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1. Background

Inflenza isme o the mst oomon causes o febrileand respi ratay illress. The rik f severe
illness and/or death is conventmal ly H gher a ng adul ts > 65 years old; among persons of any
age with underlying chronic diseases including lung or heart disease, metabolic diseases, and
immune-suppression; and among children <2 years old.

Inflenza vinses circul dirg i nthe popul atbnare continuasl y ewl vi ng (antigenic drift and
antieni c shi ft. Bindemi ¢ s occur vie n novel infuaza A vi russ nost probabl y cbri vedfrom
animal or avian inflenza vinses dvel @ i lity to gread dfetivdy axmg peml e. Bydefhi tin
pandemics involve the circulaton o strairs fa vhidh dmst dld the vorld s popul dion | ak
pre-existig immu ni ty.

Inflenza @ndem o resenb lermjo mtud dsstes. Itisim ossib e to sticipd e we n the net
pandemic might occur or how severe its consequences might be. On an average, three pandemics
per century have been documented since the 16th century, occurring at intervals of 10-50 years.
The fist pndem cd iflunza of the 20 th century, the “Spanish flj ” began in 918 and, by the
tma itended the fd lowi rg year, by conservative estimte s, it lad resd tedi n mre than 20
million deaths worldwide. Later pandemics in 1957 and 1968 caused far fewer deaths but stil
posed a substantd hurden o the tealth are system and resu ted in substantid eonom ¢ cots
and social disruptin.

Following the events which happened in Mexico and USA, where in many individuals are afected
by the novel A (HIN1) inflenza vins, the concerrs fa pandem ciflunza isgrowngas nor e
informatn kecomre s avai ldl e Thi s rovel iflunza viris HIN1 isacabi naion(ressortant) o

Human, Avian (bird) and inflenza vVnses.

WHO has declared HIN1 inflenza stuatin as ani riernatiord pbic lked thereg enrcy. 2 9th
of April 2009 the pandemic inflenza al @t va s upgraded to phase 5 vhi cd ne ans the gl doal
spread (pandemic) is likely as human-to-human transmission was established.

As of writig thi s pa (D ™ May 2009), globally 39 countries have offiall yreorted 880 caes of
inflenza A (HN1) irf ectin wit h74 deaths. Tre Un tel States Gvernmnt dore regorted 4710
laboratory confire d huma n ases, irclwirg 4 ceaths. M xi ©® reported 829 confirred huran
cases of infectm, ircluWirg g 66 deaths. Canada and Porto Ri @ reported 495 and 8 cases
respectiel y wth 1 ckath ach.

Other countries reported laboratory confime d @ses wth o dctaths & down inthe gaph.

Global Situation Influenza A (H1N1) cases reported
ason 17th May 2009 (update 31)
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2. The National Preparedness Plan

2.1 Introduction

Planning and preparedness are essentd to optird | yachiew the goal s and obj edives of a
pandemic response. The main aim of this document is to provide a natmal frane work fa an
integrated countrywide response to HIN1 inflenza pandem ¢ w th der ooeratical pars for
the response at all levels.

The parent document "Natimal Pandem cIflunza Preparedhess Plaf  was prepared by the
Ministry of Health in 2005 and updated annually that provided guidance for the preparedness and
response remains valid. Some modifiatias besed on the curet aail d e i nfornati onon the
novel HIN1 virus have been incorporated in this plan supplement.

The essentd obj etie of this planfa the i fleza pardemic HN i s toserve as a reference
document for all the concerned partiss and stakehol dbrs to reduce the imact & the mndem ¢
on morbidity, mortality and social disruptm. Thisw Il & ahi eved thr cugh:

Enhancement of surveillance in the populatmn and the poiris of entry (POE) to detect
cases of inflenza die to tre rovel H N1 draininthe cmmu ni ty

Development of laboratory capacity to identfy te rovel iflunza HN1 stran
Coordinatm d d | onta me nt atimties at thenatbnd, stade ard| ocd |ewds

Providing optia | redi @l are

Maintaining essentd @nmmu ni ty srvi es

Ensuring ratmal se d ativird dug therapy toawiderar gence of rei starce
Communicatig efetivdy wth thehed thcare providers, conuni ty leakrs, pldic ad
the media

The natmal authoritis wl | povi de the overall dretion gu darce and coordi mton. The
provincial (Regions/Governorates) health affi rs cepartre nts inthe D rectaate and the pivate
clinics will be on the frontline to detect (fist ont act) the @ses die to the rovel drain

The provincial health authoritss wlld 0 & responsib e fa isd &in ard quar antineof caes and
contacts and their management including administratin d ativird s Aacci ne

It is envisaged that the informatin and gii dince povided intispan wllserve s ap dfamf o
the development of regional plans.

2.2 Phases of an Influenza Pandemic

In the 2009 version of the phase descript;ms, WH O has retared the use of a sixphased
approach for easy incorporatm of new recomme ndatias and approaches into the exi stig
natmal preparedness and response pl ans. The graupi 1g and descrigdion of mndem c phases
have been revised to make them easier to understand and based upon observable phenomena.

The phases 1-3 correlate with the preparedness, including capacity development and response
planning actii tis Wi | ePhrases 46 clealysigal the need fa reponse and niti gton dfort s.
Furthermore, periods afer the fist pndemic wav e are elalorated tofad | itde post -pndemi ¢
recovery actii t&s

Page b5



2.3 The pandemic phases

In nature the inflenza vinses drcul 2 e ontinous| yaman g arind s, epeci all ybird. In Phase 1
no viruses circulatig ano ng anira | s have been reported to cause if ectias inhurans even
though such viruses might theoretial ly ctvel @ it o @ndem cvnses.

In Phase 2 an animal inflenza vins drcul &ing aman g dores ticated or wild aninals is knoan t o
have caused infectin inluma ns ad istterefae onsidckred a ptentid Endemic theat.

