Chest indrawing, wheezing, grunting, inquire for 
chest pain 

Mental status Lethargic or unconscious, confused 

Function Unable to breastfeed or drink, persistent vomiting 

(>2-3 times/24 hr)c 

Inability to function independently 

Oxygen saturation <90% room air 

Neurologic symptoms and signs Convulsions, full fontanelle, stiff neck, photophobia 

Oxygen saturation 93% or less in room air 
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• Children with ARI and chest pain should always have medical evaluation, since 
it may be sign of pneumonia (chest pain on inspiration).  It may also appear as 
retrosternal pain (tracheal/bronchial pain) or as a pleuritic pain. 

• A deterioration of consciousness and function status, lack of interest in playing 
and inappropriate sleepiness should be further investigated. 

• Vomiting (>2-3 times/24 hr), particularly if the children are not feeding or 
drinking we, requires secondary assessment. 

4.4 Referral Criteria (2 months – 5 years) 

• Difficulty breathing (fast breathing or grunting or nasal flaring or stridor  or 
chest indrawing. 

• Cyanosis. 

• Unable to breastfeed or drink. 

• Vomiting everything (continuous vomiting). 

• Lethargic or unconscious or confused. 

• Convulsions/seizures. 

4.5 Danger signs (paediatrics) (2 months to 5 years) 

• Difficulty breathing (chest indrawing or nasal flaring or grunting or stridor or 
fast breathing. 

• Cyanosis. 

• Unable to breastfeed or drink. 

• Vomiting everything (continuous vomiting). 

• Lethargic or unconscious or confused. 

• Convulsions/seizures. 

• Full fontanelle. 

• Stiff neck, photophobia 

When these danger signs are present in infants younger than 2 months, they suggest 
very severe disease and may be life threatening.  These children should always be 
referred immediately for physician assessment.  Additional danger signs in children 
under  2 months include: 

• The child stopped feeding well (less than half of the usual amount of fluids) 
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• Fever or low temperature  (high fever can represent a serious infection, but low 
temperature may also be present) 

• Wheezing 

• Grunting or stridor when calm 

• Severe chest indrawing 

• Abnormally sleepy or difficult  to wake 

• Poor circulation: sudden pallor, cold legs up to the knees 

• Less than four wet nappies in 24 hours 

• Signs of pneumonia (pneumonia in young infants if considered very serious and 
these children should be referred urgently to a hospital for evaluation) 

4.6 Urgent Medical Assessment (paediatrics) 

While a primary care provider may give first aid, children with danger sign must be 
seen by a paediatrician 

4.7 Oseltamivir 

Oral suspension (12mg/ml) 

Capsule 75mg 

Treatment Dose: 

Body weight 15kg or below  : 30mg bd po for 5 days  

  >15-23 kg         : 45 bd po for 5 days 

  >23-40kg         : 60mg bd po for 5 days 

  >40kg  : 75mg bd po for 5 days 

Dose adjustment needed for renal impairment. 

Oseltamivir should be administered within 48 hours of onset of symptoms to be 
effective. 

This medication is licensed for treatment of influenza in adults and children one year 
and older.  It is licensed for prophylaxis of influenza in adults and children 13 years and 
older. 
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5 Guideline for Triage of Suspected Avian Influenza Virus (H5N1) in Emergency 
Department  

Suspected cases assign Triage Category 2 to expedite 
treatment and continuum of care

Criteria
• Fever (> 38°C) and
• Cough (Productive or Non-Productive) or
• Shortness of breath or Dyspnoea
• Recent history of travel (within 10 days) particularly 

Singapore; Taiwan; Hanoi City (Vietnam); any province in 
China or Toronto, Canada or

• Close contact with any confirmed cases of Avian Flu within 
the last 10 days.

• Access Avian Flu resource box kept in O&G
• Discuss with Medical Team if patient requires treatment with 

Oseltamivir

Isolate & Barrier Nurse
Patient placed in separate examination room (preferably O&G). No
more than 1 support person/family/whanau.
• Treat & Stabilise patient accordingly – avoid nebulised

medication.  1:1 Nursing Required. Dedicated equipment required.
Staff & Visitors to don
• Mask
• Gown (Long-Sleeved)
• Surgical Cap
• Latex Gloves
• Goggles
• ETOH Handwash
If suspected H5N1 infection, inform hospital co-ordination Unit. 
Mobilise extra staff as required.
Maintain patient in isolation and barrier nurse.
Facilitate discharge from ED to appropriate negative pressure setting 
for continuation of treatment.
Assess and advise support persons/family/whanau who have had 
exposure to SARS.  Ask any unessential support people/family 
/whanau to leave dept.  If possible, designate a family spokesperson 
for hospital staff to communicate with.

GP/CBAC Referral Self Referrals St Johns

Notify Triage Nurse/Med.Reg Screen at Triage or in Ambulance and provide 
patient/family/whanau with masks

1. Notify Infection Control and Hospital Co-ordination Team 24/7 via switchboard
2. Don Gloves, Mask and other appropriate protective gear
3. Establish Triage Status

Patient stable Patient in Extremis

Go directly to a ward with negative 
pressure facilities – by passing ED

Patient/family/whanau asked to don 
appropriate protective clothing.
Escort to O&G for assessment & 

treatment

Patient stabilised and transferred to 
ICU 

Suspected cases assign Triage Category 2 to expedite 
treatment and continuum of care

Criteria
• Fever (> 38°C) and
• Cough (Productive or Non-Productive) or
• Shortness of breath or Dyspnoea
• Recent history of travel (within 10 days) particularly 

Singapore; Taiwan; Hanoi City (Vietnam); any province in 
China or Toronto, Canada or

• Close contact with any confirmed cases of Avian Flu within 
the last 10 days.

• Access Avian Flu resource box kept in O&G
• Discuss with Medical Team if patient requires treatment with 

Oseltamivir

Isolate & Barrier Nurse
Patient placed in separate examination room (preferably O&G). No
more than 1 support person/family/whanau.
• Treat & Stabilise patient accordingly – avoid nebulised

medication.  1:1 Nursing Required. Dedicated equipment required.
Staff & Visitors to don
• Mask
• Gown (Long-Sleeved)
• Surgical Cap
• Latex Gloves
• Goggles
• ETOH Handwash
If suspected H5N1 infection, inform hospital co-ordination Unit. 
Mobilise extra staff as required.
Maintain patient in isolation and barrier nurse.
Facilitate discharge from ED to appropriate negative pressure setting 
for continuation of treatment.
Assess and advise support persons/family/whanau who have had 
exposure to SARS.  Ask any unessential support people/family 
/whanau to leave dept.  If possible, designate a family spokesperson 
for hospital staff to communicate with.

GP/CBAC Referral Self Referrals St Johns

Notify Triage Nurse/Med.Reg Screen at Triage or in Ambulance and provide 
patient/family/whanau with masks

1. Notify Infection Control and Hospital Co-ordination Team 24/7 via switchboard
2. Don Gloves, Mask and other appropriate protective gear
3. Establish Triage Status

Patient stable Patient in Extremis

Go directly to a ward with negative 
pressure facilities – by passing ED

Patient/family/whanau asked to don 
appropriate protective clothing.
Escort to O&G for assessment & 

treatment

Patient stabilised and transferred to 
ICU 
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Chapter 10 
 

Communications 

Regional responsibilities of the Communications Unit at MidCentral District Health 
Board, in the pre-pandemic period include the development and testing of regional and 
local communication networks and the definition of communication roles and 
responsibilities at the regional, local and facility levels. 

During the pandemic phases, responsibilities are to provide clear direction to health 
care providers to ensure continued provision of essential health services and to provide 
regular, timely information updates about pandemic response to district and regional 
officials; to the public and to the media.  In the post-pandemic period, the main 
responsibilities are to determine when facilities will resume normal operations and 
inform the public. 

Furthermore, the public and media should be informed about local and regional 
outcomes of the pandemic. 
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Communication Plan: Pandemic Influenza  

1 Purpose/Objective 

To co-ordinate and contribute the communication response to probable Pandemic 
Influenza cases in New Zealand, and specifically in MidCentral DHB area. 
 

2 Key Stakeholders/Target Audience 

Key stakeholders fall into five categories: 

1. Clinical Advisors/Front Line 

• Emergency Department, Palmerston North Hospital 

• Public Health Unit, particularly Medical Officer of Health 

• Infection Control Unit 

• After Hours co-ordinators 

2. Health Professionals  

• Clinical Staff, MidCentral DHB 

• Other Staff, MidCentral DHB (support role) 

• Enable 

• General Practitioners 

• Practice Nurses 

• Private Hospitals (Southern Cross, Dannevirke and Aorangi) 

• LMCs 

• Rest Homes 

• Pharmacies 

• Non-government Organisations 

• Maori Health 

• Defence 

• Other Health providers 
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3. Governance 

• Board 

• Hospital Advisory Committee 

• CEO 

• General Managers x 4 

• DSAC 

• CPHAC 

• Minister of Health 

• Ministry of Health 

4. General Public 

• Employers 

• Hospitality industry 

• Disability sector 

• Educational institutions 

• Leisure/ recreation 

• Rural 

• Family 

5. Media 

6. Other Staff, MDHB 
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3 Key Messages 

3.1 Generic (Public) 

The following are the key, generic messages regarding this issue, and are for all 
stakeholder categories.  Specific messages are detailed after. 

• Bird flu is a world wide threat.  We have been working with this knowledge for 
sometime.  Preparation is advanced, both in New Zealand generally and in 
MidCentral DHB particularly.  Community support and preparation will ensure 
the best outcomes for all. 

• While there is no evidence of bird flu being transmitted from people to people, 
influenza viruses are highly unstable and health experts are concerned this 
strain of bird flu may combine with a human influenza virus to form a new virus 
that could be transmitted between people. 

• There is mounting evidence that this strain has a unique capacity to jump the 
species barrier and cause severe disease, with high mortality, in humans. 

• There is a real possibility that the present situation could give rise to another 
influenza pandemic in humans.   

• There would be no natural immunity to this new virus. 

• New Zealand has never had an outbreak of the Highly Pathogenic Avian 
Influenza of recent times, and strict bio security measures are in place to 
minimise the risk of it entering the country. 

• The MOH, MidCentral DHB, and Central Regional DHBs (Whanganui, 
Hawke’s Bay, Hutt Valley, MidCentral, Capital and Coast, and Wairarapa 
DHBs), have in place extensive plans for managing communications in the 
event of a New Zealand outbreak. 

• Modelling suggests that within the MidCentral Region that such a pandemic 
with a 40% incident rate, could result in 1386 deaths, 9000 hospital admissions, 
and 30,000 GP consultations over three eight-week periods spanning the time 
of a pandemic.  These are planning assumptions only and do reflect any 
prediction as to presentations, admissions or deaths. 

• Processes are in place for diagnosing and treatment any people who suspect 
they have Pandemic Influenza. 

• All health professionals within the district, region, and nationally are being kept 
up-to-date with information, and are aware of the referral processes. 

• Any person suspected of having Pandemic Influenza requires isolation. 

• Refer also “Frequently Asked Questions” attached. 
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3.2 Specific to Clinical Advisors/Front Line Staff 

Health Professions and Front Line Staff 

• A protocol and clinical pathway has been established for the management of 
suspected and confirmed Pandemic Influenza cases. 

• This protocol can be accessed through Chapter 9 of this overall plan. 

• For further information and training contact Risk Management or Infection 
Control. 

• In the event that there is a local case(s) of Pandemic Influenza, regular updates 
will be provided to key personnel. 

• All health professionals are being advised of what symptoms to look out for and 
referral processes.  (refer to Chapters 9 and of this plan) 

• If health professionals require further information, they should be referred to 
the Ministry of Health Website or the WHO website.  
http://www.moh.govt.nz/pandemicinfluenza  

3.3 Specific to Health Professionals 

Clinicians should be alert for people with onset of illness that meet the following 
established case definition: 

What are the symptoms of an influenza pandemic?  

The symptoms of pandemic influenza are the same as seasonal influenza (see Chapter 9 
for a case definition).  This includes:  the sudden start of a high fever, headache, muscle 
aches and pains, fatigue, cough, sore throat, or a runny nose.  The virus can cause a 
mild or severe illness depending on the type of influenza virus and the age and general 
health of the person affected.  It may take up to three days to show symptoms.   

For further information regarding Pandemic Influenza, please contact the Medical 
Officer of Health, Public Health Service on (06) 356 9169. 

3.4 Specific to Governance 

A local plan is in place for the management of pandemic Influenza.  This is being co-
ordinated by the Medical Officer of Health, and Risk Management (Protective 
Services), with clinical support from Infection Control, Compass Health, Primary 
Health Organisations, Hospital Coordination Unit and the Emergency Department. 

• The local management plan is supported by a communication plan. 
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• Regular communication is occurring with health professionals regarding the 
symptoms of Pandemic Influenza, and what to do with suspected cases. 

• In the event that there is a local case(s) of Pandemic Influenza, reporting to the 
Ministry of Health will occur in line with national procedure. 

• In the event of local cases regular updates would be provided to governance 
bodies through the monthly management report to HAC (or by email directly to 
members if the situation escalates). 

3.5 Specific to Media/Public 

• Plans and systems are in place for identifying and managing any Pandemic Flu 
or potential Pandemic Flu cases.   

• Number(s) involved and condition(s) of any patients(s). 

• In the event of Pandemic Flu cases, all media inquiries are to be made through 
either the Communications Unit or the Medical Officer of Health.  Media are 
asked not to approach other clinical staff as they will be busy dealing with the 
suspected case(s). 

3.6 Specific to Staff 

MidCentral DHB has plans in place to respond to a probable Pandemic influenza 
outbreak within its district.  It will also assist other DHBs in the event of an outbreak. 

• This planning is being co-ordinated by Risk Management Protective Services 
(see Chapter 6 for organisation chart). 

• There is also a Project Management Team which comprises: Public Health, 
Communications, Infection Control, Emergency department, Intensive Care 
Unit, Internal medicine, Acute Surgical Services, General Managers 
Department, Occupational Health, GP Liaison, Nursing, Hospital Coordination 
Unit, Iwi and Risk Management. 

• In the event of an outbreak, the Emergency Operations Centre will be 
established. 

• Regular communication will occur. 

• If you have any questions or concerns, please see your Team Leader in the first 
instance. 

 



DRAFT

Chapter 10 – Communications 

MDHB Pandemic Plan 8  July 2006 

3.7 Delivering the Message to all Staff including Clinical 
Advisors 

The following forms of communication will be used to communicate with all staff 
including clinical advisors: 

• Staff faxes to be sent manually, and electronically (email), as and when 
required, to all MidCentral Health Users. 

• Notice board updated with any changed information, set up outside Infection 
Control, Palmerston North Hospital. 

• Pandemic Planning Newsletters and articles in other existing publications (MC 
News, Funding Matters). 

3.8 Delivering the Message to Governance 

The following forms of communication will be used to communicate with the Minister, 
and Ministry of Health: 

• All forms of communication issued to all groups will be sent to Ministry of 
Health by email and/or fax. 

• In dealing with specific issues regarding any confirmed cases, secure 
communication will be used – dedicated phone line. 

The following forms of communication will be used to communicate with MidCentral’s 
Board and its Committees: 

• Regular updates through the General Manager, MidCentral Health’s report to 
the Hospital Advisory Committee (CPHAC). 

• Emails direct to members for urgent matters including any short notice changes 
to the plan. 

• The Chairman will be advised by telephone of urgent issues, and will be kept up 
to date through weekly meetings with the CEO. 

3.9 Delivering the Message to GPs, Other Hospitals, Other 
Health Services, and Schools 

The following forms of communication will be used to communicate with General 
Practitioners, other health services, and schools (if required) 

• Broadcast faxes to be sent to all GPs, Private Hospitals in board district – 
Southern Cross, Aorangi, and Dannevirke Community Hospital, and any other 
appropriate health service. 
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• MOH public health alerts and Advice notices to Health Care workers should be 
faxed via Information Systems database programmes to General Practitioners, 
and if necessary Rest Homes, and LMCs in Board district and schools 
throughout MDHB. 

3.10 Delivering the Message to Media and Public 

The following forms of communication will be used to communicate with Media: 

• Media Releases will be issued as needed. 

• Media conferences as required.  If inappropriate to hold on site, media 
teleconference(s) would be considered. 

• Radio/Television interviews conducted where appropriate – interviewees will 
be prepared by Communications Unit.   

• Web site link to Ministry of Health’s website. 

Spokespersons (internal) Internal spokespersons for this Plan: 

• Medical Officer of Health, MCH 

• General Manager, MCH 

• The CEO, MDHB 

Spokespersons (external) External spokespersons for this Plan: 

• Medical Officer of Health – Public Health specific, including general public 
information 

• Infection Medical Officer – Clinical Infection Control specific 

• Clinical Director Emergency Department – Emergency Department specific 

• General Manager, MCH – MCH Capacity 

• The CEO, MDHB – DHB preparedness 

• Pandemic Planning Centre – Pandemic Plan 
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4 General Principles and Approach 

4.1 Public Profile 

All communication by MidCentral DHB shall be: 

• Level headed approach so as to reduce any unnecessary panic. 

• Key messages to be reviewed and updated regularly by the Project Team.  In the 
event local cases occur, more frequent reviews will be required. 

4.2 Management Approach 

The following is the agreed approach for this Plan: 

• Pandemic Flu Pandemic – MDHB Pandemic Plan 

• Project owner- Executive Management Team 

• The response to a pandemic outbreak also becomes an issue of Business 
Continuance and these plans must be read in conjunction with the MDHB 
Business Continuance Plan. 

• The MidCentral DHB Media Management Plan (Communication Plan) will be 
activated by the District Pandemic Action Committee.   