T~

PHASES 5-6 /
PANDEMIC

POST PEAK

' [

TIME .
i | | 1
PREDOMINANTLY SUSTAINED WIDESPREAD POSSIBILITY DISEASE
ANIMAL HUMAN TO HUMAN OF RECURRENT ACTIVITY AT
INFECTIONS; HUMAN INFECTION EVENTS SEASONAL
FEW HUMAN TRANSMISSION LEVELS
INFECTIONS

In Phase 3 an animal or human-animal inflenza reassortant virus has caused sporadic cases or
small clusters of disease in people but has not resulted in human-to-human transmission
suffiet to sustaincommu nityleel atbreaks. Lintt e hunman-tchuran trasmnis son may
occur under some circumstances, for example, when there is close contact between an infected
person and an unprotected caregiver. However, limited transmission under such restricted
circumstances does not indicate that the virus has gained the level of transmissibility among
humans necessary to cause a pandemic.

Phase 4 is characterized by verifad lhuma n-to huma n transm sion d & aiml ¢ uma n-aniral
inflenza reassortant vins abl eto cause “community-level outbreaks.” The ability to cause
sustained disease outbreaks in a community marks a signifant upwa rd shi ftinthe riskfa a
pandemic. Any country that suspects or has verifad such an event shoul d u gently consu t w th
WHO so that the situatim @n ke jortly ssessed and adecisom rmade by the dfeted cantryif
implementatin o a rapi d ppndem c contd nre nt gperatimi svar ranted Rese 4 ind cdes a
signifant irtrease inrisk of a pandem cbut does not necessarily ne an that a pandem cis
eminent.

Phase 5 is characterized by human-to-human spread of the virus into at least two countries in
one WHO region. While most countries will not be affcted at th s stage, the decla atin of
Phase 5 is a strong signal that a pandemic is imminent and that the tie to fidizthe
organizatim, ommu ni @tiy ad i @ eran tatbnof thepl ared mitg & rnasu es i s shot
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Phase 6, the pandemic phase, is characterized by community level outbreaks in at least one
other country in a difFent WHO regio i nadditinto the critei adefinedin mhase 5.
Designatin d th s hase w ll irdi ate that a g dal @mndem cis inder wy.

During the post-peak period, pandemic disease levels in most countries with adequate
surveillance will have dropped below peak observed levels. The post-peak period signifes that
pandemic actii ty gpears to ke dbcreasirg; lowe ver, itis wcerta nif aldi tral v es Wl | acur
and countries will need to be prepared for a second wave.

Previous pandemics have been characterized by waves of actiity swread over mnths. @ice the
level of disease actiity dgps, a aittid amu nicaiors task wll keto kalane this info mto n
with the possibility of another wave. Pandemic waves can be separated by months and an
immediate “at-ease” signal may be premature.

In the post-pandemic period, inflenza d ssase athvitywl | lave reaurned tol eels nomal | yseen
for seasonal inflenza. Itis expected that the mndem chins W ll ehave & a seasonal iflunza
A virus. At this stage, it is important to maintain surveillance and update pandemic preparedness
and response plans accordingly. An intensive phase of recovery and evaluatlm vy k& requi red.

[ WHD AFRICA REGION
[ WHD REGION FOR AMERICAS
| WHD EASTERN MEDITERRANEAN REGION | | ;
| WHD EURDPEAN REGION J/ I o = .
] WHO SOUTH-EAST REGION F = &

| WHD WESTERN PASIFIC REGIDN I = 0 1500 3000 6.000 KTbmarrag"
- \ - —

T

Phase changes

It is important to stress that the phases were not developed as an epidemiological predictm, lut
to provide guidance to countries on the implementaton o acthvitis. VMl e late pleses may
loosely correlate with increasing levels of pandemic risk, this risk in the fist three phases is
simply unknown. It is therefore possible to have situatms vhi ch pose an irreased pandem c
risk, but do not result in a pandemic.

Alternatiel y d tough g dal iflunza suve |l late ard nn i tai rg systerm are me h i @ oved,
it is also possible that the fist autlbreaks & a pandem cw Il rot ke cetected o recogni z=d. For
example, if symptoms are mild and not very specif; an iflunza virs wt hpandem c pd ertial
may athi n rd &ivd y wd espread cirad atbnbefore keing detected, ths, tlegl dod plse nmay
jump from Phase 3 to Phases 5 or 6. If the rapid containment operatms a e successfu ; hase 4
may revert back to Phase 3.
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When making a change to the global phase, WHO will carefully consider whether the criteria for
a new phase have been met. This decision will be based upon all credible informatm fran g doal
surveillance and from other organizatns.

2.4 Declaration of Pandemic

The WHO Director General declared HIN1 inflenza sitwation as an i ternatiord pld i c kea th
emergency. On 29th of April 2009 the pandemic inflenza d @t vas ygraded to thase 5wi ch
means the global spread (pandemic) is likely as human-to-human transmission was established.

3. The Components of Preparedness

One of the lessons learned from the SARS outbreaks of 2003 was the importance of strong
internatmal and natioal leadership and coordindion ard a cl ear nationd ‘comand and
control’ structure in the event of an inflenza @ndem ¢

The appropriate people at all levels must have authority to make key decisions and act on them,
and there must be a clear chain of accountability. The response to an inflenza mndem c H N1
should be on a natthwi & kasisand therefae dear dena rcatin of rdes isrepi ra beawe n all
the stake holders.

3.1 Enhanced Influenza Surveillance

Monitoring inflenza d ssase atiityisim rtat tofa litde resource plami ng @mu n i caion
intervento, and irvestigtion Ahi ghlevd of vigilare for clusters o cases of resp ratay
disease provides an early warning mechanism.

Timely surveillance informatm v |l ke the key to early identifidon & an influnza pandem c,

and to the development of evidence based interventims at al | stages. Qma n contrilutes to
internatmal ly co- ad rated |doratay ased iflunza virs suvdllate, W chiscoordinaed
by the World Health Organizatm (B\R O) .

Specift obj etivs of this survel late activity ae to gui de gl obd prevention and control
actii t&s throgh tle fdl oivn g adiors:

1. Detectand confrm ases d H N1 iflunza Avirs irfedion
2. Establish the extent of internatmal gread d H N1 iflumza Avirs irfection
3. Assist in the early severity assessment of the disease

Inflenza i sa commo n condi ttn and has synpt om sinl a tothse of mny othe vird
respiratory infectms. Early detectim of a new virws ther efore require clincias as vel | &
laboratory staffto be ad et to the possiby wnusual, fa exanp l erespiratay illress in a patiet,
with a link to areas where a new virus has been already identfed or toa persan wit ha t ravel
history to affcted aeas/countries.
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Inflenz a- lile-illress (1) survei llaace: The existig surwei llace o IU wnder the Gaup 'C o
the notfidd e comu n i cdl e diseses uder ratinesurveil | ae shal d ke f urther strergt hered
as under.