• For consistency in approach, local planning will be co-ordinated through the 
Project Management Group which comprises: Public health, Communications, 
Infection Control, Emergency department, Intensive Care Unit, Internal 
medicine, Acute Surgical Services, General Managers Department, Occupational 
Health, GP Liaison, Nursing, and Hospital Coordination Unit. 

• In the event that local cases occur, a dedicated telephone line will be established 
between the Ministry of Health and the Medical Officer of Health.  This will 
enable timely and immediate access. 

• Risk Management, Corporate Services will  be the official record holder of all 
communiqués for MCH; while the Medical Officer of Health, Public Health will 
keep a record of international, national and local communiqués. 

• All verbal communication by all spokespersons will be file noted and copies sent 
to Risk Management, on behalf of the General Manager and Communications 
Unit. 

• All Media Releases to be disseminated through the Communications Unit. 

• All media requests, where possible, will be referred to the Communications 
Unit.   
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• The Communications Unit shall be kept informed of all dealings with the media, 
and information provided to them. 

• Avoid detailing costs in-depth. 

• Continue to deliver agreed approach is beneficial.  At all times, a calm, 
reassuring and professional approach should be maintained. 

• Any media requests should be noted and dealt with, after thorough 
consideration.  Interviews “on the spot” should be avoided. 

 



DRAFT

Chapter 10 – Communications 

MDHB Pandemic Plan 12  July 2006 

5 Communication Unit Responsibilities 

• Ensure that all information is clear, accurate and approved by appropriate 
authority before release to the media or public.   

• Monitor news programmes and review news articles for accuracy.  Correct 
serious misinformation whenever possible. 

• Establish an Information/Media Centre, in consultation with the Incident 
Controller District Pandemic Action Committee. 

• Respond to staff requirement for accurate information.  Use information 
attached to pay-slips, email system, occupational health service, information 
telephone line, notice boards and posters. 

• Provide public information.  Particular attention may need to be given to the 
rationale for public gathering restrictions and food safety requirements. 

• Ensure that official spokespersons are thoroughly briefed about all aspects of 
the pandemic. 

• Keep the MidCentral DHB Influenza Pandemic Incident Controller informed of 
all media actions taken or planned on a regular basis. 

• Keep Communications Managers in other jurisdictions and at other government 
levels informed of information released. 

• Maintain log and a file of all information. 

• Release prevention, control and treatment information, as appropriate. 

• Respond promptly to media and public calls. 

• Release public inquiry ("Rumour Control") telephone line number when staffed. 

• Consider additional methods of distributing emergency instructions. 

• Arrange media briefings/press conferences or teleconferences on a regular or 
"as needed" basis utilising media contact list. 

• Prepare news releases, as required. 

• Provide emergency information in foreign languages, as required. 

• Release morbidity and mortality figures when obtained. 

• Gather all records kept during all phases of the incident and prepare a 
chronological summary of events, actions taken, inquiries made, and response 
given.  Collect newspaper clippings and TV videotapes, if available. 

NOTE: All news releases are to be handled by the authorised Communications 
Manager. 
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6 Co-ordination with National Pandemic 
Communication Plan: 

A national communication plan for health pandemic planning is in place.  This is 
owned and managed by the Ministry of Health. 

The Ministry will ensure timely, informative and accurate communication during all 
phases of a pandemic is critical for an effective emergency response operation.  
Dissemination and sharing of timely and accurate information among public health 
officials, government officials, medical care providers, the media and the general public 
will be one of the most important facets of the pandemic response. 

1. Different types of information will have to be communicated, often to different 
audiences. 

2. There will be widespread circulation of conflicting information, misinformation 
and rumours.  Communication must be coordinated among all relevant agencies 
to ensure consistent messages to the general public. 

3. There will be a great demand for accurate and timely information regarding: 

• Circulation of a pandemic strain 

• Disease burden 

• Disease complications and mortality 

• Disease control efforts, including availability and use of vaccines, 
antivirals and other preventive and treatment measures 

• "Do's and Don'ts" for the general public 

• Maintenance of essential community services. 

4. There will be a special need for information for the general public about how 
and why a Priority Group List for receipt of vaccine was developed. 

5. Public education will be an important part of the immunisation campaign 
because, as in a mass immunisation with any vaccine, it is likely that following 
problems will be encountered: 

(a) Any symptom or illness that closely follows vaccination may be 
attributed to the vaccine, and 

(b) Any febrile respiratory illness that later occurs will be viewed as vaccine 
failure. 

6. Certain groups will be hard to reach, including people whose primary language 
is not English, people who are hearing and visually impaired. 
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7. Demand for information by health care providers will be so great that existing 
methods for educating health care providers will have to be expanded during 
the inter-pandemic period. 
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7 Responsibilities for Communication During a 
Pandemic 

During a pandemic, the Ministry of Health will have the primary responsibility for: 

1. Collecting and interpreting influenza surveillance data, and for disseminating 
this information to national and district public health agencies, health care 
providers and hospitals.   

2. With guidance from Control Disease Centres (CDCs) and other national 
advisory groups, developing and disseminating to local public health units, 
health care providers and hospitals (specifically hospital administrators, 
emergency planners, emergency department directors, infection control nurses 
and hospital epidemiologists, infectious disease physicians), guidelines on the 
prevention, diagnosis and treatment of influenza and influenza-related illnesses. 

3. Providing the public, through the news media, with information on anticipated 
and on-going emergency response efforts necessary to maintain essential 
community services during the pandemic.  This strategy will include an 0800 
telephone number, national advertisements and regular press conferences. 

Information, recommendations and guidelines will be available to the Public Health 
Units, health care providers and other public health agencies through: 

• MoH web site: Fact sheets and frequently asked questions for medical/health 
practitioners and the public will be posted on the MoH web site, and updated on 
a regular basis.  These fact sheets will include general information on influenza 
vaccines, medication and treatment guidelines. 

• The Public Health Unit fast-dial system, MedLab mail-out system, IPA email 
groups, PHOs, and 24-hour General Practice Services. 

 

The national spokespeople are: 
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8 National Spokespeople 

Ministry of Agriculture and Forestry  

Director Animal Biosecurity: Derek Belton    
National Manager Surveillance and Response: Allen Bryce  

Senior Communication Advisers 

Philippa White:        
Madeleine Setchell:       
Tina Nixon:         

Ministry of Health 

Director Public Health: Dr Mark Jacobs  
Deputy Director-General Public Health: Dr Don Matheson 
Director General of Health: Dr Karen Poutasi 

Media Manager 

Frances Ross:         

New Zealand Food Safety Authority 

Assistant Director, Animal Products Glen Neal:    

Senior Communications Adviser 

Sharon Williams       

Cost 

Detail any perceived costs with provision/dissemination of this Plan.  Could involve 
external consultation or public dissemination of information. 

• Unknown at this stage – would be dependant on numbers of patients and/or 
staff that would be affected.  Future costs could include masks, extra staff, re-
opening of any wards, antibiotic if available etc. 

• No likely short-term significant costs. 

Copies 

This Plan forms part of the MDHB Pandemic Plan and has been provided separately to: 

• Pandemic Control Committee members 

• Board Chairman 
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• Chief Executive Officer 

• Executive Management Team 

• Manager, Risk Management 

• Manager Administration & Communication 
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Appendix 1:  Frequently Asked Questions 

Influenza, Pandemic Influenza (Bird Flu) and 
Pandemic Influenza  

What is Influenza?  

Influenza (the flu) is a highly infectious illness caused by a virus.  It is much more 
serious than a common cold and will leave you ill for up to 10 days.  Symptoms of the 
flu start suddenly and include: a high fever, headache, muscle aches and pains, fatigue, 
cough, sore throat, or a runny nose.  Influenza can be a mild or severe illness depending 
on the type of influenza virus causing it, and the age and general health of the person 
affected.  It may take up to three days to show symptoms when you catch the flu.   

Anyone can get influenza — being fit, active and healthy does not protect you from 
getting this virus.   

Anyone can die from influenza — it kills at least 100 New Zealanders every year, 
including some young, fit people.   

Can I do anything to prevent myself getting it?  

Every year you can ask your doctor to vaccinate you against the flu.  As the influenza 
virus changes frequently, new vaccine against the new virus is made every year.  To get 
your immunity to the new virus you will need to get the new vaccine. 

The flu is very easily spread by sick people who cough and sneeze.  To reduce the 
chances of getting the flu there are also things you can do, such as ensuring good health 
hygiene habits.  If you have the flu, you should stay home from work, avoid public 
places and close contact with others.  If you have the flu, you should always cough and 
sneeze into a disposable tissue and wash your hands afterwards.   

What is Pandemic Influenza (Bird Flu)?  

There are many types of influenza virus, some of which infect other animals including 
birds.  The viruses that infect birds are Pandemic influenza viruses.  Very rarely, an 
Pandemic influenza virus can also infect people.  One of these viruses - H5N1- has 
infected some people who have caught it from having close contact with infected birds.   

Pandemic influenza can cause severe flu-like symptoms in people and may result in 
death.  It has not been shown for sure that anyone has caught Pandemic influenza from 
another person.  If this has happened it has been very rare.   

There are currently no commercially available vaccines that will protect people against 
disease caused by H5N1.   
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Is Pandemic Influenza transmissible to humans?  

Yes, very rarely, an Pandemic influenza virus can also infect people.  The current 
Pandemic influenza virus – H5N1 – has infected some people who have caught it from 
having close contact with infected birds.   

Since December 2003, widespread outbreaks of H5N1 in birds in Asian countries have 
been associated with human cases and deaths in Asia.   

For more information on Pandemic influenza and the significance of its transmission to 
humans, see the World Health Organisation website  

http://www.who.int/mediacentre/factsheets/Pandemic_influenza/en/index.html   

What are Pandemic Influenza symptoms in humans?  

The exact symptoms, incubation period and duration of Pandemic influenza in people 
are not known, because there have not been enough cases.  Generally the symptoms are 
similar to those for people infected with human influenza virus, although the severity of 
the illness may differ.  Symptoms generally appear three to seven days after exposure 
and can last up to seven days.   

Why are health authorities concerned about Pandemic Influenza?  

The World Health Organization is worried that an Pandemic influenza virus might 
change so that it has the ability to easily spread from person to person, or mix with a 
human influenza virus resulting in a new strain of influenza virus that can do this.  This 
could trigger an influenza pandemic.   

What is an influenza pandemic?  

An influenza pandemic occurs when a new strain of influenza virus emerges, spreading 
around the world and infecting many people in a very short time.   

An influenza virus capable of causing a pandemic is one that people have no natural 
immunity to and can easily spread from person to person.  It may cause severe disease.  
An influenza pandemic could cause many deaths and could occur at any time.  It could 
happen at any time of the year, not just winter.   

What are the symptoms of an influenza pandemic?  

The symptoms of pandemic influenza are the same as seasonal influenza.  This 
includes: The sudden start of a high fever, headache, muscle aches and pains, fatigue, 
cough, sore throat, or a runny nose.  The virus can cause a mild or severe illness 
depending on the type of influenza virus and the age and general health of the person 
affected.  It may take up to three days to show symptoms.   
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How likely is an influenza pandemic?  

It is certain an influenza pandemic will happen one day.  There are many bird flu 
viruses circulating in some countries at present.  One of these, the H5N1, could become 
a pandemic influenza virus at any time if it changes so it can be easily spread from 
human to human.   

How often do pandemics occur?  

There were three influenza pandemics last century, in 1918, 1956-57 and 1968.   

What caused them?  

All three pandemics last century were caused by different types of bird flu viruses.   

Could migratory birds "import" Pandemic influenza virus to New Zealand?  

Migratory waterfowl (such as ducks and geese) are carriers of the Pandemic influenza 
virus.  It generally does not make them sick, but they excrete the virus.  The virus they 
leave in fields or water can then infect domestic birds.   

Fortunately New Zealand is not on the regular migratory pathways of any waterfowl.  
The small number which do reach New Zealand mostly originate from southern 
Australia.  

Other migratory birds such as shorebirds including the bar-tailed godwit, lesser knot, 
ruddy turnstone, Pacific golden plover etc, visit estuaries along the Asian coastline, 
Philippines and Australia on their annual migrations south from arctic Russia.  They 
are not "waterfowl" and are not regarded as a high risk for introducing Pandemic 
viruses into New Zealand.   

The Ministry of Agriculture and Forestry (MAF) is currently undertaking surveillance 
in wild birds to assess the influenza status of waterfowl and shore birds.  It is not 
known why some strains of influenza become virulent in some species under certain 
circumstances while others do not, but it is thought that inter-species mixing (ie, quails, 
geese, ducks and chickens) and high population densities, such as occur in intensive 
poultry farming and bird markets in China and other Asian countries, may favour 
interspecies transmission of the viruses.   

Pandemic influenza in New Zealand is notifiable.  If you have concerns or 
questions about Pandemic influenza in New Zealand birds, please contact 
the MAF Emergency Pest and Disease Hotline on 0800 809 966.   

How can Pandemic influenza be controlled in birds?  

The most important control measures are surveillance, identification and rapid 
destruction (culling) of all infected or exposed birds, proper disposal of carcasses, and 
the quarantining and rigorous disinfection of farms.   
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Restrictions on the movement of live poultry, both within and between countries, are 
another important control measure.   

I have chickens.  How will I know if my flock has got Pandemic influenza?  

The disease can be variable, depending on species, age, virus type and other factors like 
concurrent bacterial infections.  The main symptoms to look for in poultry are:  

• Sudden and unexplained deaths  

• Rapid spread of disease throughout the flock  

• Depression and loss of appetite  

• Drop in egg production  

• Nervous signs  

• Swelling and blue combs and wattles  

• Coughing, sneezing and diarrhoea.   

Mortality from Highly Pathogenic Pandemic Influenza (HPAI) is usually very high, with 
deaths up to 100 percent over just a few days.  Less virulent forms of the virus, Low 
Pathogenic Pandemic Influenza (LPAI) may show as mild respiratory disease, 
depression and drop in egg production in laying birds.   

Please call the MAF Emergency Pest and Disease Hotline on 0800 809 966 
if you suspect your birds may be infected with Pandemic influenza. 

 

What Could Happen in an Influenza Pandemic? 

Who will decide if the world is having a pandemic?  

The World Health Organization (WHO) will determine when a virus such as the 
Pandemic flu virus is spreading from human to human in sufficient numbers to 
constitute a pandemic.   

Many governments and the WHO have intensive surveillance programme to track the 
spread of Pandemic flu.  This programme will provide global early warning of human 
infections so Governments can begin implementing "pandemic alert" phases designed 
to track the progress of the disease spread nationally.   
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Can a pandemic be averted?  

No one knows for sure.  Influenza viruses are highly unstable and difficult to predict.  
However, health authorities such as the World Health Organisation remain optimistic 
that if the right actions are taken quickly, an influenza pandemic can be averted.  For 
more information, see the WHO website: 

http://www.who.int/csr/disease/Pandemic_influenza/Pandemic_faqs/en/index.html#isthere  

Who will be in charge if there is a pandemic in New Zealand?  

The Government will ensure there is an appropriate response from all agencies 
involved.  The Ministry of Health will take the lead in all national health-related 
matters.   

Will New Zealand stop travellers from coming into the country in an effort to 
stop the spread of disease?  

The details of how New Zealand would manage its borders in the event of a pandemic 
are still being worked through.  Because we are an island nation, active management of 
the border - ranging from partial restrictions to full closure - needs to be considered 
among the range of options as we plan our response.  Other countries are also 
considering this issue.   

Any final decision on border management will be made by the Government with input 
from a range of government departments.   

What could happen in New Zealand if there is a pandemic?  

A pandemic could mean so many people are sick that it will affect workplaces, schools, 
hospitals and many other services.  Some workplaces and schools may close.  Normal 
health and other services may not be available for several weeks.  You may be asked to 
care for yourself and others at home.  There would be public announcements on TV, the 
radio and through other media channels that there is an influenza pandemic and 
information about what to do and where to go for help.   

How many people could get sick or die if a pandemic virus reaches 
New Zealand?  

This is difficult to say because it depends on many factors, such as the severity of the 
pandemic and who it affects most.   

However research published in the New Zealand Medical Journal earlier this year 
suggested a flu pandemic could result in the deaths of up to 3700 New Zealanders, with 
as many as 20,000 people requiring hospital care and just over one million people 
needing to see a health professional.   
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How will the New Zealand health system cope with a pandemic?  

There is no doubt that in a severe pandemic, hospital and primary care practitioners 
such as GPs will find it difficult to deal with large numbers of people with the flu.  The 
Ministry of Health is considering and planning for other possible options such as 
community assessment centres for people with the flu.  People may also be asked to 
look after each other at home and given information about how best to do so.   

In a pandemic, what is likely to happen to elective services offered by 
hospitals?  

Individual District Health Boards will decide whether they are able to continue offering 
elective services.   

Can health professionals be required to turn up to work if there is a pandemic?  

No one can be required to attend work.  One of the important factors to consider when 
developing pandemic plans is how to keep essential services operating when staff might 
be away.  In a pandemic, many people, including health professionals, are likely to 
become sick.   

How will New Zealanders get treatment or health advice in a pandemic?  

This will depend on the severity of the pandemic and how many people it affects.  If you 
are sick you may be asked to phone your local doctor or nurse for advice, rather than 
visiting a waiting room and potentially spreading germs.  The Ministry of Health is also 
investigating the possibility of setting up community assessment centres, where people 
who are sick with influenza go to be assessed.   

You will also be able to ring the national free 24-hour health advice number, Healthline 
(0800 611 116).  This line is staffed by registered nurses.   

Many people may be asked to care for themselves and their family members at home.   

How will I know what to do in a pandemic?  

There would be public announcements on TV, the radio and through other media 
channels, and regular updates using a variety of communications channels.   

What should people do at home to deal with an influenza pandemic? 

• Stay home if you are sick and keep away from other people -- avoid visitors and 
visiting others.   
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• Wash and dry your hands before handling food, after coughing, sneezing, using 
the bathroom, wiping or nose-blowing (whether your nose or your child's), and 
when looking after sick people.   

• Keep coughs and sneezes covered.  Tissues are best.  Put the tissue in a rubbish 
bin.   

• Give plenty to drink to people who have a fever and/or diarrhoea.   

• Include paracetamol (for fever) in your home emergency survival kit.   

 

Getting Ready for a Pandemic  

What should people do now to prepare for an influenza pandemic?  

Have a plan and talk to friends and family about their plans.  Write a list of the things 
you need to remember.   

Talk to your family and friends about hygiene – hand washing, and safe coughing and 
sneezing.   

Make sure you have an emergency “B-ready kit’’ (see the Civil Defence advertisement in 
the back of the Yellow Pages).   

Include paracetamol (for fever) in your home emergency “B-ready kit’’  

What is New Zealand doing to prepare for an influenza pandemic?  

New Zealand has been planning for this for some years.  The Ministry of Health has a 
national pandemic plan which is continually being updated in line with WHO 
recommendations.  (see: link) District Health Boards have local plans too.   

All other Government agencies are also planning for a pandemic.  An intersectoral 
group is considering non-health issues that are directly affected by a pandemic, such as 
school closures, border management and the maintenance of critical infrastructure, 
including supply of food and water and law and order.   

The New Zealand Government, following the advice of the WHO, is stockpiling anti-
viral medicine (Tamiflu) suitable for use against influenza viruses.  By the end of 2005 
there will be enough anti-viral medicine to treat about 21 percent of the population.    

The Ministry of Health has set up a Pandemic Influenza Technical Advisory Group 
(PITAG), which advises the Ministry on the international situation and provides 
recommendations on the appropriate nature of New Zealand's responses.   

There is also a Pandemic Influenza Reference Committee (PIRC) , with members from 
across the health sector.   
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What work is being done with primary care practitioners such as GPs and 
nurses on Pandemic flu and preparing for a pandemic?   

Primary health care is a fundamental component of pandemic planning at a District 
Health Board (DHB) level, and DHBs are working in their communities to make sure 
this is achieved through their emergency plans.  Many DHBs employ general 
practitioners to liaise with other GPs on primary care issues.    

Nationally the Ministry of Health is working on pandemic planning with primary care 
leaders, such as the Royal New Zealand College of General Practitioners and the College 
of Practice Nurses.   

National GP organisations have met and identified how they are will continue to 
contribute to the ongoing pandemic planning processes, and the College of GPs has 
been nominated as the lead agency for this.   

There are GPs and nurses on various pandemic influenza advisory groups to the 
Ministry.   

Information packs advising on infection control measures to minimise the spread of flu 
among health workers and the public are being prepared for distribution to primary 
care practitioners. 

 

Anti-Viral Medication  

How effective is the anti-viral medicine Tamiflu against bird flu?  

Tamiflu is one of two medicines that are effective against the strains of Pandemic 
influenza circulating in birds in Asia.  The WHO have advised all health authorities to 
stockpile anti-viral medicines to prepare for a pandemic.  New Zealand has followed 
that advice.   

Will Tamiflu cure people sick with the bird flu virus, H5N1?  

We don't know for sure.  When people have seasonal influenza, rather than killing the 
virus, Tamiflu reduces symptoms and may shorten the duration of illness by a day and 
a half.  If otherwise healthy people who are ill with influenza take it, they are less likely 
to develop complications of influenza.  Those complications are usually treated with 
antibiotics.   

Does Tamiflu prevent people from getting influenza?  

Yes it does, but it is not the best means of preventing influenza.  Vaccination is the best 
protection against influenza, which is why people are encouraged to immunise against 
seasonal influenza every year.   
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For more information on how Tamiflu works against influenza, see the Tamiflu 
datasheet on the Medsafe website  

How does Tamiflu work?  

It is a medicine that only works against influenza viruses A and B.  It does not work 
against other viruses or bacteria that can cause illness similar to influenza or that can 
cause respiratory infection.  If taken within 48 hours of becoming ill it stops the virus 
from bursting out of infected cells, infecting new cells and possibly other people.  

Can Tamiflu be given to children?  

Yes, it can be used to treat influenza in children aged over 1 year of age, and is licensed 
for this group in New Zealand.  

Who will get the Tamiflu the Government is stockpiling?  

Clearly, in an influenza pandemic, there will be a need to use Tamiflu in the most 
effective way.  Details of how it will be prioritised and used can only be confirmed once 
we know the exact nature of the pandemic.  At this stage, we can say it is likely that 
Tamiflu might  be used for post-exposure prophylaxis for some priority groups (giving 
Tamiflu to, eg doctors and nurses treating people with pandemic flu), and for treating 
some people who are sick.  It may also be used to "ringfence" an outbreak in its very 
early stages.  However it is very important to reiterate that the policy is not yet 
finalised.   

Tamiflu will be only part of New Zealand's overall response to a pandemic.   

What is post-exposure prophylaxis?  

Post-exposure prophylaxis is what happens when you take a medicine or get a 
vaccination after being exposed to a virus, BEFORE you get symptoms.  This can stop 
you getting symptoms or becoming sick.  Examples of post-exposure prophylaxis used 
routinely now include when protecting against possible rabies or HIV infection.   

I'm worried about bird flu and an influenza pandemic.  Is Tamiflu available, 
should I wish to add it to my first aid kit?  

This is something you will need to discuss with your doctor.  Tamiflu is a prescription-
only medicine in New Zealand and is not subsidised by the Government.   

Whether it is prescribed by a GP to a patient or not, at the patient's request, is at the 
discretion of the GP.  The issues that would have to be covered in a consultation would 
then be the specific indications for the use of the medicine and the importance of timely 
administration, emphasising that the best way to prevent influenza is by vaccination.   
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The Ministry of Health cannot restrict the prescribing of a registered medicine which is 
not Government funded.  With a prescription, Tamiflu can be purchased at community 
pharmacies, but some pharmacies may have to order in stock.   

It is worth noting that any community prescriptions for Tamiflu will not come from the 
Government's national stockpile.   

For more information see the Ministry's information on Tamiflu on 
www.moh.govt.nz/pandemicinfluenza  

Will masks help protect me and my family from the influenza virus?  

A surgical mask, if put on someone who is sick, will help reduce the spread of infection, 
because it will hold the virus in the coughs and sneezes close to that person.  People 
who are not sick and who are very close to the person who is coughing and sneezing - 
closer than 1 metre - may get some protection by covering their own nose and mouth 
with a mask.  Again, this is because the mask will catch the virus in the cough and 
sneeze droplets.   

 

Vaccines  

Is there a vaccine available for the bird flu virus?    

There are no commercial supplies of vaccine against the bird flu virus H5N1 although 
many countries are trying to develop one.  The Ministry of Health is working to make 
sure New Zealand gets access as quickly as possible to a vaccine once it is developed 
and available.   

When a vaccine becomes available, how long will it be before New Zealand can 
get it?  

From the onset of an influenza pandemic it may take up to six months for a vaccine to 
be developed and made in sufficient quantities for all New Zealanders.   

Who will get the vaccine?  

The Ministry of Health is working to get access to enough vaccine to cover all 
New Zealanders. 

For further updates contact: 

www.moh.govt.nz/pandemicinfluenza  
www.med.govt.nz  
www.midcentral.co.nz 
www.midcentral.co.nz/projects/ER/ER-Pan.htm  
E-mail  pandemic@midcentral.co.nz  
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Chapter 12 
 

Laboratory Procedures 

This Chapter outlines the process and procedures for the taking and presentation of 
samples for laboratory diagnostic testing. 

Normal sentinel surveillance programmes will remain in place as with annual 
programmes for influenza like illnesses.  There is not expected to be any variation to 
current practices. 

All samples recovered for analysis at this time will be sent to a designated testing 
Laboratory via MedLab Central.  Samples must NOT be sent direct to other 
laboratories for diagnostic testing. 

Adherence to documented infection control measures for the taking of samples will be 
sufficient to protect staff.  
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1 Avian Influenza – Laboratory Requirements 
Information for General Practitioners 

1.1 Introduction 

The main concern will be securing the diagnosis of Avian Influenza in the early stages 
of the pandemic. Once the infection is established in the community, it is not expected 
that diagnostic testing will be necessary.  The Ministry of Health will inform the 
laboratories once this point is reached. 

1.2 Specimens Required 

If possible collect all the specimens, however any of the below will be accepted: 

• Nasopharyngeal swabs (see appendix 1) 

• Throat swab 

• Faeces 

Collected into Viral Transport Medium. 

Place labelled specimens in a laboratory biohazard bag and seal the bag. 

Label the request form clearly with the investigations required and supply appropriate 
clinical details. 

Place the request form in the outer pocket of the biohazard bag. 

Notes: 

To reduce the number of people exposed to the virus, it is expected that the person 
examining the patient will take the specimens. 

Please do not refer patients for investigation for Avian Influenza to the Phlebotomy 
rooms. 

If possible please inform the main laboratory – phone (06) 952-3180, fax (06) 952-3201 
that you are sending specimens for Avian Influenza. 

1.3 Materials required 

• Pernasal swabs 

• Viral transport medium 

These are supplied by the laboratory.  Viral transport medium has a short shelf life.  For 
this reason it cannot be stockpiled. 
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The laboratory will maintain adequate supplies and once it is established that there is a 
possible risk of infection in the community, viral swabs should be ordered from the 
laboratory in the usual manner. 

Throat swabs 

The normal bacterial swab is used and should be placed in viral transport medium. 

Faeces 

A portion of faeces is collected into the regular sterile container. 

Please take care that the lid is firmly screwed on, and, if possible, taped around to 
prevent leakage. 

or 

A rectal swab can be placed in viral transport medium.  

Samples in viral transport medium should be kept in the refrigerator until transferred 
to the laboratory. 

 



DRAFT

Chapter 12 – Laboratory Procedures 

MDHB Pandemic Plan 5  July 2006 

2 Laboratory Requirements Information for 
Secondary/Hospital Care 

2.1 Specimen Required 

If possible collect all the specimens, however any of the below will be accepted: 

• Nasopharyngeal swabs (see appendix 1) 

• Throat swab 

• Faeces 

Collected into Viral Transport Medium (available from the laboratory). 

Place labelled specimens in a laboratory biohazard bag and seal the bag. 

Label the request form clearly with the investigations required and supply appropriate 
clinical details. 

Place the request form in the outer pocket of the biohazard bag. 

Please inform the laboratory that you are sending the specimen.  Although this step is 
not essential, it would be greatly appreciated if you could consider your fellow workers. 
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Appendix 1 

Collection of Nasopharyngeal Swabs 

• Equipment Needed: Flexible cotton-tipped pernasal swab and Viral Transport 
medium (available from laboratory). 

• Before use check medium expiry date. 

• Label the Transport Medium. 

• Introduce the swab gently into the nostril and push it forwards with gentle 
downwards pressure on the lower nasal floor, to the posterior wall of the 
nasopharynx.  (Patient will cough.)  Rotate the swab twice before gently 
removing.   Sample via one nostril only. 

• Place the swab in viral transport medium and forward to the laboratory in a 
biohazard bag with the completed request form. 

• If there is to be a delay in sending the swab to the laboratory please store it in 
the refrigerator. 
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Chapter 13 
 

Hospital and Human Resources 

This Chapter is currently under preparation and will be available for consultation on 
completion of the first draft. 

The chapter will best describe procedures, process and practice around utilisation of 
MDHB hospital facilities’. Included will be the considerations for private facilities’ to 
assist the MDHB during the time of a pandemic. 

The issues surrounding human resources will also be illustrated in this chapter. This is 
currently being reviewed by a national working party of DHB HR consultants, ethicists, 
and member organisations. Primary consideration to this part of the chapter will be the 
protection of all health care workers during a pandemic period.  

Consideration to those in Private Practice and other primary care facilities will be able 
to take reference from this chapter.   
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Chapter 14 
 

Vaccine Programme 

This Chapter is currently under preparation and will be available for consultation on 
completion of the first draft. 

The chapter will best describe procedures, process and practice around the eventual 
development of any vaccine produced to assist in the treatment of any pandemic 
outbreak. 

Current assumptions say that any vaccine produced cannot be feasibly be achieved until 
a minimum of 27 weeks has passed from the declaration of a pandemic. 

The current consideration from central government is that enough vaccine will be 
purchased to vaccinate the Whole NZ population. It is a possibility that any pandemic 
vaccine may have to be a course of two inoculations creating the need for approximately 
8 million doses needing to be administered. Throughout the MDHB area this would 
equate to approximately 310,000 doses. 

Notwithstanding that the eventual production of a vaccine will be some minimum 27 
weeks from the declaration of a pandemic a significant number of the MDHB populous 
could already have built a natural immunity to the pandemic virus by having been 
previously exposed to the illness. 

Consideration to those in Private Practice and other primary care facilities will be able 
to take reference from this chapter.   
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Chapter 15 
 

Personal Protection Equipment 

This Chapter is currently under preparation and will be available for consultation on 
completion of the first draft. 

The chapter will best describe stockholdings, procedures, distribution, process and 
practice around the strategic stockpile of Personal Protective equipment (PPE). 

MidCentral has ordered and received the PPE that was allocated through special 
funding provided by Central Government. This equipment is held on behalf of the 
Government and the Ministry of Health and cannot be used at the MDHB discretion. 
This equipment does not include any stocks of anti virals purchased by the 
Government. 

The majority of the stock is masks, (surgical and N95), gloves, gowns, handwash, eye 
shields and a small percentage allocated for specific clinical equipment, such as IV 
fluids, giving sets, metri-sets  etc. 

Consideration to those in Private Practice and other primary care facilities will be able 
to take reference from this chapter.   

The current content of this chapter is drawn from a Ministry of Health Interim 
Guidelines for Personal Protection and using PPE equipment.  
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1 Interim Guidelines for Personal Protection and 
Using Personal Protective Equipment during an 
Influenza Pandemic 

 16 September 2005 

1.1 Purpose of this Document 

These interim guidelines for personal protection have been developed as part of the 
national health emergency planning for a potential influenza pandemic.  The 
recommended personal protective equipment (PPE) and general infection prevention 
and control measures apply to health care workers and first responders such as 
ambulance, police, fire and other frontline services.  The general infection prevention 
and control measures also apply to the general public.   

Concern for personal protection is greater during a pandemic influenza as it is caused 
by a virus that is markedly different from recently circulating strains such as found in a 
seasonal influenza, which is a familiar infection, especially during winter.  A pandemic 
influenza causes illness in a large number of the people infected; it spreads widely and 
quickly because the population will have no immunity. 

1.2 How is Pandemic Influenza Transmitted? 

Primarily, human influenza is transmitted from person to person via virus-laden large 
droplets (particles >5 µm in diameter), which are generated when an infected person 
coughs or sneezes.  These large droplets can then be directly deposited onto the 
mucosal surfaces of the upper respiratory tract of susceptible people who are near the 
infected person (ie, within 1 metre).  Transmission may also occur through direct 
contact with infectious (wet) respiratory secretions, such as by touching door handles, 
taps, lift buttons, stairwell railings, keyboards, etc that have deposits of the infected 
secretions on their surfaces, and then hand-to-face contact. 

1.3 Health Care Workers 

Health care workers are at a greater risk of pandemic influenza than the general public 
because they will often be caring for infected people who might be hospitalized or 
seeking primary health care services. 

To support the protection of health care workers in their workplace in the event of a 
pandemic influenza, and to ensure that there is a supply of PPE in DHBs beyond that 
required for everyday use, Cabinet approved funding in February 2005 for DHBs to buy 
PPE for health care workers and support staff in the secondary/tertiary and primary 
health care sector. 

From the Office of the 
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1.4 First Responders 

It is important to provide PPE to ‘first responders’, and to educate and train them in 
appropriate PPE use, as well as ensuring they know how to use general infection 
prevention and control strategies.  First responders include ambulance, police and fire 
staff, as well as other workers responding to emergencies as part of their work and 
coming into close contact with cases of pandemic influenza. 

1.5 The Public 

The Ministry of Health recommends the general public follow the appropriate general 
infection prevention and control measures described below to decrease influenza 
transmission. 

 

2 General and Specific Infection Prevention and 
Control Measures 

2.1 Organisational Respiratory Disease Policies 

Organisations of all kinds should have effective policies and processes in place to 
ensure people with symptoms of respiratory disease do not place others at risk of 
infection.  For workplaces, such policies can include sending ill people home and 
enabling staff to work in more isolated settings, such as from home, during times of 
influenza outbreak. 

2.2 Ventilation of Internal Spaces 

There is scientific and medical evidence that influenza can spread in inadequately 
ventilated internal spaces.  All internal spaces should be well ventilated, preferably with 
fresh air, by opening windows, or with properly designed and maintained air-
conditioning systems.  See www.moh.govt.nz/pandemicinfluenza for specific Ministry 
of Health advice on air conditioning and influenza. 

2.3 Hand Hygiene 

Hand washing is still the single most important measure to reduce the risks of 
transmitting infectious organisms from one person to another. 

Hands should be washed regularly with soap and water, an alcohol-based hand rub or 
an antiseptic hand wash and then thoroughly dried, preferably using disposable tissues 
or towels. 