The reportig of the iflunza lileillmsses (IU) and acute | owr respirdory tract infectiors
(aLRTI) including pneumonia for all age groups should be monitored at all the Government and
private health instiuias on a wee kly basis. I 10 cades fa these condi tios are J01, J (@03,
J04, J10-11, J12-18, J20-21 and J40-42. These conditins shoul d ke reported fa loth ml e and
females and for inpatint and aut patiet by age groys (NMH Mm thly Statstial BoK ets — far
Health Insttution ard i Apatient rexrds).

These weekly surveillance reports should be sent by all health insttuias ird ud ng pri vde tothe
ofte of thke Diretor Gneral o Dretor o HalthSevices of dl the Governarates ard Regi ors.
The regional epidemiologist or the focal point for communicable diseases in the Directorate
should analyse the data on weekly basis to establish the baseline inflenza trend enabl irg h m to
detect any suspicious increase in the inflenza athityintle areas uder suve | late.

The compiled analyt@l reports shoul d be sent to the Departma nt of Conmu ni @bl e O sase
Surveillance & Control on every Monday (internatmal wek) ty erailfax.

In order to detect cases the existent surveillance mechanisms should be further strengthened at
all levels.

Sentiel SARI surweillace at Sohar, Ibra and Salalah Hospitals will contiue so al o the

Laboratory based inflenza vins surweillace at Barka PC, Amerat HC, Al Khod HC and
Salalah PC.

3.2 Case detection
Surveillance case defii tis  for infectins W th rovel iflunza AHN1 virws irfdection
Suspect Case (Refer Algorithm #1)
Acute febrile respiratory illness (Fever > 380 C)with onset...
U Within 7 days of close contact with a confire d @se d HN1 iflumza Avirs OR

U Within 7 days of travel to countries where one or more confime d ase d HNL iflunza A
virus were reported OR

U Resides in a community where there were one or more confime d ases d HNL iflumza A
virus

Probable case

Suspect case with an inflenza test that ispositiefor infueza A bu is usubtypal e ly
reagents used to detect seasonal inflenza Wi ns if ectim OR

Suspect case who died of an unexplained acute respiratory illness and who is considered to be
epidemiologically linked to another probable or confimne d @se.

Confire d @se

Suspect or Probable case with laboratory confime d H N1 iflunza Avirws irfectionby one or
more of the following tests.
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e Real-tta R-RR
e Viral culture

e Four-fold rise in HIN1 inflenza Avins seciftnautrdi ang artibad es

3.3 Case Investigation & Management

Health Instit e anywh ere in Gma n that identifisunsual clusters of aate resp ratary il lres
should immediately notfy the Regi onal BGHS. Regi onal Boi kmi d @i & shoul dirvestigte usi ng
the WHO case summary form (Annexure 4) if the epidemiological compath lity is cecided wunder
the guidance of Department of Communicable Diseases Surveillance and Control.

Defii tin of dust er

A cluster is defied & tvo o mre wrsons pesenting wit hnn i f estators of urxpl ai red acue
respiratory illness with fever >38°C or who died of an unexplained respiratory illness and those
are detected with onset of illness within a period of 14 days and in the same geographical area
and/or are epidemiologically linked.

Triggers/signals for the invest@tion  of possible cases of HIN1 inflenza A\ins ae

e Clusters of cases of unexplained ILI or acute lower respiratory disease

e Severe, unexplained respiratory illness occurring in one or more health care worker(s)
who provide care for patints wth respi ratay d sease

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

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

Close contact: having cared for, lived with, or had direct contact with respiratory secretms @
bodyflid d apdabl e s onfired cae of HN1 irfuaza A v rus
For contacts surveillance refer to Algorithm #2.

Epidemiological risk factors that should raise suspicion of HIN1 inflenza Avins ircl We:
e Close contacttoa confimre d @se d HN1 iflunza Avirws ifdedionwhil e thecase vas
ill
e Recent travel to an area where there are confie d @ses d HN1 iflunza Avirws

All suspect cases from any health instiution of the reg on shoul d be trasferred an tte
investipted and m naged a the cesigated isd dinfad lityi.e the Regioral Rferrd Hspitd
ONLY (refer Algorithm #1). For receiving referred case at designated isolatm facility pl ese
follow Algorithm #3. For advise on infectm ontrd alvis refe to Algorithm #6.

3.4 Laboratory Surveillance

Laboratories are essentd to confirmd iagosi s, isdatbnand characterizaton d thevi rus and
thus overall they contribute to surveillance. The Central Public Health Laboratory has been
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recognized in 2008 as the Natmmal | flunza Centre(NC) by the WIO. The | aloratory has
received the diagnostt k ts to icntifythe naovel iflaza A/HNL strain Ap oationd isdaes
including unusual untypable strains from Oman would be referred to the Internatmal Irflunza
Reference Laboratory.

Details of the sample collectm, starage and transport are irclwed inthe Algorithm #5 of this
document.

3.5. Infection control

It is critial that health care vorkers e apropride ifectimcatrd pecautiors when caring
for patint s w th iflunza-lile sypt om, m@rticdarly inaas aficted by aitbreaks of inflemza
A(H1N1), in order to minimize the possibility of transmission among themselves, to other health-
care workers, patints and vidtas. The WA O if ectim preventionand control giudare is
attkched in Annexure #5.

Ensure the availability of personal protectie equi pre nts (PPE) and l&oratay suppl is at the
designated locatims. Althese soul dle xcessibh e mund the dak to the teal th are saff.

The relevant infectm ontrd avie ad gi &l ires ae gen in Algorithm #6 of this document.

3.6. Non-pharmaceutical public health interventions

The main aim of non-pharmaceutial it e ventioni stoprevent the spread of infection Eah
individual is expected to practie fd loni g gnerd peventie ma sures fo iflaza:

Avoid close contact with people who appear unwell and have fever and cough.
Wash your hands with soap and water thoroughly and ofen.

Practie good teal th habi ts ircl Wi g adequate sleep, eatig nutritns foad ard keepi ng
physically actie.

The persons who are not well should be cared for at home unless the person is seriously ill which
require hospital admission keeping following guidelines in mind

Separate the ill person from others, at least 1 meter in distance from others.

Cover your mouth and nose when caring for the ill person. Either commercial or
homemade materials are fie, as lmg a they are d gosed o o daned properly after
use.

Wash your hands with soap and water thoroughly afer ech ontact w th tre ill grson.

Improve the air ftw v ere the ill prson stays. W e dors snd W rdows to tke avant age
of breezes.

Keep the environment clean with readily available household cleaning agents.

The person who is unwell having high fever, cough or sore throat is expected to follow following
steps:

Stay at home and keep away from work, school or crowds.

Rest and take plenty of fli &.
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Cover your mouth and nose with disposable tisues w en coughi g and sreezirg, and
dispose of the used tisues W qperly

Wash your hands with soap and water ofen and thor cughl y especid ly ater caughi ng or
sneezing.

Inform family and friends about your illness and try to avoid contact with people.
If a person thinks that he requires medical attntimtlen fdl avn g i sepected f amh im

Contact by telephone your primary health care physician or healthcare provider near your
home before travelling to a health facility, and report your symptoms. Explain why you
think you have inflenza A (HN1) (foo exanp | ¢ if you have recently travel lel to a ount ry

where there is an outbreak in humans). Follow the advice given to you.

If it is not possible to contact your healthcare provider in advance, communicate your
suspicion of infectim & on & yu ariv & tre faxility.

Cover your nose and mouth during travel.

3.7 Pharmaceutical Interventions
VACCINE

Currently no vaccine is available for this novel HIN1 inflenza vins. Itisw el y kel ieved that it
will require at least few months for vaccine to be developed and made available for general use.
No evidence is available to support the use of conventimal sasonal ifflunza vacine toprevent
novel HIN1 inflenza v ns responsibl e fo @usirg @mndem ¢

ANTIVIRAL AGENTS

Antii ral agents actie agai nst irfleza are theonly rmajor med cal canterrmeas ure avail abe.
However there are limitatms to their s e, thei r dfetiveress ina mrdem ¢ ¢ tudbn has yet to
be tested and antiviral rssisance my @ o kecone apdl en

Two drugs of the newer class of neuraminidase inhibitors (Zanamivir [Relenza] and Oseltamivir
[Tamifli ]) are effctive agi nst tle naovel iflieza HIN virusbaed ontheWHO reprts.

Oman has stockpiled the antiird drugs Tam Hufa the iflunza pandemic as part d the
Strategic Natmal Sackpile (NS). The M stry d lalth g ans to pocure alequate quantitis of
the drugs suffiet totreat 236 of the pgul atonf oreithe prehyl actt o thegpeutic pupse.

As with other resources, given the possible scale of a current pandemic, the drugs will need to
be given in the most effctie way on operatbrd , dinial ard cost- efectienes grounds
taking into account the priorits and tre stacks avai ldl e

3.8 Information Dissemination

The overall communicatims strategy covers the gatherirg, co laion and di ssemn aionof
informatm fo avaridy d audi ences, i ch @an k& dvicd badlyita

3.8.1 Strategic communications
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Two way strategic communicatims w llirvolve the M H, and d1dher goverme ntd
agencies and organisatins irvolved inthe response irluig the priate heal th
establishments and the internatimal agencies. The @verme nt bridins ad pwlic
informatm w Il be contrd led and no nitaed by O recta, Commu ni @bl e di seases
surveillance and Control under the supervision of higher offials of the min istry of

health.

3.8.2 Professional information and guidance

Regular informatm hkul ldirs tot he heal thprofessiomal s wl | e i ssued by Dir et or,
Communicable diseases surveillance and Control as required and as urgency indicates
through already established means and routes.

3.8.3 Communications with the public and the media

Media communicatins wllle © ad rated intdl yby the MH, RO oftie They wi l
also co-ordinate cross government communicat;m and dependi g on the scal e w |l
also co-ordinate the media and public communicaton fa the other Gover me nt
Departments involved.

At present only natimal aut horitis are desi gt ed as ofiid spdkes person of the
government for this pandemic.
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Annexure 1

National Task Force (Ministry of Health)

National Spokespersons for Ministry of Health
HE Dr Ahmed Al Saidi, Under Secretary of Health Affairs
HE Dr. Ali Jaffer M. Suleiman, DGHA
Dr Salah Al Awaidy, Director, DCDSC

§
§
§

Provincial Spokesperson

(Governorates & Regions)

§ Director/Director General of Health Services

Name | Designation | Office | Fax | Mobile
Ministry of Health HQ
gﬁaﬁg]g; Jaffer Mohammed | pioctor General of Health Affairs 24600808 | 24696099 | 99335681
Ph Nusaiba Habib Mohd Director General of Medical Supplies 24699973 | 24601593 | 99240990
Dr Salah Al Awaidy Director, Communicable Disease
(Coordinator / IHR Focal Point) Surveillance & Control 24601921 | 24601832 | 99315063
. . Director, Central Public Health
Dr Suleiman Al Busaidy Laboratory 24705943 | 24793699 | 99426288
Dr Idris Al Abaidani Surveillance Section Head, 24607524 | 24601832 | 95224261
DCDSC
Dr Hamed Al Balushi Director, Hospital Affairs 99344299
Dr Said Al Lamki Director, Primary Health Care
Mr Majid Al Magbali Director, Nursing Affairs 24562609 99897189
WHO Country Office Oman
Dr Jihan Tawilah WHO Representative, Oman 24600989 24602637
Royal Hospital /Al Nahda Hospital
. . Infectious Diseases, Royal
Dr Seif Al Abri Hospital 99350255
Dr Mohammed Al Hosni Egz‘gigl Child Health, Royal 24599552 | 24599173 | 99474441
Dr Nasser Al Busaidi Chest Specialist, Royal Hospital 92833396
Dr Mohammed Al Balushi E’ées’;‘ﬁtg‘l’e Director, Al Nahda 24835746 | 24831578 | 92889932
Department of Communicable Disease Surveillance and Control, MoH HQ (Field Staff)
Dr Shyam Bawikar Advisor Epidemiologist 99368327
Dr Bassem El Zayed Infection Control, DCDSC 24601921 99534234
24607524 24601832
Mr Salem Al Mahrooqi National Surveillance Supervisor 99029195
Mr Bader Al Rawahi National EPI Supervisor 99430689

Page 15




Annexure 2

Inter-Ministerial Committee on Avian Influenza
Sultanate of Oman

Mr

Mr

Mr

Mr

Mr

Dr.