Hands should always be washed and dried after contact with respiratory secretions or 
after touching surfaces that have been contaminated with respiratory secretions.  
Health care workers dealing with respiratory secretions should be wearing gloves as per 
the Standard Precautions.  See Standard Precautions: 
www.cdc.gov/ncidod/hip/ISOLAT/std_prec_excerpt.htm 
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Hand-to-face contact, which occurs during such activities as eating, normal grooming 
or smoking, presents significant risks because of the potential for transmitting 
influenza from surfaces contaminated with respiratory secretions, and for this reason, 
hands should always be washed and dried before any activity that involves hand-to-face 
contact. 

2.4 Respiratory Hygiene/Cough Etiquette 

People with respiratory infection symptoms should practise the following cough/sneeze 
etiquette whenever they are in the presence of another person. 

All symptomatic people should: 

• avoid close contact (less than 1 metre) with other people 

• cover their nose and mouth when coughing or sneezing 

• use disposable tissues to contain respiratory secretions 

• immediately dispose of used tissues in the nearest waste receptacle 

• immediately wash and dry their hands. 

2.5 Social Distancing 

Crowded places and large gatherings of people should be avoided at times of an 
influenza pandemic, whether such gatherings are in internal or external spaces. 

A distance of at least 1 metre should be maintained between persons wherever possible.  
Greater distances are more effective. 

Any form of contact with people who are unwell with pandemic influenza, including 
visiting, should be avoided wherever practicable. 

2.6 Protective Barriers 

Protective barriers in the form of perspex or glass may provide useful protection for 
people such as front-counter staff, supermarket operators or public transport drivers, 
whose duties require them to have frequent face-to-face contact with members of the 
public where social distancing is either not possible or not practical. 

2.7 Using Masks 

People with respiratory infection symptoms should consider using a disposable surgical 
mask to help prevent exposing others to their respiratory secretions. 

Any mask must be disposed of as soon as it becomes moist or after any cough or sneeze, 
in an appropriate waste receptacle, and hands must be thoroughly washed and dried 
after the used mask has been discarded. 
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Patients with respiratory infection symptoms in health care institutions should be 
masked to contain respiratory secretions at any time they present a potential risk to 
unprotected people. 

2.8 Recommendations for PPE Use 

Personal protection equipment (PPE) includes masks, goggles, eye/face shields, gloves, 
gowns and aprons.  Varying levels and types of PPE are required, depending on the 
level of exposure and the risk of transmission. 

Whatever the level of PPE to be used, education and training is necessary to ensure the 
equipment is used and disposed of correctly, to maintain the equipment’s effectiveness. 

2.9 Using Disposable Surgical Masks, Gloves and 
Gowns/Aprons 

Disposable surgical masks are recommended for first responders and health 
care/support workers in a health care setting who are at risk from droplet transmission. 

Disposable gloves are recommended as a means of reducing the likelihood of influenza 
transmission when handling objects contaminated with respiratory secretions.  Apart 
from health care settings, the use of gloves is less important than careful hand washing.  
The use of gloves does not replace the need for hand washing. 

Disposable gowns or splash resistant aprons may also reduce opportunities for 
transmitting influenza.  However, it may not always be practical to use gowns/aprons 
outside the health care setting. 

2.10 Using Particulate Respirator Masks, such as 
N95/PC2000 Masks, Eye Protection, Gloves and 
Gowns/Aprons (full PPE) 

Health care workers should wear particulate respirator masks, eye protection, gloves 
and gowns/aprons ( ie, full PPE) when there is a high risk of direct contact with 
respiratory secretions, particularly via aerosols. This will apply mostly in inpatient 
settings during some invasive procedures. 

In most other settings a disposable surgical mask (with or without eye protection and 
disposable gloves) will provide sufficient protection from droplet transmission for 
health care workers in close contact and/or providing direct personal care to patients 
with pandemic influenza.  
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2.11 Using these Measures Helps Comply with the Health and 
Safety in Employment Act 1992 

The Health and Safety in Employment Act 1992 requires the following measures to be 
taken. 

“Section 6: All practicable steps 

Every employer shall take all practicable steps to ensure the safety of employees 
while at work; and in particular shall take all practicable steps to: 

• provide and maintain for employees a safe working environment 

• provide and maintain for employees while they are at work facilities for their 
safety and health ... 

Section 28: Employees may refuse to perform work likely to cause serious harm 

• An employee may refuse to do work if the employee believes that the work 
that the employee is required to perform is likely to cause serious harm to 
him or her ....” 

 
Employers must take all practicable steps to mitigate the risk and protect employees, 
especially those at high risk, such as health care personnel, support staff and first 
responders (fire/police/ambulance/other emergency workers) from pandemic 
influenza. 

These workers should be educated in hand hygiene, cough etiquette, social distancing 
and the use of appropriate PPE and should be provided with the supplies required to 
carry out these techniques.  Employers need to actively plan to cover their risks and the 
risks to their workers and the public. 

The above measures should assist employers with compliance. 

Protection measure Where applicable 

Hand hygiene, cough etiquette, ventilation Everyone, all the time. 

Organisational policies Every organisation, all the time. 

Social distancing Everyone, whenever practical. 

Protective barriers In situations where regular work practice requires 
unavoidable, relatively close contact with the 
public. 

Disposable surgical mask Workers in any community or health care setting 
who are caring for the sick (this includes first 
responders). 

Also as a possible adjunct to protective barriers. 

Disposable particulate respirator mask, eye 
protection, gloves, gown/apron 

Health care workers participating directly in close 
contact patient care when there is a high risk of 
contact with respiratory secretions, particularly 
via aerosols (mostly inpatient settings). 
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2.12 Summary of Protection Measures 

For more information, visit www.cdc.gov/flu 

See also: 

Standard Precautions: www.cdc.gov/ncidod/hip/ISOLAT/std_prec_excerpt.htm 

Droplet Precautions: www.cdc.gov/ncidod/hip/ISOLAT/droplet_prec_excerpt.htm 
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3 How to Place on a Mask 

HOW TO DON A MASK 
• Place over nose, mouth and chin 
• Fit flexible nose piece over nose 

bridge 

• Secure on head with ties or elastic 

 

HOW TO REMOVE A MASK 
• Untie the bottom, then top, tie 
• Remove from face 
• Discard 

 

HOW TO DON A  PARTICULATE 
RESPIRATOR MASK (N95) 
• Place over nose, mouth and chin 
• Fit flexible nose piece over nose 

bridge 
• Secure on head with elastic 
• Adjust to fit  

– mold the nose piece to the 
shape of your nose 

• Perform a fit check: 
– Exhale – check for leakage 

around face 
– Adjust as required 

 

HOW TO REMOVE A  
PARTICULATE RESPIRATOR 
MASK (N95) 

 
• Lift the bottom elastic over your 

head first 
• Then lift off the top elastic 
• Discard 
• Do not place hands on the outside 

of the mask  
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Chapter 16 
 

Pharmacy Programme  

The chapter will best describe procedures, process and practice around services and 
supplies from public Pharmacies. 

This information is inserted at the courtesy of the NZ Pharmacy Guild. 

It is envisaged the NZ Pharmacy Guild will advise the daily updates of Pharmacies who 
will be operating when a pandemic is declared will be made available to Emergency 
Operations Centres and other Emergency Services. This process is underway currently 
and will be included at this section when completed. 
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This document has been developed from material originally 
published by the Ministry of Economic Development.  They 

have kindly allowed the Pharmacy Guild access to their 
material to enable this modified version for community 

pharmacy to be produced. 
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Disclaimer  

The Ministry of Economic Development (MED), working with the Ministry of Health 
and the Ministry of Transport, assembled the original material in this document for the 
purpose of promoting good practice in New Zealand’s energy, communications, 
transport, water, and waste sectors in planning for a possible influenza pandemic.  The 
information was current as at the date of publication.  However, further work is being 
undertaken in this area, and consequently MED may change, delete, add to, or 
otherwise make amendments to this information without notice.  Users should check 
for more up-to-date information on MED’s website (www.med.govt.nz) and other 
websites listed in the document before relying on the information contained herein.   

The Pharmacy Guild has made best endeavours to modify the original documentation 
to make it more relevant to community pharmacy. 

The information in this document is not intended to cover every situation.  Details 
which may be relevant to a user’s particular circumstances may have been omitted.  
Users are advised to seek professional advice before applying any information 
contained in this document to their own particular circumstances.  Users should always 
obtain appropriate professional advice on the medical issues involved.  

The Ministries accept no liability or responsibility for any acts or omissions done or 
omitted in reliance, in whole or in part, on this document.  The Ministries disclaim all 
responsibility or liability to any person, whether in contract, equity or tort, or on any 
other basis, for any direct or indirect losses, illness or injury, or damage of any kind 
arising from use of this document.   

The Ministries are not responsible for the contents or reliability of any websites 
mentioned in this document (other than their own websites), and do not necessarily 
endorse the views expressed in them.  The Ministries cannot guarantee that links will 
work all the time, and have no control over the availability of the linked pages. 

Copyright 

The Ministries own all trade marks in this document. Use or reproduction of trade 
marks featured in this document is prohibited for any purpose (except as part of an 
accurate reproduction of the entire document) unless written permission from each 
Ministry is first obtained.  

This document is subject to Crown copyright protection. However, this document may 
be reproduced free of charge in any format or media without requiring specific 
permission.  This permission is subject to the material being reproduced accurately and 
not being used in a derogatory manner or in a misleading context. If the material is 
being published or issued to others, the source and copyright status must be 
acknowledged.  The permission to reproduce Crown copyright protected material does 
not extend to any material in this document that is identified as being the copyright of a 
third party. Authorisation to reproduce such material must be obtained directly from 
the copyright holders concerned.  
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1 Introduction 

This document is based on the “Influenza Pandemic Planning Business Continuity 
Guide” produced by the Ministry of Economic Development in October 2005.  The 
document has been modified to better reflect the needs of community pharmacy with 
the permission of the Ministry.  

There may be parts of this booklet that are not relevant to each and every pharmacy.  
We have erred on the side of caution and left sections in to ensure you get a full picture 
of the nature of the issues being considered in the context of national planning. 

The World Health Organisation (WHO) has warned that the current risk from avian 
influenza (“bird flu”) becoming the next human influenza pandemic is high.  The 
Ministry of Health (MoH) is currently updating its pandemic influenza plan and is 
leading government-wide work to prepare for a possible pandemic in New Zealand.  
More information about the characteristics of pandemic influenza is contained in 
Appendix 1. 

Table 1 outlines the five stages of MoH’s pandemic influenza management strategy as 
well as the “alert codes” that will signal a shift from one stage to the next.  In October 
2005, New Zealand is in Alert Code White.  Moves from Code White to Yellow, and 
Yellow to Red (ie, the escalation steps) will originate with MoH.  The Ministry of 
Economic Development (MED) will endeavour to keep infrastructure providers 
informed of these changes.   

Table 1:  New Zealand Ministry of Health Strategy for Pandemic 
Management 

STAGE NEW ZEALAND STRATEGY MoH / DHB1 ALERT CODE 

WHITE (Information / advisory) 1 Plan for it (Planning) 

YELLOW (Standby) 

2 Keep it out (Border Management) 

3 Stamp it out (Cluster Control) 

4 Manage it (Pandemic Management) 

RED (Activation) 

5 Recover from it (Recovery) GREEN (Stand down) 

 

This Planning Guide sets out a range of information, aimed primarily at New Zealand 
businesses but modified for community pharmacies that may be helpful in planning for 
the impact of a possible influenza pandemic on their employees and their business.  
This Planning Guide: 

• Briefly describes the New Zealand Government’s actions to manage any future 
pandemic; 

                                                        

 

1   DHB = District Health Board. 
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• Contains some strategies for businesses to manage these impacts, including 
ideas about how to: 

− maintain essential activities; 

− contain / minimise the spread of infection in the workplace; 

− Appendix 1: sets out background information on pandemic influenza; 

− Appendix 2: describes some possible scenarios for a pandemic in 
New Zealand; 

− Appendix 3: contains more detail on the potential impact of a large, 
severe influenza pandemic on the workforce. 

The information on business continuity planning for a pandemic is necessarily generic, 
and this document has been adapted to meet the circumstances of community 
pharmacy. 

Primary sources of information include MED2 MoH3, WHO4, Vancouver Coastal 
Health’s Regional Pandemic Influenza Response Plan5, Singapore’s Influenza Pandemic 
Plan6, and the Australian Management Plan for Pandemic Influenza7. 

The most recent version of MoH’s National Health Emergency Plan: Infectious 
Diseases8 and appendices are available from the MoH’s website.  The Plan is currently 
under revision.  It contains specific planning information on influenza pandemic 
management for New Zealand.  New Zealand’s response may be different from other 
countries due to our unique geographical position.  Therefore businesses operating 
here need to be aware that New Zealand’s proposed actions will vary from those of the 
WHO from time to time, particularly with respect to border management issues. 

This Planning Guide was assembled in October 2005 to support the discussions and 
planning of infrastructure providers.  It draws on the best information available at that 
point in time.  Health advice will change over time as new information becomes 
available.  MED will take reasonable steps to ensure that the version of the Planning 
Guide on its website (www.med.govt.nz) is updated as new information comes to light.  

                                                        

 

2   http://www.med.govt.nz/indev/econ_dev/pandemic-planning 

3   http://www.moh.govt.nz/pandemicinfluenza 

4   http://www.who.int/csr/disease/avian_influenza/en/index.html 

5   http://www.vch.ca/public/communicable/pandemic.htm 

6   http://www.moh.gov.sg/corp/hottopics/influenza/detail.do 

7   http://www.health.gov.au/internet/wcms/publishing.nsf/Content/phd-pandemic-plan.htm 

8   http://www.moh.govt.nz/nhep  
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The Pharmacy Guild will take a lead from this documentation and seek to keep this 
community pharmacy Guide up to date on its website and through advice in Contact as 
well.  Please also check MoH’s website for updated information on influenza 
pandemics.  Note that MoH and MED both offer free subscriptions to email 
notifications of any updates to their influenza pandemic web pages (available via their 
website). 

2 Context 

2.1 How is the New Zealand Government Preparing for an 
Influenza Pandemic? 

New Zealand has been planning for an influenza pandemic for some time.  The Ministry 
of Health is working with the health sector and a wide range of other government 
agencies to ensure New Zealand is as prepared as possible for a potential pandemic.  

As shown in the following diagram, MoH has set up a government-wide Intersectoral 
Pandemic Group (IPG).  A number of workstreams have been formed under the IPG to 
plan for and minimise the impact of associated risks. 

 

The Pharmacy Guild is working closely with the Ministry of Health, the District Health 
Boards and other primary health practitioner groups to support pharmacy and the 
community in the event of a pandemic influenza reaching New Zealand. The Guild aims 
to ensure that pharmacies are prepared for possible disruption to services due to staff 
shortages, and for possible unexpected increased demand for services. 
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MoH’s National Health Emergency Plan (NHEP): Infectious Diseases describes the 
way MoH and New Zealand’s health services will function following declaration of a 
national health-related emergency.9  District Health Boards, along with Police, Fire and 
“lifeline utilities” are part of regionally-focused Civil Defence Emergency Management 
(CDEM) Groups.  CDEM Group plans may be accessed through Regional Council / 
Unitary Authority websites. 

The pandemic influenza section of NHEP is currently being updated, and will be 
available on the MoH website (www.moh.govt.nz/nhep).  This section will be based 
around “alert codes” which define the planning escalation steps for action in the event 
of a pandemic.  Changes in alert codes will be widely publicised. Apart from alerting 
government agencies to action, the alert codes may provide infrastructure providers 
and other workplaces with triggers to activate their own pandemic plans.  

MoH advises that the potential impacts of an influenza pandemic in New Zealand 
include: 

• Morbidity and mortality are unknown, but may be very high; 

• Full community mobilisation needed – all government and many community 
agencies are likely to be involved in whole-of-society response; 

• Health services may be unable to provide direct care (the orientation of health 
care may be to co-ordinate and support community mobilisation); and 

• Very high staff absence rates may be likely, for some periods during the 
pandemic. 

2.1.1 What are the Strategic Aims of New Zealand’s Pandemic 
Plan? 

Once the epidemiology of the pandemic strain virus is known, MoH will customise 
policies and programmes in its strategy to address the particular virus.  As at October 
2005, the MoH’s five-stage strategy is described as: 

• Plan for it (Planning) 

• Keep it out (Border Management) 

• Stamp it out (Cluster Control) 

• Manage it ( pandemic management): and 

• Recover from it (recovery) 

                                                        

 

9   New Zealand’s response may be different from other countries due to our unique geographical 
position, particularly with respect to border management issues. 
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Table 2:  Overall Influenza Pandemic Management Strategy and Associated 
Actions 

STAGE NZ STRATEGY MoH / DHB ALERT 
CODE 

OBJECTIVE AND ACTION 

WHITE 
(Information / advisory) 

o Objective: devise a plan to reduce the 
health, social and economic impact of a 
pandemic on New Zealand 

o Full engagement of whole of government 
o Consultation with and input from many 

agencies 

1 Plan for it  
(Planning) 

YELLOW 
(Standby) 

o Prepare to implement pandemic response 
action plans 

2 Keep it out  
(Border 
Management) 

o Objective: keep pandemic out of New 
Zealand 

o Wide range of border management options, 
up to: 
» Closure of New Zealand’s border to all 

non-nationals 
» Quarantine of all returning New 

Zealand citizens 
o Enhance internal disease surveillance and 

notification 
o Investigate and follow up any suspect cases 

3 Stamp it out  
(Cluster Control) 

o Objective: control and/or eliminate any 
clusters that might be found in New Zealand 

o Isolate and treat patients and households 
o Contact trace and treat all contacts 
o Restrict movement into/out of affected 

area(s) 
o Close schools and other places where 

people congregate, and prohibit mass 
gatherings 

o Maintain border management 

4 Manage it 
(Pandemic 
Management) 

RED10 
(Activation) 

o Objective: to reduce the impact of pandemic 
influenza on New Zealand’s population 

o Health service reconfiguration to support 
community response in affected areas 

o Social distancing measures 
o Support for people cared for at home, and 

their families 

5 Recover from it 
(Recovery) 

GREEN  
(Stand down) 

o Objective: expedite the recovery of 
population health where impacted by 
pandemic, pandemic management 
measures, or disruption to normal services 

o Phase starts when the population is 
protected by vaccination, or the pandemic 
abates in New Zealand 

 

                                                        

 

10   The transition from Code White to Red could be quite quick (i.e. the Code Yellow phase could be short). 
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Moves from Code White (which is the stage in October 2005) to Yellow, and Yellow to 
Red (ie, the escalation steps), and subsequently from Red to Green, will originate with 
MoH.  MoH will put the notification on their website and notify their media contacts.  
The Pharmacy Guild will endeavour to keep community pharmacies informed of these 
changes. 