Mr

Mr

Dr.

Dr.

. Ali Amer Al Kiyumi

. Said Darwesh Al Alawi

. Ali Said Al Hammadi

. Mudrig Kathiem Al Moosawi

. Nasr Ali Al Wahaibi

Salah Thabit Al Awaidy

. Mubarak Khamis Al Araimi

. Mussallam Salem Al Jenebi

Sultan Eissa Al Ismaili

Ali Abdullah Al Sahmi

Nature Conservation, Ministry of
Regional Municipalities,
Environment and Water
Resources

DG of Health Affairs, Ministry of
Regional Municipalities,
Environment and Water
Resources

Director General of Planning,
Ministry of Interior

Director General of Commerce
& Industry

Director General of Animal
Wealth

Director, Communicable
Disease Surveillance and
Control

Asst. Director General of
Information and Press Affairs

Asst. Director General of
Customs, Royal Oman Police

Asst. Director General of Animal
Wealth & Veterinary Services

Head of Veterinary Services
(Focal Point)

24602285

24692564

24707226

24774100

2469391

24601921

24697677

24521204

24698512

24696300
Ext. 1510

24602283

24692547

24790599

24812030

24694465

24601832

24521034

24521204

24694465

24694465

99444808

99389883

99420909

99418909

99382717

99315063

24602928

99319131

99380316

99371816
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Annexure 3

Rapid Response Team

In the event of suspected case notification of influenza A(HLN1) in Oman the rapid response team will initiate an
epidemiological field case investigation to confirm the diagnosis and necessary interventions within 24-48 hours.

The National Rapid Response Team for I nfluenza A(H1N1)

Name Designation Office
D Salap Sl waldy - Drecor Communcable Dsesse  aaco1021
Dr Suleiman Al Busaidy  Director, CPHL 24705943
Dr Idris Al Abaidani Section I/c, Surveillance, DCDSC
Dr Shyam Bawikar Advisor Epidemiologist, DCDSC 24601921
Mr Basim Zayed Coordinator, Infection control, DCDSC 24607524

Mr Salem Al Mahrooqi Surveillance Supervisor, DCDSC

Support Team Members

Dr Saif Al Abri Head of Medicine, Royal Hospital
Dr Mohammed Al Hosni  Head of Paediatrics, Royal Hospital
Dr Nasser Al Busaidy Chest specialist, Royal Hospital
Ph Anisa Rasool Medical stores, MoH

Mr Mohammed Al Farsi  Logistics Support, DGHA

Regional/Provincial Rapid Response Team

Director/Superintendent of Health Affairs

TEAM LEADER

Regional Epidemiologist OR Communicable Disease Focal Point
Director of Administration, DGHS (Logistic support)

Section Head, Nursing Affairs, DGHS

Section Head, Pharmaceutical Affairs, DGHS

Support Team members

Executive Director, Regional Hospital

HoD, Regional Hospital Laboratory

HoD, Medicine, Regional Hospital

HoD, Paediatrics, Regional Hospital

Infection control staff nurse, Regional Hospital

Fax

24601832

24793699

24601832

Mobile
99315063

99426288
95224261
99368327
99534234
99029195

99350255
99474441
99427669
99476978
99360541
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Annexure 4

WHO Influenza A (HIN1) Case Summary Form
(for case-based data collection)

Version 2009-04-28 13:50

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

Countries using this form for their own data collection should feel free to add any other questions
needed to identify the patient and the person submitting the information for trace back and
information linkage as needed.

1.Submitter Information

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

Email/Td. number Country:

2.Case Information

Nationa 1D
Initials of Name Or equilavent
Date of birth
(yyyy/mm/dd)
Where available / / Age (years)
Sex Male[] Femae[ ]
Geographic information
Region
Town/village (2™ administrative level)
Province
Country (3" administrative level)
Latitude Longitude
(if available) (if available)
3.Current diagnosis classification
Please tick
Confirmed Probable Suspected
Ll [] []
Laboratory test
Date of first sample positive for swine influenza (yyyy/mm/dd) / /

Name of laboratory sample was sent to
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4.Symptoms

Date of onset of symptoms (directly related to disease)

Symptoms at disease onset

(yyyy/mm/dd) / /

c
>
=

Yes
Fever > 38°C
History of fever (temp not
measured)
Sore throat
Runny nose
Sneezing
Dry cough
Productive cough
Shortness of breath
Conjunctivitis
Diarrhoea
Nausea
Vomiting
Headache
Seizures
Altered consciousness
Muscle pain
Joint pain
Epistaxis
Other (specify)

(N
(| =
(N

5. History and Pre-existing conditions

Comment

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

Yes No Unknown Comment
Vaccination with seasonal influenza vaccine ] ] ]
within the last year?
V acci nation with swine influenza vaccine? ] ] ]
Vaccination with pneumococcal vaccing? L O L]
Use of antiviras as prophylaxis in the 14 days ] ] ] Amantadine ]
before onset of illness? Rimantadine ]
Osdtamivir ]
Zanamivir ]
Other (specify)
Did the patient have any pre-existing conditions? Check one field for each condition:
Yes No Unknown
Cancer ] L] L]
Diabetes ] L] L]
HIV/other immune O Il O]
deficiency
Heart disease ] L] L]
Seizure disorder ] L] L]
Lung disease ] ] L]
Pregnancy ] months L] L]
Malnutrition ] [] L]
Other (specify) [ [] []
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6. Exposure/ Possible Exposure

6.1.Exposure (contact within touching/speaking distance) in the 7 days before onset of illness to
confirmed or probable swine influenza A HIN1 case

Yes[_] No[_] Unknown [] if no goto 6.2

If yes,
Yes No Unk
Single exposure ] ] ] Please enter date of likely exposure
/ /
and person exposed to (unique identifier)
Multiple exposures [] [] [] Please enter dates of likely exposure
(exposure to multiple / / to / /
unlinked confirmed or i i ifi
and person exposed to (unique identifier
probabl e cases) P P (uniq )
/ / to / /
and person exposed to (unique identifier)
/ / to / /
and person exposed to (unique identifier)
Continuous exposure ] [] [] Please enter dates of likely first exposure

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

a.Exposure in a household with a confirmed or probable swine influenza A HLN1 case

Yes[_] No[_] Unknown []
b.Patient provided care to swine influenza A HIN1 patient
Yes[_] No[_] Unknown []
6.2 Patient has an occupation in health care setting

Pleasetick if yes

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

6.3Travel outside of residential province in the 7 days prior to onset of symptoms?