2.1.2 What are the Medical Officer of Health’s Powers in a 
Pandemic Emergency? 

Activation of the NHEP begins when MoH learns of a potential national health-related 
emergency, such as an influenza pandemic.  

Once special powers available in the Health Act 1956 are unlocked by the Minister of 
Health, local Medical Officers of Health have wide ranging powers designed to prevent 
the outbreak or spread of any infectious disease.  These powers include the ability to: 

• Require people to submit themselves for medical examination; 

• Require people, places, buildings, ships, animals, and things to be isolated, 
quarantined, or disinfected; 

• Forbid persons, ships, animals, or things to be brought to any (air or sea) port 
or place in the health district from any port or place which is or is supposed to 
be infected; 

• Forbid persons to leave a place or area until they have been medically examined 
and found to be free from infectious disease; 

• Require theatres and other places of public amusement (such as racecourses 
and recreation grounds), bars, billiard rooms, churches, reading rooms, and 
public halls, and all other premises where people are accustomed to assemble 
for any purpose within the district, to be closed for admission to the public; 

• Prohibit the attendance of children under the age of 16 years in schools, Sunday 
schools, theatres, or places of public amusement within the district; and 

• Have infected animals destroyed. 

2.1.3 Why Prevent Public Gatherings and Close Schools? 

During the 1957-1958 pandemic, a WHO expert panel found that spread of the 
pandemic influenza within some countries followed public gatherings, such as 
conferences and festivals.  This panel also observed that in many countries, the 
pandemic broke out first in camps, army units and schools. 

Closure of schools may be particularly effective in an influenza pandemic because of the 
role children play in spreading influenza.  Also, during the first wave of the Asian 
influenza pandemic of 1957-1958, the highest attack rates were in school-aged children. 
A recently published study found that during an influenza outbreak, school closures 
were associated with significant decreases in the incidence of viral respiratory diseases 
and health care utilisation among children aged 6-12 years. 
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2.2 Pandemic Characteristics and Impact 

A pandemic will not be like a physical disaster.  A pandemic has unique characteristics 
when compared with a more “typical” disaster.  For example: 

Widespread impact: 

The impact of a pandemic would likely be widespread, even nation-wide, not localised 
to a single area; therefore there may be little outside assistance.  Many business 
continuity plans (BCPs) assume some part of an organisation is unaffected and can take 
up the required capacity. 

Not a physical disaster:  

A pandemic is not a physical disaster.  It has some unique characteristics that require 
implementation of activities to limit contact such as restriction of movement, 
quarantine, and closure of public gatherings. 

Duration:  

A pandemic would not be a short, sharp event leading immediately to commencement 
of a recovery phase.  Many BCPs assume the event is short/sharp and that recovery can 
start immediately.   

Notice: 

It is quite likely that there will be some advance warning from the development of the 
pandemic overseas, but it is always possible that any warning period may be very short.  
Should pandemic influenza spread within New Zealand it will probably be some weeks 
before the full impact on workforce will be felt, although there may be some early 
impacts resulting from closures of schools and similar containment measures. 

Primary effect is on staffing levels: 

Unlike natural disasters, where any disruption to infrastructure service provision is 
likely to be hardware-related, disruptions to infrastructure service provision in the 
event of a pandemic is anticipated to be mainly human-resource oriented.  MoH 
advises that businesses should plan for up to 50% staff absences for 
periods of about two weeks at the height of a severe pandemic wave, and 
lower levels of staff absence for a few weeks either side of the peak.  Overall 
a pandemic wave may last about 8 weeks.  Note that the pandemic may come in 
waves of varying severity over time.11   

Staff absences can be expected for many reasons: 
                                                        

 

11   A pandemic could last many months and may contain peaks followed by periods of reduced 
illness.  The 50% is an estimate of staff absences at peaks of a significant pandemic.   
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• illness / incapacity (suspected / actual / post-infectious); 

• some employees may need to stay at home to care for the ill; 

• people may feel safer at home (eg, to keep out of crowded places such as public 
transport); 

• some people may be fulfilling other voluntary roles in the community; and 

• others may need to stay at home to look after school-aged children (as schools 
are likely to be closed). 

A pandemic may have other impacts on infrastructure providers, for example: 

• supplies of materials needed for ongoing activity may be disrupted, eg, if they 
are imported as air freight; 

• similarly, availability of services from sub-contractors may be impacted (this 
may affect maintenance of key equipment, and is an area that merits close 
planning attention); and 

• demand for infrastructure services may be impacted – demand for some 
services may increase (internet access is a possible example); while demand for 
others may fall (eg, certain types of travel activity may reduce). 

Business continuity plans may need to be reviewed to ensure that they are robust to 
significant staff absences and other pandemic-related risks.  The remainder of this 
guide is designed to assist with such planning. 

2.3 Human Resource Obligations 

Compliance with the Health and Safety in Employment Act 1992 

All employers will continue to be required to meet their obligations under the Health 
and Safety in Employment Act 1992: 

Section 6: All practicable steps 

“Every employer shall take all practicable steps to ensure the safety of 
employees while at work; and in particular shall take all practicable 
steps to: 

− provide and maintain for employees a safe working environment 

− provide and maintain for employees while they are at work facilities 
for their safety and health...” 
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Section 28: Employees may refuse to perform work likely to cause serious 
harm 

“An employee may refuse to do work if the employee believes that the 
work that the employee is required to perform is likely to cause serious 
harm to him or her....” 

Independent contractors and volunteer workers have the right to withdraw their labour 
or services at any time, including when they feel the work environment presents an 
unsatisfactory level of risk.  

Employers must take all practicable steps to mitigate the risk and protect employees, 
especially those at high risk, such as health care personnel, support staff and first 
responders (fire/police/ambulance/other emergency workers) from pandemic 
influenza.  Employers need to actively plan to cover their risks and the risks to their 
workers and the public. 

Compliance with Other Human Resource Legislation 

The following employment relations legislation will continue to apply: 

• Employment Relations Act 2000; 

• Holidays Act 2003 (sick, bereavement and annual leave, and public holidays); 
and 

• Wages Protection Act 1983. 

These are in addition to the requirements of the Health Act 1956 and the Health and 
Safety in Employment Act 1992. 

The Department of Labour’s website (www.dol.govt.nz) provides further information 
regarding human resource issues in a pandemic. 

From the Guild’s perspective there are a number of very important employment related 
issues that require clear policy guidance from government agencies.  For instance we 
need clarification on matters relating to payments to staff that are not at work. 

It is recommended that you discuss the pending pandemic with your staff in advance 
and having explained the provision of personal protective equipment, try and ascertain 
who is likely to continue working during a pandemic.   

You will also need to understand the expectations of your pharmacy in terms of your 
local DHBs overall pandemic management plan.  This information may not yet be 
available in every area.  Some staff may be requested to work in community assessment 
centres to provide advice and support with other healthcare providers. 

2.4 Human Resource Issues 

The extent of your planning in this area will depend on the nature of your business / 
workplace. 
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Larger enterprises, or those providing essential services or infrastructure, should 
maintain a reasonably high level of preparedness. These organisations may be able to 
include the likelihood of a pandemic into existing business continuity plans. 

Smaller workplaces, and those providing “non-essential” services will benefit 
significantly from some degree of preparedness. Planning will reduce the human cost 
and improve business viability during and after a pandemic. 

Any workplace planning or preparation that you do should be consistent with the 
phases outlined in Table 2. 

2.4.1 Deciding Whether a Workplace Should Stay Open or Close 

A workplace may close through lack of staff, lack of customers, or because it presents an 
unacceptable level of risk to employees or others. 

Different industries will involve varying degrees of risk in a pandemic, and there will be 
varying scope for staying in operation while reducing the hazard. 

Primary industries for example, should be able to manage hazards with relatively few 
restrictions. On the other hand, the challenges in the service sector — including health, 
education, entertainment, hospitality and other industries — will be far greater. In the 
health sector, for example, the inherent risks will be compounded by a need to stay 
open to provide treatment and care. 

2.4.2 Any Risks to Employees and Others Must be Reasonable 

Any employer or other person who controls the workplace has responsibility for the 
health and safety of employees and others there, and to ensure that employees’ actions 
or inactions do not cause harm to others. 

Independent contractors and volunteer workers have the right to withdraw their labour 
or services at any time, including when they feel the work environment presents an 
unsatisfactory level of risk. 

Health and Safety in Employment Act 1992 

Continuity planning should include your business’s obligations under the Health and 
Safety in Employment Act 1992. 

Employers must take all practicable steps to mitigate the risk and protect employees, 
especially those at high risk, such as health care personnel, support staff and first 
responders (fire I police I ambulance I other emergency workers) from pandemic 
influenza. Employers need to actively plan to cover their risks and the risks to their 
workers and the public. 

The most relevant sections of the Health and Safety in Employment Act 1992 are: 

“Every employer shall take all practicable steps to ensure the safety of 
employees while at work; and in particular shall take all practicable 
steps to: 
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− provide and maintain for employees a safe working environment 

− provide and maintain for employees while they are at work facilities 
for their safety and health...” 

Sections 7-10 describe a hierarchy of action for the management of hazards 

Where a significant hazard, including the likelihood of avian influenza, is identified, the 
Act sets out the steps an employer must take: 

1. Where practicable, the significant hazard must be eliminated (section 8); 

2. This may involve removing the hazard or hazardous work practice from the 
workplace. 

3. If elimination is not practicable, the significant hazard must be isolated (section 
9); 

4. This may involve isolating or separating the hazard or hazardous work practice 
from people not involved in the work or the general work areas. It could mean 
reducing the potential for contamination through changing work practices to 
achieve a greater degree of social distancing, or installing screens or barriers. 

5. If it is impracticable to eliminate or isolate the hazard completely, then the 
employer must minimise the likelihood that the hazard will harm employees 
(section 10). In addition, the employer must, where appropriate: 

– Provide, make available to, and ensure the use of suitable clothing and 
equipment to protect the employees from any harm arising from the 
hazard; 

– Monitor employees’ exposure to the hazard; 

– Seek the consent of employees to monitor their health; and 

– With their informed consent, monitor employees’ health. 

This includes introducing work practices that reduce the risk. It could limit the amount 
of time a person is exposed to the potential hazard, or the use of protective clothing 
and/or equipment. Employers should refer to MoH’s website for detailed guidance on 
appropriate personal protective equipment (PPE) for workplaces, especially where 
work must continue for humane reasons or the maintenance of civil order. 

Section 28A: Employees may refuse to perform work likely to cause serious 
harm 

Employees have the right to refuse to perform work if they believe it is likely to lead to 
their suffering serious harm. However, their belief must be on reasonable grounds, and 
they must have attempted to resolve the matter with their employer before they can 
continue to refuse. The right to refuse unsafe work does not apply unless the 
understood risks of the work have materially increased. The right of an ambulance 
worker or nurse to refuse is therefore different to that of, say, a carpenter. It is also 
different to that of a sworn staff-member of the police, fire service or armed forces. 
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Note that independent contractors and volunteer workers have the right to withdraw 
their labour or services at any time, including when they feel the work environment 
presents an unsatisfactory level of risk. 

2.4.3 Other Human Resource Legislation  

The following employment relations legislation will continue to apply. Obligations 
under this legislation should be factored into business continuity planning processes. 

• Employment Relations Act 2000; 

• Holidays Act 2003 (sick, bereavement and annual leave, and public holidays); 
and 

• Wages Protection Act 1983. 

2.4.4 Preparing for the Possibility of a Workplace or Business 
Closing 

It is strongly recommended that employers should discuss this possibility with their 
staff, staff representatives and contractors as part of their preparedness planning. This 
discussion should include identifying whether services can be delivered outside of the 
workplace in a way that does not pose any health and safety risk, and implementing 
methods of communicating workplace closure to employees. 

Statutory requirements relating to the employment relationship (eg, the Employment 
Relations Act, Holidays Act, and Wages Protection Act) and any specific requirements 
of employment agreements will not be affected by workplace closure in a pandemic. 

In the event that the employer decides, or is required to, suspend business during a 
pandemic, it is important that the employment conditions during the business 
suspension are discussed with, and made clear to, employees. Those discussions may 
include, for example, the use of annual leave. 

Contractors for services will be subject to their contracts, and contract law generally. 

2.4.5 If a Workplace or Business Stays Open 

If a workplace or business stays open during a pandemic, employment relations 
legislation will continue to apply according to the circumstances. 

2.4.6 Keep Communication Open and Frequent 

In all cases, it will be useful to discuss any likely impacts with employees, unions and 
others that may be affected beforehand. Whatever agreement and clarification can be 
achieved before a pandemic will prove a valuable investment should the emergency 
occur. 

The Department of Labour’s website (www.dol.govt.nz) provides further information 
regarding human resource issues in a pandemic. 
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3 Pandemic Contingency Planning for Community 
Pharmacies 

The following information is necessarily generic, and will need to be adapted to meet 
individual circumstances and needs.   

3.1 Short, Medium and Long-Term Planning 

It is not possible to predict how long a pandemic may last.  There could be more than 
one wave of infection during a pandemic period.  Each wave could typically last about 8 
weeks, building to a peak in week 4 before abating again.  The MoH advises that 
businesses should plan for up to 50% staff absences for periods of about 
two weeks at the height of a pandemic wave and lower levels of staff 
absence for a few weeks either side of the peak.12.  It may be helpful to consider 
planning scenarios developed by the MoH (Appendix 2) when preparing your plan. 

To ensure business continuity in a pandemic, short term planning, with a health focus, 
is paramount.  Succession planning (in the event of staff deaths or long-term disability 
during the pandemic) and back up planning is also essential. Emergency management 
and overall national recovery is greatly facilitated if essential services are available 
without significant interruption. 

Continuity planning for a pandemic should include:  

• Identification of essential business activities (and the core people and skills to 
keep them running), and ensuring that these are backed-up with alternative 
arrangements; 

• Mitigation of business / economic disruptions, including possible shortages of 
supplies; and 

• Minimising illness in workers and customers. 

Each of these items is addressed in a separate section in the following pages. 

3.1.1 Influenza Manager 

When planning for a pandemic, it is a good idea to identify one or more people in your 
organisation who will be responsible for workplace health and safety.  The Influenza 

                                                        

 

12   A pandemic could last many months and may contain peaks followed by periods of reduced 
illness.  The 50% is an estimate of staff absences at peaks of a significant pandemic.   
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manager within a pharmacy would most probably be the pharmacy proprietor or 
manager.  Some of the tasks the “Influenza Manager” may perform include:  

• Setting up a system to monitor staff who are ill or suspected to be ill in the event 
of a pandemic, including contacting staff who are unexpectedly absent from 
work – has their GP been notified of their illness?  Have “contact” issues been 
addressed?  Is someone able to care for them? 

• Setting up a process to facilitate / encourage the return of staff to work once 
they are better or at the end of a quarantine period; and 

• Ensuring that your workplace has adequate supplies of tissues, medical and 
hand hygiene products, cleaning supplies and masks for people who become ill 
at work.  It may be difficult to purchase such products once a pandemic begins. 

3.1.2 Medical Advisor 

If your business does not already have one, it may be prudent to ensure that you have 
access to a medical practitioner for assistance and advice in the event of a pandemic.  

3.1.3 Activation of Pandemic Continuity Plan 

The MoH will widely publicise any changes to the “alert codes” which are designed to 
alert government agencies to action, and may signify the need to activate business 
continuity plans.  The Pharmacy Guild will endeavour to keep pharmacies informed of 
these changes. 

Table 3 below provides summary guidance as to how a business might proceed as 
different stages of a pandemic are reached. Table 3  Suggested Summary Actions for 
Pharmacies for each Alert Code. 
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STAGE NZ STRATEGY MoH / DHB ALERT 
CODE 

SUGGESTED INFRASTRUCTURE PROVIDER ACTIONS 

WHITE  
(Information / 
advisory) 

1 Plan for it  
(Planning) 

YELLOW 
(Standby) 

Review business continuity plans: 

• Identify essential services (including contractors), 
facilities/plants, other production inputs 

• Plan for up to 50% staff absences for periods of 2-3 
weeks at the height of the pandemic, and lower levels of 
staff absences for a few weeks on either side of the 
pandemic 

• Assess core staff and skill requirement needs, and 
ensure essential positions are backed-up by an 
alternative staff member 

• Identify ways to increase “social distancing” in the 
workplace, reduce movement etc. 

• Consider organisational policies to encourage the sick 
to stay at home; and enable staff to work from home 

• Identify ways to minimise illness amongst staff and 
customers, and consider how essential messages (eg, 
basic hygiene) can be communicated to staff 

• Identify needs for PPE and cleaning equipment, and 
check air conditioning. Purchase additional contingency 
supplies. 