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

Follow-up questionnaire

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

Patient ID:
Date of follow up / /

7 Final classification

Please tick
Confirmed  Probable Suspected Discarded Lost to follow up
- [ - [ - [ - [ - [
8. Outcome
Death Recovered Hospitalized Conval escent Lost to follow up
[ [ [ [ [

9.Disease dates (yyyy/mm/dd)

Date of first / / Date of initial

presentation to hospitalisation if relevant /

hedlth care

facility

Date of death Date of discharge from /
/ / hospital if relevant

Date of / /

resolution of

symptoms

10. Follow-up Symptoms

Symptoms ever during the course of the disease

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

11 Chest radiograph

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

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

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

12. Treatments provided

Did the case receive antiviral treatment? Yes[_] No[_] Unknown []

If yes, which drug

Treatment Date started
(dd/mm/yy) Duration (days)
Osdtamivir / /
Zanamivir / /
Amantadine
Rimantadine / /

Were antiviral adverse events noted Yes [_|No []

If yes,
moderate] ] Severd | Life threatening[_] Specify type of adverse event

Did the patient require mechanical ventilation Yes[_] No[_] Unknown []
Did the patient receive antibiotics Yes[_] No[_] Unknown []
Date started / / Duration (days)

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

If yes which

14. Other observations/comment
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Patient ID:

This form should be filled as early as possible.

- Laboratory diagnosis of swine influenza A HIN1 viruses

Specimen tested swine influenza A H1N1 positive at the national laboratory? Yes[ | No[ ]

Name of Nationa Lab:
Result:

Type of test
PCR Culture Serology Other[]
(2 different PCR targets)[ ] (virusisolation) [] (fourfold rise) [] (specify):

Type of sample

Respiratory[ ] Serunv/plasma_] other [ ] (specify):
Specimen sent to WHO Reference Laboratory? Yes[ | No[ ]

Specimen tested swine influenza A HIN1 positive in WHO Reference Laboratory?

Yes[ ] No[]

Name of WHO Reference Lab:

Result:

Type of test

PCR Culture Serology Other[]
(2 different PCR targets)[ ] (virusisolation) [] (fourfold rise) [] (specify):

Type of sample

Respiratory[ ] Serum/plasmal ] other [] (specify):
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Annexure 5

Infection prevention and control in health care

Interim guidance provided by WHO
29 April 2009

Background
The current situatin regard g the out breaks of irflunza A(HIN1) is evol ving rap dly, axd countries fran
diferent regi ovs d the g4 e have keen dfated

Based on epidemiological data, human-to-human transmission has been demonstrated along with the ability of
the virus to cause community-level outbreaks which together suggest the possibility of sustained human-to-
human transmission. Health-care facilits nrow face the chal lsmge o povid g care fa patiets ifected wit h
A(HIN1) inflenza. Itiscrittid that heal thcare wor kers use appr opri ate i nfectioncortr ol precautions when
caring for patints wi th i flunza-lilesynpt ors, mrticdarly in aeas affected by outbreaks of A( HNIJ)
inflenza, inader to mnmz the pssib lity d transm sion awo ng thens e \es, to d her heal th care w rkers,
patints and vidtas.

As at 29 April, human-to-human transmission of inflenza AH N1) vins ppearstole rminythrough dopl és.
Therefore, the infectm contrd precautias fa petierts vith suspected or cofir medA ( HINI) i nfleza and
those with inflenza-lile synp tas shoul dpriaittethe contrd d the spread of respiraory drod ets. The
precautms fa iflunza virs wt hswtaina huvan -tohuran trasnis son (eg. @ndenic prore i fleza)
are described in detail in the document “Infectin pr eventimm ard catrd d qi devic - ad pandeni c -prore
acute respiratory diseases in health care WHO Interim Guidelines”.

This guidance may change as new informatim kecone s avai ldl e

Fundamentals of infection prevention strategies

1. Administratie contrdsare key conmp onents, i luirg: i m| e ntation of & ardard and Dr o et
Precautins; avoi dcroadi g, prono te di sance betve en patiets (21 n); mtiert tri aggefor early
detectn, mtiet daecnent ad reorting organ zathn d senices; pdici & o ratioal use d awailabl e
supplies; policies on patint pocedures; srengtheni g d ifectin cotrd idrastruct ure.

2. Environmental/engineering controls, such as basic health-care facility infrastructure, adequate ventidion
proper patint pl xene nt, and adequate environne nta clani rg can hel p reduce the spread of sore
respiratory pathogens during health care.

3. Ratmal se d aaildl e @rsonal paectie equi prant (FE) ad appropriate hand hygiere.

Available at http://www.who.int/csr/resources/publications/WHO_CD_EPR_2007_6/en/index.html

CRITICAL MEASURES
Avoid crowding patint s tget her, pono te d stance ket ve enpatiets

Protect mucosa of mouth and nose

Perform hand hygiene
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Summary Precautions
For staffrovid g care to mtiets wt hswpected or canfirrel A(HNL) irflerm i nfetion ad for patbets
with inflenza- lile synp tas .
Standard and Droplet Precautins shoul d ke strengthened vhen vorkig ind rect contact w th suispected o
confime d AHNL) iflunza ided ed pdients. Ke el et s:

Use a medical or surgical mask

Emphasize hand hygiene and provide hand hygiene facilits and suppl ies.

As per Standard Precautions, if there is arisk of splashes onto face:
Use face protectin! We etrer aredial 0 srgal msk axd gre-visr o gggle, o afxce shidd
and,
Use a gown and clean gloves.
DO NOT FORGET HAND HYGIENE AFTER PPE REMOVAL!

Aerosol generating procedures (e.g. aspiratin d respi rat @y tract, irt tbatiay rsusci tabn
bronchoscopy, autopsy) are associated with increased risk of infectm transnh sia, and the if ectimcottrd
precautins shoul d il e sirg:
- partil gerspirata (eg B FP2, 8 N GH certfNdg ;
eye protectin (i.e pggl &);
a clean, non-sterile, long-sleeved gown;
gloves (some of these procedures require sterile gloves).

KEY ELEMENTS FOR HEALTH CARE

1. Basicinfectin ontrd recoome ndatias fo dl lalthcae falitis
Standard and Droplet Precautins aen arirg fa a@tiet Vit hanaate, fdrile rspirdory illmss.

2. Respiratory hygiene/cough etiyette
Health-care workers, patints and fam Iy re nb ers shoul d over ma uth axd rose w th a tisle we n
coughing and perform hand hygiene aferva rcs.

3. Infectin ontrd pecautias fo sspected and coffirmal AIHMN) irflerma i nf atin
Place patint in alequatd y\entilded ram Ifsirderans ae nd aaildd e, aort perts inwrds
keeping at least 1 meter distance between beds. Standard, and Droplet Precautins fa d | @rsons
entering the isolat;n room

4. Triage, early recognitin and repor tig of AHIN1) ifleza infeton
Consider A(HIN1) inflenza irf ection i npdierts with acue, fdrilerepratoy illess wo hawe been in
an affcted region wthinte e wek pio to synptam aset and o have kad exposure to n A H N1)
inflenza ifected @tiet o aind .
Standard Precautins: basic precautins desigied to i 2 drect inpraected xposure to pt entidl y
infected blood, body flid o secretias
(www.who.int/csr/resources/publicatins /standar dor ecautias / ery/ i niex. htri)
Droplet Precautins: health-care workers to wear medical mask gowns and clean gloves when providing
direct care. Placement of patints wth sane d gnosisin cdsigated aeas my failitate the gpl iatin of
infectm ontrd p ecautias

5. Additimal rmaswres to reduce osocomi d AHNL) iflumza virs trasnis son
Limit numbers of health-care workers/family members/visitors exposed to the A(HIN1) inflenza @tiert.

6. Specimen collectin/trans por t/handl iig W thi n keal th car e faci lités
Use standard, and droplet precautins fa specimmn ol letim We Stardar d Precautiors f or s pei men
transport to the laboratory. Health-care facility laboratories should follow good biosafety practies.

7. Family member/visitor recommendatins
Family members/visitors should be limited to those essentd fa @tiet syport ad shoul duse the sae
infectm ontrd pecautias as hal thcae wo kers.
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10.

11.

12,

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Patint transport W th n keal th are fxi litis

Suspect or confime d A HN1) iflunza paiens shad d wa a red cal/sug cal nak .

Pre-hospital care

Infectmn @ontrd pecautias are sinl a tothse practiced duri nghospi tal cae forall ind vedi nthecare
of suspected A(HIN1) inflenza @tiets. (eg. traspor tatbnt o hogpi tal).

Occupatimal teal th

Monitor health of health-care workers exposed to A(HIN1) inflenza @mtiets. Ativiral prehyl axis shad d
follow local policy. Health-care workers with symptoms should stay at home.

Waste disposal

Treat any waste that could be contaminated with A(HIN1) inflenzavins & if ectias clincd ws te eg.
used masks.

Dishes/eatig densils

Wash using routie pocedures wth wte and cetergent. W e ron- sterile nbber g oves.

Linen and laundry

Wash with routie pocedures, wte and etergent; avoi d dakig liren/landry dirirg fandl irg efae
washing. Use non-sterile rubber gloves.

Environmental cleaning and disinfectin

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

Patint are eui pre nt

Dedicate separate equipment to A(HIN1) inflenza mtiets. Ifra pssible, dem amd disinfect ke ore
reuse in another patint .

Duratin d AHNL) iflunza ifectioncortrol preautions

For the duratim d synp tas .

Patint d scharge

If the A(HIN1) inflenza @tiet isdisdarged wh | estil ifetbus (i.e d shaged w th nthe period d
infectm ontrd pecautias: se 16 alove), istruct fahl ynambe rs on agoropri ate i Hectioncortirol
precautms in the lone .

Prioritiation of FE we n sypl i & are lirt a

Medical/surgical mask for the care of all A(HIN1) inflenza @tiets ard haad hygiere are pri ai tés.
Health-care facility engineering controls

If available, A(H1N1) inflenza @mtiets ns t ke plaeed i nacquat ely-ventil aed si rgle room. Agosd -
generatig pocedures soul dle erfam d inwl | entilded s@ces.

Mortuary care

Mortuary staffand the lurid team shoul d pl y Sandard R ecautias i.e @ famp roper hnd hygiere
and use appropriate PPE (use of gown, gloves, facial protectin if there isarik d gl shes from @tiet's
body fli & /secretias oto staff @b er 's oy or fad .

Health-care facility managerial actii tis

Educatim, train g, and rik ommu ni atim Akquate staffigand suppi es.

Health care in the community

Limit contact with the ill person as much as possible. If close contact is unavoidable, use the best available
protectin gairst rspiratay dopl és and wrfam hand lygi ee.
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Annexure 6

Cabin crew member actions

Persons on board who may be suferirg fran a commu ni @bl e di ssase, especidlyifthey have
inflenza-lile sgs and synp t ars , shoul d recei \e iMme di & e dtation

Recommended procedures for cabin crew members

1. If medical support from the ground is available, contact ground support immediately and/or page
for medical assistance on board (as per company policy).

2. If medical ground support and/or an on-board health professional is available, crew should follow
their medical advice accordingly.