• Discuss particular pandemic planning needs with 
regional CDEM groups  

2 Keep it out  
(Border 
Management) 

• Alert staff to change in pandemic status 

• Activate staff overseas travel restrictions  

• Review/test essential business continuity measures 

3 Stamp it out  
(Cluster Control) 
 

4 Manage it  
(Pandemic 
Management) 

RED13 
(Activation) 

• Alert staff to change in pandemic status 

• Activate essential business continuity measures 

• Activate measures to minimise introduction and/or 
spread of influenza in work place (post notices; social 
distancing, managing ill staff members, workplace 
cleaning, etc.) 

• Communicate with staff to promote confidence in the 
workplace 

• Activate contact tracing where staff become ill at work 
during Cluster Control phase 

• Activate process for recovered / well staff members to 
return to work 

5 Recover from it  
(Recovery) 
 

GREEN  
(Stand down) 

• Manage return to business as normal 

 
                                                        

 

13   The transition from Code White to Red could be quite quick (ie, the Code Yellow phase could 
be short). 
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3.1.4 Communication with Staff 

It is likely there will be anxiety regarding a pandemic and this is likely to contribute to 
increased work absence and/or increased distress to staff.  The suggested ways to 
manage this include:  

• Communicate the possibility of a pandemic – and your preparedness to manage 
it – very early to staff.  Helpful to this purpose is the influenza fact sheet, 
available from MoH’s website (www.moh.govt.nz/pandemicinfluenza); 

• Discuss with staff possible health and safety issues, potential for stand down, 
and leave arrangements if they are ill or need to look after those who are or who 
have been “shut out” of childcare and school, etc; 

• Have a comprehensive management plan in place which is clearly 
communicated to staff.  Ensure that communications management during the 
pandemic is part of the plan.  It will be important to have systems in place to 
allow your agency to communicate in a pandemic; 

• In activating your plan, provide clear, timely and pro-active communications to 
staff, including how your organisation is handling the situation; and 

• You may wish to establish a “communications tree” so that people can keep in 
touch. 

 

3.2 How will Essential Business Activities be maintained? 

In the event of a pandemic, it is important that core people and core skills are available 
to keep essential parts of your business operating.  The following points are designed to 
help you to plan for this.  

3.2.1 Identification of Core People and Core Skills 

Issues you may wish to consider include: 

• What are the “essential” parts of the business? 

• Who are the core people required to keep the essential parts of the business 
running? 

• What are the core skills required to keep business running? 

• Are there sufficient back ups for people and skills if there is a high level of 
absence?  Are there other resources (eg, volunteers, retirees) that could be 
drawn on if necessary?  Is it possible to co-ordinate / operate your business 
through a “virtual war-room” – that is, remotely, using telephone and email? 

• Who are the core people required to manage the pandemic contingency plan? 
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• Do you have any systems which rely on periodic physical intervention by key 
individuals, to keep them going?  How long would the system last without 
attention? 

Once the core people and skills are identified, ensure that they are aware of their 
position and how they will be managed in the event of a pandemic.  Consider strategies 
for minimising the possibility that they become ill with influenza: eg, maintaining social 
distancing measures.  

You may wish to have non-essential staff “stand down” (with appropriate pay 
arrangements) in the Code Red phase to help minimise the number of staff who may be 
exposed to the influenza virus.  

In the event of a pandemic, employees have the option of leaving their jobs.  They also 
have the right to refuse to perform work if they believe it is likely to lead to their 
suffering serious harm.  However, their belief must be on reasonable grounds, and they 
must have attempted to resolve the matter with their employer before they can 
continue to refuse.  The right to refuse unsafe work does not apply unless the 
understood risks of the work have materially increased.  To avoid such situations, it is 
best to have had discussions with staff prior to any pandemic occurring. 

A thorough review of the infection control policies established for the pharmacy and 
some familiarisation with masks and protective clothing is advisable. 

The Pharmacy Guild has sent copies of an infection control protocol to each member 
and it will be reviewed to ensure it is kept appropriate and you will be advised of any 
necessary changes. 

3.2.2 Business Planning for Absence 

Issues you may wish to consider include 

• What are critical staff numbers and skills required to keep essential sectors of 
the business running – at what level does business stop?  What arrangements 
need to be made to minimise risk to staff? 

• Who should make the decision to shut activity down when absence rates 
threaten safe business continuity? 

• Could some, or all, of your business operations shift to having most staff work 
from home with little warning? 

• What arrangements do you have in place so that prescription information for 
patients and the continuation of special services such as Methadone services can 
be provided if necessary from another pharmacy? 

The pandemic influenza may affect regions of New Zealand and the world differently in 
terms of timing, severity and duration.  Some regions may be hit earlier, longer or 
harder.  Rural pharmacies may experience delays if their local regional centre is hit by 
an outbreak and this could impact on wholesale supplies and other essentials for the 
normal operation of the pharmacy.  Restrictions on movement of people from region to 
region may be imposed and this could thus impact on the availability of locums from 
out of your immediate area as well.  
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3.2.3 Knowledge Management 

Key operating and emergency management information will need to be stored in 
known, accessible and shared locations. 

3.2.4 Communications 

Consider communication needs and how they might be maintained with: 

• key suppliers; 

• key customers; and 

• key contractors. 

 

3.3 How Might Shortages of Supplies Affect Business 
Operations? 

Shortages of supplies may occur because of increased demand during the pandemic.  
Pandemic planning should consider the need for ensuring adequate availability of 
essential supplies.  The Guild is working with the MOH to determine an appropriate 
strategy which will consider the need for increasing the supplies of medicines in the 
New Zealand pipeline.  We will provide further advice on this aspect when the policy 
has been finalised. 

Shortages may also occur because of disruptions in transportation systems or inability 
of suppliers to meet demands because of their own staff shortages.  Some New Zealand 
supplies travel considerable distances by truck, train, ship or aircraft, and are 
vulnerable to any disruption.  Absences of workers/drivers and other transportation 
staff may affect both the production and delivery of needed supplies.  Supply lines may 
also be affected by mandated or self-imposed travel restrictions (eg, transporters 
unwilling to travel through or to infected areas).   

International air movements may be disrupted in a pandemic, and this may impact on 
imported goods, especially if they normally arrive in freight-holds of passenger aircraft. 

Remember however that an unnecessary build up of supply in one location may lead to 
shortages in another. 

 

3.4 How Can We Protect Staff and Customers From Getting 
Sick? 

After identifying the core people and skills to keep the essential parts of your business 
operating, your pandemic plan should consider how to minimise illness among staff 
and customers.  The main strategies include:  
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• Managing or restricting entry of people with influenza symptoms into the 
pharmacy. 

• Practising good personal hygiene and workplace cleaning habits. 

• Increasing social distancing . 

• Managing staff who become ill at work. 

• Manage staff that  return from travel overseas. 

This section identifies some issues you may want to take into account in your plan as 
well as offering guidance as to how to address them.  In addition, examples of notices, 
fact sheets, etc. are provided for your convenience – these are marked in the text with 
the symbol (‡). 

Adopting the advice included in this section, with particular attention to protection 
measures summarised in Table 4, should assist employers with compliance with the 
Health and Safety in Employment Act 1992. 

Table 4:  Summary of Influenza Protection Measures 

Protection measure Where applicable 

Hand hygiene, cough etiquette, 
ventilation 

Everyone, all the time 

Organisational policies Every organisation, all the time 

Social distancing Everyone, whenever practical 

Protective barriers In situations where regular work practice requires 
unavoidable, relatively close contact with the public 

Disposable surgical mask Workers in any community or health care setting who 
are caring for the sick (this includes first responders) 
Also as a possible adjunct to protective barriers 

Disposable particulate respirator 
masks, eye protection, gloves, gowns / 
aprons 

Health care workers participating directly in close 
contact patient care when there is a high risk of contact 
with respiratory secretions, particularly via aerosols 
(mostly inpatient settings). 

3.4.1 Restrict Workplace Entry of People with Influenza 
Symptoms 

On declaration of Code Red, your business should consider putting up notices (‡) at all 
workplace / facility entry points, advising staff and customers of your policy  if they 
have influenza symptoms and how they can access assistance.  It may be that your local 
DHB plan may require these people to be directed to a community assessment centre 
for treatment. 
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Employees should be advised not to come to work when they are feeling 
unwell, particularly if they are exhibiting any influenza symptoms.  It may be helpful 
to inform staff of the differences in symptoms between influenza and a common cold 
(‡).  Unwell employees should also be advised to attend a community assessment 
centre, or see a doctor.  Workers who are ill should stay at home until symptoms 
resolve.  

Use normal communication methods to ensure that all staff receives the notice.  At the 
same time, you may wish to provide them with further information about how to stay 
well during an influenza pandemic, eg, by distributing the MoH fact sheet (available 
from http://www.moh.govt.nz/pandemicinfluenza). 

In your pandemic planning, set up a process for ensuring that ill employees have 
completed any required quarantine period and are healthy before allowing them to 
return to work. 

Note that staff who have recovered from the pandemic influenza are unlikely to be re-
infected (they will have natural immunity) and should be encouraged to return to work 
as soon as they are well.  
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INFLUENZA NOTIFICATION 
Influenza is a contagious disease.  There is currently an increase in the numbers of people in New Zealand with 
influenza.  In order to reduce the spread of influenza in this workplace, the following is required of everybody: 

DO NOT COME TO WORK if you have: 
• chills, shivering and a fever (temperature >38oC) 
• onset of muscle aches and pains 
• sore throat 
• dry cough 
• trouble breathing 
• sneezing 
• stuffy or runny nose 
• tiredness. 

If some of the above apply to you, please go home and wait until you have recovered before returning to work. 

If you have recently arrived from overseas or returned from overseas, please speak to the 
pharmacy proprietor (see below) 

If you start to feel ill at work, DO NOT leave your work area 

Call your Pharmacy Proprietor ……………………………………  
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What is the Difference between Influenza and a Common Cold? 

SYMPTOM INFLUENZA COMMON COLD 

Fever Usual, sudden onset 38o-40o 
and lasts 3-4 days. 

Rare 

Headache Usual and can be severe Rare 

Aches and pains Usual and can be severe Rare 

Fatigue and weakness Usual and can last 2-3 weeks or 
more after the acute illness 

Sometimes, but mild 

Debilitating fatigue Usual, early onset can be severe Rare 

Nausea, vomiting, 
diarrhoea 

In children < 5 years old Rare 

Watering of the eyes Rare Usual 

Runny, stuffy nose Rare Usual 

Sneezing Rare in early stages Usual 

Sore throat Usual Usual 

Chest discomfort Usual and can be severe Sometimes, but mild to 
moderate 

Complications Respiratory failure; can worsen 
a current chronic condition; can 
be life threatening 

Congestion or ear-ache 

Fatalities Well recognised Not reported 

Prevention Influenza vaccine; frequent 
hand-washing; cover your 
cough 

Frequent hand-washing, 
cover your cough 

 

3.4.2 Personal Hygiene 

Basic personal hygiene measures should be reinforced and people should be 
encouraged to practice them to minimise potential influenza transmission: 

• Cover nose and mouth when sneezing and coughing (preferably with a 
disposable single use tissue). 

• Immediately dispose of used tissues. 

• Adopt good handwashing / hand hygiene practices, particularly after coughing, 
sneezing or using tissues. 
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• Keep hands away from the mucous membranes of the eyes, mouth, and nose. 

Ensure that adequate supplies of hand hygiene products are available.  This is a high 
planning priority as there may be interruption to the supply or shortages of soap and 
hand towels. 

Communicate hand and personal hygiene information to staff and visitors:  

• Hygiene notices (‡) should be posted in all workplace entrances, washrooms, 
hand washing stations and public areas; and 

• Use brochures, newsletters, global emails, employee notice boards, and 
information included with payslips, to inform your employees of the importance 
of hand hygiene and environmental cleaning during a pandemic.  

Examples of notices can be found on the following pages. Another good source of 
notices and brochures is 
http://dhfs.wisconsin.gov/communicable/influenza/Employer.htm. 

 

 Hand Hygiene 
 

The most important thing you can do to keep from getting sick is to 
wash your hands! 

Handwashing is the single most important measure to reduce the risks of 
transmitting infection from one person to another.   

Hand washing with soap and water, alcohol-based hand rub, or antiseptic 
handwash should be performed regularly.  Hands should be thoroughly dried, 
preferably using disposable tissues or towels. Use the disposable towel to open the 
door. 

Hand washing and drying should always be done after coughing, sneezing or 
handling used tissues or after touching objects, materials or hard surfaces that may 
have been contaminated by someone else with the infectious illness. 

Hand-to-face contact such as can occur during eating, normal grooming, or 
smoking presents significant risks because of the potential for transmission of 
influenza from surfaces contaminated with wet respiratory droplets.  Handwashing 
should always be carried out before and after eating, grooming, smoking or any 
other activity that involves hand-to-face contact. 
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Basic Hygiene Notice 

 

 

 

PROTECTING YOURSELF AND OTHERS 
AGAINST RESPIRATORY ILLNESS 

 HANDWASHING IS THE MOST IMPORTANT THING 
YOU CAN DO TO PROTECT YOURSELF 

 Cover your nose and mouth when coughing or sneezing  

o Use a tissue and dispose of this once used in the waste 

o Always wash hands after coughing and sneezing or disposing of tissues. 

 Keep your hands away from your mouth, nose and eyes. 

 Avoid contact with individuals at risk (eg, small children or those with 
underlying or chronic illnesses such as immune suppression or lung disease) 
until influenza-like symptoms have resolved. 

 Avoid contact with people who have influenza-like symptoms. 

 Ask people to use a tissue and cover their nose and mouth when coughing or 
sneezing and to wash their hands afterwards. 
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Hand Hygiene Notices 

Source: Vancouver Coastal Health’s Regional Pandemic Influenza Response Plan 
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Source: Vancouver Coastal Health’s Regional Pandemic Influenza Response Plan 
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3.4.3 Workplace Cleaning 

During a pandemic, you will need to implement additional measures to minimise the 
transmission of the virus through environmental sources, particularly hard surfaces 
(eg, sinks, handles, railings, objects and counters).  Transmission from contaminated 
hard surfaces is unlikely but influenza viruses may live up to two days on such surfaces. 

Influenza viruses are inactivated by alcohol and by chlorine.  Cleaning of environmental 
surfaces with a neutral detergent followed by a 70% mixture of methylated spirits and 
water or for example a Milton solution is recommended.  Surfaces that are frequently 
touched with hands should be cleaned often, during the day.  Table 5 suggests the 
appropriate choice and concentration of disinfectants: 

Table 5  Workplace Cleaning Products 

Disinfectants Recommended use Precautions 

Sodium hypochlorite: 
1000 parts per million of 
available chlorine, usually 
achieved by a 1 in 5 dilution 
of hospital grade bleach. 

Disinfection of material 
contaminated with blood 
and body fluids. 

Should be used in well-
ventilated areas. 
Protective clothing 
required while handling 
and using undiluted bleach. 
Do not mix with strong 
acids to avoid release of 
chlorine gas. 
Corrosive to metals. 

Alcohol: 
eg, Isopropyl 70%, ethyl 
alcohol 60%. 
 

Smooth metal surfaces, 
tabletops and other 
surfaces on which bleach 
cannot be used. 

Flammable and toxic.  To 
be used in well-ventilated 
areas.  Avoid inhalation. 
Keep away from heat 
sources, electrical 
equipment, flames, and hot 
surfaces. 
Allow it to dry completely, 
particularly when using 
diathermy, as this can 
cause diathermy burns. 

 

Staff should be reminded not to share cups, dishes, and cutlery and ensure they are 
thoroughly washed with soap and hot water after use.  

Remove all magazines / papers from waiting rooms and common areas (such as tea 
rooms, kitchens). 

When a person with suspected influenza is identified and has left the workplace, it is 
important that their work area / office, along with any other known places they have 
been, are thoroughly cleaned and disinfected.  

Among other things, planning should identify the basic hygiene practices (including 
hand hygiene) to be followed by cleaners, protocols for the use personal protection 
equipment (if recommended by the MoH); and methods for waste disposal.  
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3.4.4 Air Conditioning  

(Source: www.moh.govt.nz/pandemicinfluenza, 23 August 2005) 

There is scientific and medical evidence that influenza can spread in inadequately 
ventilated internal spaces.  The MoH and the Department of Labour recommend all 
internal spaces should be well ventilated, preferably by fresh air via opening windows, 
or otherwise by properly designed and maintained air-conditioning systems. 

As part of their workplace health and safety monitoring, employers should gain 
assurance from the owner of any air conditioned building they occupy that air 
conditioning systems are maintained regularly and to the appropriate standard, as per 
the New Zealand Building Code, Clause G4, Ventilation. 

3.4.5 Increase Social Distancing 

Another strategy to protect staff is minimising their contact with others.  Crowded 
places and large gatherings of people should be avoided, whether in internal or external 
spaces.   

A distance of at least one metre should be maintained between persons wherever 
practical.  Larger distances are more effective. 

Visiting of or other contact with, unwell people should be avoided wherever practicable.  

Suggestions on how to minimise contact include: 

• If possible avoid meeting people face to face – use the telephone, and the 
internet to conduct business as much as possible – even when participants are 
in the same building; (It is noted that this advice is extremely hard to follow in a 
community pharmacy that is highly dependent on face to face contact with 
people.  However the key point is to recognise the principle that is advocated to 
ensure that the risks of such day to day exposure can be minimised as much as 
possible.) 

• Avoid any unnecessary travel and cancel or postpone non-essential meetings / 
gatherings / workshops / training sessions; 

• If possible, arrange for employees to work variable hours to avoid crowding at 
the workplace;  (Once again this is not entirely practical for a community 
pharmacy.) 

• Avoid public transport: walk, cycle, drive a car or go early or late to avoid rush 
hour crowding on public transport; 

• Bring lunch and eat away from others (avoid the cafeterias and crowded 
restaurants).  Introduce staggered lunchtimes so numbers of people in the lunch 
room are reduced; 

• Do not congregate in tearooms or other areas where people socialise.  Do what 
needs to be done and then leave the area; 
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• If a face-to-face meeting with people is unavoidable, minimise the meeting time, 
stay at least one meter away from each other if possible; avoid shaking hands or 
hugging.  Consider holding meetings in the open air; 

• Set up systems where clients / customers can pre-order / request information 
via phone / email / fax and have order / information ready for fast pick-up or 
delivery; and 

• Encourage staff to avoid recreational or other leisure classes / meetings etc. 
where they might come into contact with infectious people. 

3.5 Managing Staff Who Become Ill at Work 

[This section provides advice that probably applies to much larger organisations than a 
pharmacy.  However, once again the principles involved are still valuable for pharmacy 
proprietors to be aware of and to apply where possible.] 

Your pandemic plan should indicate how your business will manage staff that become 
ill at work.  One possible process is outlined below:  you may wish to modify it to suit 
your business situation.  A screening flowchart (‡) is also presented.  Note that this 
advice is current as at October 2005.  In the event of a pandemic, it is recommended 
that employers check MoH’s website (www.moh.govt.nz/pandemicinfluenza) for the 
latest advice. 

If a person feels ill, or if someone observes that another person is exhibiting symptoms 
of influenza at work, they are to contact the pharmacy proprietor or manager 
immediately.  

Using a screening flowchart (‡), the pharmacy proprietor: 

1. Check if the employee has any of the symptoms outlined in the first section of 
the flowchart; 

2. If the employee does not have any symptoms like those listed, they are very 
unlikely to have influenza, and should be reassured but advised to discuss their 
situation with the pharmacy proprietor again later or to see their GP if they are 
still concerned; 

3. If the employee does have symptoms that match some of those listed, they 
should be treated as a “suspect case.”  It may be helpful to have a staff influenza 
notification form (‡) completed, including details of any staff and/or visitors 
they have been in contact with.  This information will permit the pharmacy 
proprietor to identify recent movements and monitor well-being during the 
pandemic; 

4. The employee should be informed where they can find a surgical mask and 
instructed to wear it immediately.  This is to help protect other staff; 

5. The employee should leave work and immediately contact a health professional 
in the manner advised by MoH on its website at that time or in accordance with 
advice from the local DHB.  This may involve phoning the person’s normal 
doctor or nurse, or a specially designated centre to seek further advice.   
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6. The employee, should, if at all possible, avoid public transport when leaving 
work. 

7. Contact management (see section 3.6 below for further information) – it is 
helpful for employers to: 

• identify contacts (once an employee is suspected to be infected); 

• advise contacts in person that they have been in contact with a person 
suspected of having influenza; 

• Ask contacts to go home, and stay at home until advised otherwise; 

8. The employee’s work station should be cleaned and disinfected, as indicated in 
section 3.4.3 (Workplace Cleaning).  In the dispensary this should be a constant 
process. 

9. Pharmacy proprietors will need to set up a system to manage the absence and 
return to work of the employee.  Some issues to consider include:  

• Advice to the employee on how long to stay away from work (the MoH 
website will have advice on this once the characteristics of a pandemic 
are known). 

• Decisions on the leave and cover arrangements. 

• Checking on the staff member during his/her absence from work.  This 
will facilitate treatment, contact tracing, etc., if they become ill. 

• Set up a process in your plan for ensuring both that: 

− the employee is healthy before allowing them to return to work; 
and  

− that they are encouraged to return to work once they are well.  

 

3.6 Contact Management 

3.6.1 Contact Definition 

The MoH currently defines pandemic influenza contacts as people who have had close 
physical (less than one metre) or confined airspace contact with an infected person, 
within four days of that person developing symptoms.  These are likely to include 
family members and/or other living companions, workmates (if in close contact 
situations or confined airspace environments), and some recreational companions. 

People who have not been in close proximity nor have shared a confined airspace with a 
sick person within four days of that person developing symptoms, are not considered to 
be a contact. 
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This poses quite an issue for community pharmacy management.  Our advice is that to 
the extent possible all people visiting a pharmacy should be considered as potentially 
infected and thus great care exercised in the provision of medicines, advice and other 
support.  We recommend that procedures be implemented that keep people at a 
distance to mitigate the risks.  The Guild’s advice on infection control should be 
considered very carefully in this regard. 

 

3.6.2 Contact Management Mandated by Law 

Under the Health Act 1956, both highly pathogenic avian influenza (HPAI) and 
influenza are classed as infectious diseases.  Additionally, HPAI is also a notifiable 
disease, meaning that some additional provisions of the Health Act apply to it, over and 
above the provisions that apply to influenza.  In order to reduce the risk of further 
infection, contacts will be expected to stay at home and avoid contact with others for a 
recommended period.  This period will be determined by health officials, and is not at 
the discretion of the employer. 

The role of contact tracing may vary according to the phase of the pandemic.  At an 
early phase, when efforts are directed at keeping the pandemic out or in managing 
small clusters, contact tracing and associated quarantine of cases and contacts will be 
vigorous.  However if the pandemic affects larger numbers of people across the country, 
it will not be effective as a strategy to contain the pandemic, and may therefore be 
dropped.   

In any circumstances, employers should urge sick staff members with influenza-like 
symptoms to return home immediately and contact a health professional in the manner 
advised by MoH on its website at that time.  This may involve phoning the person’s 
normal doctor or nurse, or a specially designated centre to seek further advice, rather 
than the patient calling in without prior notification.  If the health professional 
identifies the patient as being a suspect or confirmed case, then the health professional 
will commence contact tracing in accordance with the protocols set by MoH at that 
time.  This is likely to involve making contact with the patient’s workplace. 

As indicated in the previous section, it is helpful for employers to: 

• identify contacts (once an employee is suspected to be infected); 

• advise contacts in person that they have been in contact with a person suspected 
of having influenza; and 

• ask contacts to go home, and stay at home until advised otherwise.  

 

Note that the definition of a contact is likely to change once the nature of the 
pandemic strain is known.  Employers therefore, should refer to MoH’s website 
during a pandemic for further guidance. 
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3.7 Travel 

The Ministry of Foreign Affairs and Trade, in conjunction with MoH, will publish 
appropriate travel advisories for New Zealanders travelling to other countries infected 
by the pandemic (www.mfat.govt.nz). 

Once a pandemic is recognised, the border may immediately be closed to all incoming 
passengers and aircrew, possibly for several days. 

It is likely that quarantine measures will be instituted before passenger movements 
resume.  It is possible that all incoming people will be required to complete at least 8 
days quarantine in specially designated places before being allowed landside of the New 
Zealand border. 

Border closures overseas may also cause disruption to travel. 
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3.7.1 Screening Checklist for Detection and Management of 
Suspected Pandemic Influenza Cases 

Process 

1. The pharmacy proprietor receives a call from an employee suspecting they may 
have influenza 

2. To the extent possible manage the process over the telephone 

3. Follow the flowchart below 

 

 

 

 

 

 

 

Yes, two or more 
of symptoms, as 
described above 

Unlikely to be influenza 
• Reassure 
• Advise to call again if 

concerned or visit their GP 
or CAC 

Advise them where they can find a 
surgical mask and ask them to leave 
work immediately. 

Advise them to call their GP by 
telephone to advise that they have 
been in contact with a suspected 
influenza case. 

Arrange for clean up of person’s 
workstation. 

Advise contacts that they have been 
in contact with suspect case. 

Ask contacts to go home and to 
stay there until they have 
received further advice. 

No symptoms, as 
described above 

Ask the person if they have any of the following symptoms: 
• High fever (or feel feverish and hot) 
• Headache 
• Fatigue and weakness 
• Sore throat, cough, chest discomfort, difficulty in breathing 
• Muscle aches and pains. 
• Been overseas recently 
• Been in contact with someone diagnosed with influenza. 

Patient should be considered as 
possible case of influenza. 

Fill in Influenza Notification Form 
over the phone. 

Take names of contacts (those 
working within one metre or in 
enclosed place for more than 60 
minutes). 
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3.7.2 Suspected Influenza Case at Work Notification Form 

Details of Affected Staff 

Name: 
 

Worksite: 
 

Location of Isolation: 
 

Job title: 
 

Nationality if Visitor to Site: 
 

Date of birth: 
 

Address: 
 
 

Telephone no: 
     (W)     (H)      (M) 

Symptoms noticed: 
 
Fever   Body aches  
Headache   Fatigue   
Dry cough    Others    Details:     
Cold    
 
Time of fever on-set:       
 
Time of isolation:        
 

Travel history over the past 8 days:  
 
Countries visited         
 
Flights taken:        
 

Where referred:  
 

Contact List (See separate page) 

Details of Reporter  

Name: 
 

Job title: 
 

Telephone no: 
    (W)     (H)       (M) 
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3.7.3 Contact List 

MoH currently defines pandemic influenza contacts as people who have had close 
physical (less than one metre) or confined airspace contact with an infected person, 
within four days of that person developing symptoms.  These are likely to include 
family members and/or other living companions, workmates (if in close contact 
situations or confined airspace environments), and some recreational companions. 

 
Retain this list and provide to the Medical Officer of Health or his/her designated 
officer on request. 

Persons whom the affected staff has interacted with since displaying symptoms. 
Name Email  Telephone no.  Address 
1.    

 
 

2.    
 

 

3.    
 

 

4.    
 

 

5.    
 

 

6.    
 

 

7.    
 

 

8.    
 

 

9.    
 

 

10.    
 

 

11.    
 

 

12.    
 

 

13.    
 

 

14.    
 

 

15.    
 

 

Note that the definition of a contact is likely to change once the nature of the 
pandemic strain is known.  Employers therefore, should refer to MoH’s website 
during a pandemic for further guidance. 



DRAFT

Chapter 16 – Pharmacy Programme 

MDHB Pandemic Plan 41  July 2006 

3.8 Personal Protection Equipment 

The following information provides the best guidance available as at October 2005.  In 
the event of a pandemic, refer to MoH’s website for latest information. 

3.8.1 Using masks 

People with respiratory infection symptoms should use a disposable surgical mask to 
help prevent exposing others to their respiratory secretions. 

Any mask must be disposed of as soon as it becomes moist or after any cough or sneeze, 
in an appropriate waste receptacle, and hands must be thoroughly washed and dried 
after the used mask has been discarded. 

3.8.2 Protective Barriers 

Protective barriers in the form of perspex or glass may provide useful protection for 
people such as front-counter staff, whose duties require them to have frequent face-to-
face contact with members of the public where social distancing is either not possible or 
not practical.  Further information about protective measures has been provided by the 
Guild and should be considered when revising the pharmacy’s Infection Control 
Procedures. 

 

3.9 Where Can We Find More Information? 

The following websites provide further information about pandemic influenza: 

• Ministry of Health (www.moh.govt.nz/pandemicinfluenza) – background 
information about influenza, National Health Emergency Plan, pandemic 
preparedness, planning, etc. 

• World Health Organisation 
(www.who.int/csr/disease/avian_influenza/en/index.html) – updates of global 
situation, pandemic phases, fact sheets 

• Vancouver Coastal Health 
(www.vch.ca/public/communicable/pandemic.htm) – includes PDF chapters 
for private sector organisation planning, local government planning and self-
care, as well as other topics. User-friendly “hand-outs”. 

• Centres for Disease Control and Prevention (www.cdc.gov/flu/avian/) – 
background information about avian influenza, how it is spread, vaccines, 
outbreak information, travel advice and professional guidance. 
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Appendix 1: Background Information on Influenza 
Pandemic  

Why Plan for Influenza Pandemic? 

What is an “Influenza Pandemic”? 

Influenza pandemics are characterised by the spread of a novel type of influenza virus 
to many parts of the world, causing unusually high morbidity (illness) and mortality for 
perhaps two to three years.  Most people do not have immunity to the virus and 
therefore are susceptible to influenza infection.  A pandemic can overwhelm the 
resources of a society due to the exceptional number of those affected. 

A pandemic may occur as a result of the emergence of a new viral sub-type with the 
capacity to spread efficiently from human to human. 

What does an Influenza Pandemic look like? 

Past pandemics over the centuries have swept quickly through populations, and left 
considerable damage in their wake.  Recovery was impeded by the tendency of 
pandemics to recur in second and third waves.  Age groups and geographical areas not 
affected initially may prove vulnerable during subsequent waves.  

For example, in the 1918-1919 “Spanish flu” pandemic14, there were three waves.  For 
whatever reason, the virus in the first wave, in June – July, caused illness that appeared 
to be indistinguishable from seasonal influenza.  In November, a far more virulent 
illness appeared.  (The first wave provided some protection from the second – those 
who became ill in the first wave were less likely to get sick in the second wave.)  The 
third wave, in 1919, was much smaller and less intensive than the previous two. 

By contrast, the 1957-1958 “Asian flu” pandemic was essentially one long wave, lasting 
about 3 months, with a very high total attack rate (possibly 70% - 80% of the NZ 
population) and no significant following waves.  The mortality rate was very low. 

It is not possible to predict pandemic wave activity or other features before a pandemic.  
It is probably safe to say that if there is a very large wave with a very high total attack 
rate (as in 1957) there won't be another of any size resulting from the same virus (or a 
slightly mutated form) because a high proportion of the population will have developed 
natural immunity.  However a 20% wave wouldn't preclude another larger one at a later 
stage (as in 1918).  

                                                        

 

14   Globally, the Spanish flu pandemic is estimated to have killed 20 to 50 million people.  This 
pandemic disproportionately affected young people aged 20 to 40.  Death was sudden, often 
within 24 hours.  In New Zealand, over 8,000 people died.  In Western Samoa, 20 to 25 
percent of the population died.  By contrast American Samoa, which closed its borders, had 
no deaths.  
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Current national planning aims to keep influenza out of New Zealand or substantially 
delay its entry, and if it arrives, control clusters within New Zealand until a vaccination 
campaign could be run.  Vaccination will protect the general population against 
pandemic influenza.  However, given the time lapse (several months at least) between 
virus recognition and production of a vaccine, planning must take into account the 
possibility that the pandemic may reach New Zealand, and that there may be more than 
one “wave” of illnesses. 

MoH has also prepared a number of possible scenarios to assist with planning for 
pandemic influenza – these are in Appendix 2.  In addition, the international weekly 
journal of science, Nature, illustrates how a pandemic might play out with a future 
scenario in the form of a blog 
(www.nature.com/nature/journal/v435/n7041/full/435400a.html).  

How likely is an Influenza Pandemic? 

The World Health Organisation (WHO) and MoH advise that it is certain there will be 
an influenza pandemic at some time in the future, but no-one can say when. 

On average, influenza pandemics occur three times every century, but with no 
recognisable pattern in timing.  In the last century, pandemics occurred in 1918-1919 
(the “Spanish flu”), 1957-1958 (the “Asian flu”), and 1968-1969 (the “Hong Kong flu”). 

The WHO considers the risk of avian influenza morphing into the next pandemic to be 
very high.  The H5N1 virus has recently expanded its geographical area: originally it 
had affected several east and southeast Asian countries,15 but recently has spread to 
Russia and Kazakhstan.  Even if the risk from avian influenza goes away, another 
influenza virus can be expected to come along months or years later. 

The WHO is advising Governments worldwide to take precautionary measures and 
develop pandemic influenza response plans. 

What is Avian Influenza (“Bird Flu”)? 

Bird flu or avian influenza is a contagious viral infection that can affect all species of 
birds.  Migratory waterfowl (ducks and geese) are a natural reservoir for avian 
influenza virus overseas, and may carry the viruses without becoming ill.  Fortunately, 
New Zealand is not on the regular migratory pathways of any waterfowl and only very 
occasionally do waterfowl reach our shores, generally originating from southern 
Australia. 

Bird flu outbreaks among chickens and other birds occur from time to time around the 
world due to a variety of strains of avian influenza virus.  The current outbreak of highly 
pathogenic avian influenza (HPAI) due to the H5N1 strain is of concern because of the 

                                                        

 

15   As at September 2005, the East Asian and South East Asian countries known to be, or which 
have been affected, are Japan, China, Korea, Laos, Vietnam, Thailand, Cambodia and 
Indonesia, Mongolia.  The Central Asian countries affected are Russia and Kazakhstan. 
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size of the outbreaks, the number of countries becoming affected and the fact that 
humans have become infected. 

The H5N1 virus is highly infectious among birds and in a number of species can be 
rapidly fatal.  Because of their living conditions domestic poultry flocks are particularly 
vulnerable to the rapid spread of the disease.  The disease is not normally spread to 
humans but some cases have been reported.  Most cases to date appear to have resulted 
from close direct contact with infected birds.  There is no suggestion yet that the virus is 
easily spreadable from person to person. 

Clinical experts are, however, concerned at the potential for H5N1 to adapt to humans 
and thereby acquire the ability to spread readily from human to human.  If this 
happens there could be a worldwide influenza pandemic.  The WHO considers the 
current risk to be high, and is advising Governments worldwide to take precautionary 
measures and develop pandemic influenza response plans. 

Why should New Zealander’s be concerned? 

Beginning in late July 2005, official reports to the World Animal Health Organisation 
from government authorities indicate that the H5N1 virus has expanded its 
geographical range.  Both Russia and Kazakhstan reported outbreaks of avian influenza 
in poultry in late July, and confirmed H5N1 as the causative agent in early August.  
Deaths in migratory birds, infected with the virus, have also been reported. Outbreaks 
in both countries have been attributed to contact between domestic birds and wild 
waterfowl via shared water sources. 

These are the first outbreaks of HPAI recorded in the two countries. Both countries 
were previously considered free of the virus. 

Experience in south-east Asia (Viet Nam, Thailand, Cambodia, and Indonesia) 
indicates that human cases of infection is rare but that there is a high mortality rate 
(there have been 112 laboratory-confirmed human cases of avian influenza December 
2003, of which 57 were fatal).  Most, but not all, human cases have been linked to direct 
exposure to dead or diseased poultry, notably during slaughtering, de-feathering, and 
food preparation.  

Influenza viruses are highly unstable.  This means that over time, viruses change and 
may develop the ability to readily infect humans.  Also, when animal influenza viruses 
are circulating at the same time as human viruses there is potential for the two to 
"meet" and create a new influenza virus to which humans would have little, if any, 
protective immunity, and which can spread easily from person to person.  

H5N1 is showing signs of changing and the expanding geographical presence of the 
virus creates expanded opportunities for human exposure.  The emergence of an HPAI 
strain that is readily transmitted among humans would mark the start of a pandemic. 

Where Can We Find International Information Updates? 

The WHO’s website (www.who.int/csr/disease/avian_influenza/en) provides updates 
on the global occurrence of avian influenza, risks to humans, vaccine and anti-viral 
developments.  It also provides useful background information about the nature and 
characteristics of avian influenza and past pandemics.  
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For an international perspective and updates on infection in birds, see 
www.oie.int/downld/avian influenza/a_ai-asia.htm. 

The New Zealand Ministry of Health’s website (www.moh.govt.nz/pandemicinfluenza) 
also provides much relevant information. 

What are the Symptoms of Influenza and How is it Spread? 

What are the symptoms of Influenza?  

Influenza is a highly contagious viral disease of the respiratory tract.  

Influenza is characterised by rapid onset of respiratory and generalised signs and 
symptoms including: a high fever, headache, muscle aches and pains, fatigue, cough, 
sore throat, or a runny nose.  

What is the Difference between Influenza and a Common Cold? 

SYMPTOM INFLUENZA COMMON COLD  

Fever Usual, sudden onset 38o-40o 
and lasts 3-4 days. 

Rare 

Headache Usual and can be severe Rare 

Aches and pains Usual and can be severe Rare 

Fatigue and weakness Usual and can last 2-3 weeks or 
more after the acute illness 

Sometimes, but mild 

Debilitating fatigue Usual, early onset can be severe Rare 

Nausea, vomiting, 
diarrhoea 

In children < 5 years old Rare 

Watering of the eyes Rare Usual 

Runny, stuffy nose Rare Usual 

Sneezing Rare in early stages Usual 

Sore throat Usual Usual 

Chest discomfort Usual and can be severe Sometimes, but mild to 
moderate 

Complications Respiratory failure; can worsen 
a current chronic condition; can 
be life threatening 

Congestion or ear-ache 

Fatalities Well recognised Not reported 

Prevention Influenza vaccine; frequent 
hand-washing; cover your 
cough 

Frequent hand-washing, 
cover your cough 
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How is Influenza Spread? 

Influenza is spread from person to person in the respiratory droplets generated by 
coughs and sneezes.  It can also be spread when a person comes into contact with the 
respiratory droplets of another person by touching items on which droplets are present, 
and then touches their own eyes, mouth or nose before washing their hands.  The virus 
may enter through the eyes, or more commonly through the nose or mouth, and into 
the throat and lungs where it begins to multiply.  The time from first exposure to when 
symptoms begin is one to four days. 

The disease damages the linings of the respiratory tract.  Secondary bacterial infections, 
such as pneumonia, meningitis, sinus and ear infections can then take hold. 

How long is the Influenza Virus Infectious? 

It is not known for certain, if people with influenza are infectious before developing 
symptoms.  An adult with influenza is infectious once they show symptoms, and for 
some days after.  Children have been shown to remain infectious for up to 21 days, long 
after symptoms have disappeared.  Some individuals may become infected but never 
show symptoms. 

Influenza viruses may be able to live for up to two days on hard surfaces such as 
doorknobs, handrails, toys, cups, utensils, telephones.  Although it can live on these 
surfaces it is not as infectious as these surfaces are usually dry. 

Is Medication Available to Prevent or Treat Pandemic Influenza? 

Will Vaccine against Pandemic Influenza be available? 

Vaccines are virus-specific, so pandemic vaccines cannot be produced until the specific 
pandemic virus has been identified.  The time lapse between virus recognition and 
production is likely to be at least several months, largely because of technical issues 
around vaccine production.  The MoH is working to make sure New Zealand gets access 
as quickly as possible to a vaccine once it is developed and available. 

Given that the first supplies of vaccine against a novel strain of influenza are unlikely to 
be available quickly, it is possible that New Zealand would have suffered at least one 
pandemic wave before a vaccination campaign can provide population immunity. 

Will Anti-viral Medications be Available to Prevent or Cure Pandemic 
Influenza? 

Many complications from influenza are due to secondary infection.  Antibiotics are the 
preferred treatment for secondary infections, although they are ineffective in the 
treatment of the viral influenza itself. 

Anti-viral medication can shorten the course of infection, if given early.  They can also 
provide short-term protection against influenza. Several anti-virals have specific 
activity against the influenza virus, but only one of these (Tamiflu) is thought to be 
suitable for widespread general use in a pandemic situation.   

It is not known if Tamiflu will be effective against a pandemic strain virus as its use in a 
pandemic situation is untested.  The impact of Tamiflu in aiding pandemic 
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management measures cannot be known until a pandemic occurs and epidemiological 
evidence is available. 

MoH is stockpiling sufficient Tamiflu to treat 21% of the population, for use if a 
pandemic occurs.  Careful prioritisation of its usage is essential, and exact priorities 
cannot be identified until the pandemic strain is identified and its epidemiology 
understood (eg, which age groups in the population are likely to be the worst affected).  
Current draft policy envisages that Tamiflu will be used intensively in the early stages 
as part of a number of initiatives for control of small clusters of illness.  If and when the 
pandemic affects many areas of New Zealand, its usage will be reserved for treatment, 
and further prioritisation may be required (eg, for cases at higher risk of complications 
or death).   

Further information and updates about Tamiflu may be found on MoH’s website 
(www.moh.govt.nz/pandemicinfluenza). 
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Appendix 2 : Pandemic Management Phase – Standard 
Planning Assumptions 

Workforce 

This appendix models the potential impact of a large severe pandemic influenza wave 
on the workforce.  The basic scenario is that of November 1918.  This differs from 
earlier published New Zealand scenarios which were based on lower infection and 
death rates as observed in the 1968 pandemic.  

Assumptions 

1. 15% of the workforce is absent for 8 weeks because school closures oblige 
working parents to stay home and look after children.  Note that this proportion 
will vary according the particular workforce. 

2. 40% of those remaining at work become ill at some time during the 8 weeks of 
the pandemic wave. 

3. The workplace attack wave follows a pattern similar to that expected in the 
general population.   

4. Every person who becomes ill has 7 shifts off work.   

5. There is a 100% additional absence rate – that is, for every person in the 
remaining workforce who gets ill, another does not come to work because of the 
need to look after a spouse or children, or a disinclination to travel or work. 

6. The additional absences follow the workplace attack pattern. 

7. 2% of workers who become ill die.   

8. Note that no estimate is made for people doing extra shifts or longer shifts, or 
for any recruitment into the workforce during the pandemic. 

Individual employers must consider their workforces and their particular 
circumstances.  However, in general, employers should make contingency plans to 
operate for the pandemic period with at most 85% of their normal staff available, and 
between 50% and 65% available for the peak three weeks of the pandemic.  
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Total attack rate 40% over 8 weeks, using Fluaid model

 

 

It is important to note that the scenario shown above will not develop suddenly.  A large 
pandemic wave cannot develop in New Zealand without significant numbers (some 
hundreds to thousands) of human cases having been present in New Zealand for some 
time.  Workforce planners should note that impacts from school closures might be felt 
for some time before the above scenario develops. 
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Population:  People Becoming Ill 

This table shows the number of people who would become ill during a 40% attack rate 
pandemic wave affecting the general population.   

This is essentially the November 1918 pandemic wave applied to the current New 
Zealand population.  Numbers have been rounded to the nearest 10 where number of 
illnesses are less than 1,000, and to the nearest hundred for larger numbers. 

Illnesses Week no 

DHB 1 2 3 4 5 6 7 8 

Auckland 1,700 8,700 41,800 55,700 41,800 13,900 7,000 3,500 

Bay of Plenty 800 4,000 19,200 25,500 19,200 6,400 3,200 1,600 

Canterbury 1,900 9,300 44,600 59,500 44,600 14,900 7,400 3,700 

Capital and Coast 1,100 5,400 26,000 34,600 26,000 8,700 4,300 2,200 

Counties Manukau 1,700 8,700 41,700 55,600 41,700 13,900 7,000 3,500 

Hawkes Bay 600 3,000 14,400 19,200 14,400 4,800 2,400 1,200 

Hutt Valley 550 2,800 13,300 17,700 13,300 4,400 2,200 1,100 

Lakes 410 2,100 9,900 13,200 9,900 3,300 1,600 820 

MidCentral 660 3,300 15,900 21,200 15,900 5,300 2,700 1,300 

Nelson Marlborough 540 2,700 12,900 17,200 12,900 4,300 2,200 1,100 

Northland 590 3,000 14,200 19,000 14,200 4,700 2,400 1,200 

Otago 720 3,600 17,400 23,200 17,400 5,800 2,900 1,400 

South Canterbury 220 1,100 5,200 6,900 5,200 1,700 860 430 

Southland 430 2,200 10,400 13,800 10,400 3,500 1,700 860 

Tairawhiti 180 900 4,300 5,800 4,300 1,400 720 360 

Taranaki 420 2,100 10,100 13,500 10,100 3,400 1,700 840 

Waikato 1,400 6,800 32,600 43,400 32,600 10,900 5,400 2,700 

Wairarapa 160 790 3,800 5,000 3,800 1,300 630 310 

Waitemata 2,000 9,900 47,600 63,500 47,600 15,900 7,900 4,000 

West Coast 120 610 2,900 3,900 2,900 970 490 240 

Whanganui 260 1,300 6,200 8,300 6,200 2,100 1,000 520 

All DHBs 16,400 82,100 394,300 525,700 394,300 131,400 65,700 32,800 

Total 1,643,000 
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Population:  Deaths 

This table shows the number of people who would die during a 40% attack rate 
pandemic wave with a 2% case fatality rate.   

This is essentially the November 1918 pandemic wave applied to the current 
New Zealand population.  Rounding has been applied. 

Deaths Week no 

DHB 1 2 3 4 5 6 7 8 

Auckland 35 170 840 1,120 840 280 140 70 

Bay of Plenty 16 80 380 510 380 130 64 32 

Canterbury 37 190 890 1,190 890 300 150 74 

Capital and Coast 22 110 520 690 520 170 87 43 

Counties Manukau 35 170 830 1,110 830 280 140 69 

Hawkes Bay 12 60 290 380 290 96 48 24 

Hutt Valley 11 55 270 350 270 88 44 22 

Lakes 8 41 200 260 200 66 33 16 

MidCentral 13 66 320 420 320 110 53 26 

Nelson Marlborough 11 54 260 350 260 86 43 22 

Northland 12 59 290 380 290 95 47 24 

Otago 14 72 350 460 350 120 58 29 

South Canterbury 4 22 100 140 100 34 17 9 

Southland 9 43 210 280 210 69 35 17 

Tairawhiti 4 18 87 120 87 29 14 7 

Taranaki 8 42 200 270 200 68 34 17 

Waikato 27 140 650 870 650 220 110 54 

Wairarapa 3 16 75 100 75 25 13 6 

Waitemata 40 200 950 1,270 950 320 160 79 

West Coast 2 12 59 78 59 20 10 5 

Whanganui 5 26 120 170 120 41 21 10 

All DHBs 330 1,640 7,890 10,510 7,890 2,630 1,310 660 

Total 33,000 
 

Note: 

In practice, it is quite likely that the peaks of illnesses and deaths would be slightly 
staggered between districts, as a wave moves around the country.  It is also possible 
that the movement of a wave could be stalled for a short time at major regional 
boundaries, or between the North and South Islands. 
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Appendix 3:  Key Elements of an Organisation Specific 
Business Continuity Plan for Pandemics 

The material in this appendix draws together key points from the Planning Guide, in a 
form that may assist individual businesses and other organisations prepare their own 
business continuity plan for pandemic. 

The material is necessarily generic and should be customised to meet the needs of 
individual pharmacies.   

Overview and Context 

• Pandemic Overview 

− National and community perspective 

− Anticipated demand for the goods and services provided 

− Similarities to and differences from other emergencies 

• Focus 

The focus of this Plan is on the reduction of the impact of a pandemic by:  

1. Reducing the incidence 

2. Delivering an effective response. 

In order to achieve this impact reduction, comprehensive planning (readiness) 
arrangements must be in place.  The plan needs to consider the appropriate audiences. 

1. Internal (Management and staff 

2. Customers 

3. External agencies (DHB, PHO) 

4. Regular service providers such as delivery couriers 

• Define the structure and the key roles.  Reference should be made to the 
management structure document, which has been prepared for audit, and job 
descriptions reviewed and perhaps revised to confirm key roles. 

•  Who makes the strategic decisions in relation to pandemic? 

• Who communicates to whom internally and externally? 

• Who is the influenza manager? 

What are the main expectations of staff with key roles, and how do they fit with the 
allocation of other specific responsibilities such as the ownership and continuing 
updating of the Pandemic Plan. 
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Risk Identification and Analysis 

Develop summaries of organisational risk and the potential impact as it might be seen 
at each stage of the pandemic as we move from Code White through to Code Green. 

Consider the impact these may have on other agencies upon which you depend, such as 
suppliers, delivery systems, GPs, banks, HealthPac. 

Consider the impact on your essential service providers such as the software vendors or 
computer maintenance contractors 

Required Preparations (Develop the likely response processes and 
measures with reference to table 3 of this Planning Guide) 

General Planning (MoH Alert Code White – Information / advisory) 

• Review existing business continuity plans and develop pandemic-specific 
procedures as appropriate. 

− Identify essential services (including contractors) and other supply 
inputs 

− Plan for up to 50% staff absences for periods of 2 to 3 weeks at the 
height of the pandemic, and lower levels of staff absences for a few 
weeks on either side of the pandemic. 

− Assess core staff and skill requirements, and ensure that essential 
positions are backed up by an alternate staff member.  Start training 
now to ensure that the business can continue, and ask staff to revise all 
standard operating procedures. 

− Identify ways to increase social distancing in the workplace to reduce 
close contact.  Perhaps experiment with customer streaming to avoid 
congregating at the dispensary. 

− Consider policies to encourage the sick to stay at home. 

− Identify existing arrangements that would be helpful in the case of a 
pandemic. 

• Establish mechanisms for alerting staff to changes in the pandemic status 

• Establish procedures and identify triggers for escalation of your response to 
pandemic risk 



DRAFT

Chapter 16 – Pharmacy Programme 

MDHB Pandemic Plan 54  July 2006 

Advanced Planning (MoH Alert Code Yellow – Standby) 16 

• Alert staff to change in pandemic status 

• Identify ways to minimise illness amongst staff and customers, and consider 
how essential messages such as those related to infection control procedures 
can be communicated both to customers and staff. 

• Identify the need for PPEs and appropriate cleaning materials. Check that air 
conditioning meets the required New Zealand Standard 

• Consider what additional contingency supplies might be needed. 

Response Actions 

Active Response (MoH Alert Code Red – Activation) 

Border Management 

• Alert staff to the change in pandemic status 

• Activate staff overseas travel restrictions ( such as stand down time if just 
returned from an overseas holiday) 

• Review and test essential business continuity measures Make sure that all staff 
members are familiar with their specific roles and complete any necessary 
training. 

Cluster Control / Pandemic Management 

• Alert staff to change in pandemic status 

• Activate measures to minimise introduction and/or spread of influenza in the 
work place (post notices; social distancing, managing ill staff, workplace 
cleaning etc.) 

• Activate essential business continuity measures and establish a regular review 
process.  (May have to be daily) 

 Review and update risk and impact assessment 

 Set response objectives and identify specific actions required 

 Decide the activities and or services which will be maintained, and who 
needs to come to work for these to be done 

                                                        

 

16 The transition from alert code white to red could be quite quick (i.e. the code yellow phase 
could be short) 
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 Communicate with staff, customers and outside agencies to maintain 
confidence 

 Review regularly 

• Influenza manager to activate contact tracing where a staff member becomes ill 
at work during the cluster control phase 

• Activate the process for recovered / well staff to return to work 

Recovery Process 

Recovery (MoH Alert Code Green – Stand Down) 

• Establish criteria and process for agreeing to return to business as normal 

• Review and update risk and impact assessment 

• Communicate with staff and external agencies 

• Manage the return to business as normal 

• Conduct a debrief with staff and update Pandemic and Business Continuity 
Plans as appropriate.  The next one might be a different strain and immunity 
from the first round may not be sufficient. 

 

Within our document we have not looked at the specifics which would be involved if it 
became necessary to close the pharmacy.  It will be wise to contact colleagues or other 
branches of your organisation and establish a plan for such an eventuality.  Sole 
pharmacist practices are the most vulnerable.  Plans to provide a download of your 
dispensing data and repeat files so that your customers can continue to obtain their 
prescription medicines, along with arrangements with the methadone clinic and 
colleagues for the continuation of this service will be necessary. 

 

==========\\//========== 

 