3. If no medical support is available:

a) Relocate the ill traveller to a more isolated area, if appropriate, and space is available. If the
ill traveller is relocated, make sure that the cleaning crew at destiation wil | ke adri sel toclen bd h
locatms. (A | surfaces wtentidl ycattarmn & ed by the ill travel | @ shoul d be clemed ard disinfed ed
according to the WHO Guide to Hygiene and Sanitatm in Ai diaj .

b) Designate one cabin crew member to look afer the illtravel le, pref e abl y the abi n acew
member who has already been dealing with this traveller. More than one cabin crew member may be
necessary if more care is required.

c) When possible, designate a specift lavatay fa the exclisive se d the ill travel ler. If rot
possible, the commonly touched surfaces of the lavatories (faucet, door handles, waste-bin cover,
counter top, etc.) must be cleaned and disinfected afer e@ach se ly the ill travel le.

d) If the ill traveller is coughing, request him/her to follow respiratory etiyette
i. Provide tisues and the alvie to e the t8sues tocoer the rmth ard nse wen
speaking, sneezing or coughing.
ii. Advise the ill traveller to practie pragper hand hygi eme**. If the hands become
visibly soiled, they must be washed with soap and water
iii. Provide an air-sick bag to be used for the safe disposal of tisues.

e) If available on aircraftand td eated by the ill travel le, a m di @l (surg @l a @racedure
mask should be, and the ill traveller asked to wear it. If a mask is used, replace with a new mask as
soon as it becomes damp/humid. Afer tauchig a used na sk (e g, fa disosal), proper hand
hygiene* must be practied ime di ¢d y S gl e m sks shoul d ot ke reused and st be d sosed
safely afer se

f) If there is a risk of direct contact with body flid, the aew ranb er soul d w ar d sposabl e
gloves. Gloves are not intended to replace proper hand hygiene . Gloves should be carefully removed
and safely disposed. Afer the remo val f g oves, hands shoul d preferabl y e va shed w th scap and
water or, if the hands are not visibly soiled, cleansed with an alcohol-based hand rub.
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g) If the ill traveller cannot tolerate a mask, the designated cabin crew member(s) or any
other person in close contact (less than 1 metre) with the ill person should wear a medical (surgical or
procedure) mask. The airline should ensure that the cabin crew member has adequate training in its
use to ensure that risk is not increased (for example by more frequent hand-face contact or adjustig
and removing the mask).

h) Store soiled items (used tisues, d sosabl e ra sks, ocygen ra sk and tbi rg, liren, p llas ,
blankets, seat pocket items, etc.) in a biohazard bag if one is available. If not, use a sealed plastt kag
and label it “biohazard”.

i) Ask accompanying traveller(s) (spouse, children, friends, etc.) if they have any similar
symptoms. The same procedure should be followed for all ill travellers.

j) Ensure that hand-carried cabin baggage is removed along with the ill traveller, and comply
with any public health authority requests.

4. As soon as possible, advise the captain of the situatn.

5. Unless stated otherwise by ground medical support or public health offials, sk all travel | s
seated in the same row, and two rows in front and two rows behind the ill traveller (i.e. a total of fie
rows) to complete a passenger locator card. if such cards are available on the aircraft If rot avai ldl e
on board, this actim doul d ke taken itfme di 2ad y pon the arival § the droraftat ixt arprt. fo

** Proper hand hygiene: A general term referring to any actim of hand clansimg, perfane d by

washing one’s hands (either with soap and water or an antieptichand ru) fa at lest 15 seconds.
Touching the face with hands should be avoided
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Annexure 7

4.List of Algorithms

Algorithm # 1

Algorithm # 2

Algorithm # 3

Algorithm # 4a

Algorithm # 4b

Algorithm #5

Algorithm # 6

Algorithm #7

Case Detection and Transfer

Contact Surveillance

Case Arrival to Referral Hospital

Case Management (Adult)

Case Management (Paediatric)

Laboratory Investigation

Infection Control

Surveillance at airports

31

32

33

34

35

36

37

38
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Department of Communicable Disease Surveillance & Control (DCDSC), Directorate General of Health Affairs, Ministry of Health, Oman

% Influenza A(H1N1) Algorithm #1: Case Detection and Transfer
e REGION/Governorate

Ver-3/3 4 June '09
( )

INITIAL CONTACT
Suspect Human Case of Influenza A (H1N1)

At any Health Care Institution in Oman (Private or Government)
at Primary/Secondary/Tertiary Health Care Level and

Including at Point of Entry (PoE): Airport/Seaport

v

Suspect fulfils following Case definition

Acute febrile respiratory illness (Fever > 38° C) with onset...

... within 7 days of close contact with a confirmed case of Influenza A(H1N1)
OR
... within 7 days of travel to countries where one or more confirmed case of Influenza A(H1N1) were reported
OR
... resides in a community where there were one or more confirmed cases of Influenza A(H1N1)

If ‘NO’ |—!f ‘YES’—;

, Director of Health Affairs (GSM
, Regional Epidemiologist (GSM

No further action

Inform immediately : 9985 7003

Consult for epidemiological compatibility (DCDSC)
Dr. Salah Al Awaidy (GSM 99315063) OR
Dr. Idris Al Abaidani (GSM 95224261) OR
Dr. Shyam Bawikar (GSM 99368327)

* Contact
Compatible Case Management
+ Follow
Algorithm #2
Health Care Workers attending case
awaiting transfer For admission inform and contact...
« Doctor/health inspector should wear surgical Executive Director: .............. Hos pital
mask immediately and follow hand hygiene & DI (GSM ...l )
respiratory etiquettes
¢ Avoid unnecessary procedures on the case v’ To arrange for the ambulance
v’ To inform relevant staff on duty
¢ v To organize ward to receive the case

4 N\
Compatible case awaiting transfer

o Case should wear a surgical mask

¢ Follow hand hygiene & respiratory etiquettes

o Keep the case at least 1 metre away from
others or isolate in a room —————

¢ In health care institute with limited space
isolate case in examination room (Doctor’s
room)

o Minimize contact with others (relatives)
. J

Instructions for transfer of case
o Ambulance with a staff nurse escort should transfer the
case immediately to the designated hospital
o The ambulance staff should wear surgical mask
¢ Follow disinfection procedures for ambulance and other
equipment (follow Algorithm #6)

L © Ministry of Health, 2009 )
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Department of Communicable Disease Surveillance & Control (DCDSC), Directorate General of Health Affairs, Ministry of Health, Oman

Influenza A(H1N1) Algorithm #2: Contacts Surveillance

Ver-3/37 June’09 e Region/Governorate
( )
Compatible case *
* Enlist contacts
Laboratory confirmation o Wear surgical mask
of |n_ﬂu_enza A(H1N1) during interview
within 24 hours o Enlist all close/family
(Central Public Health contacts and obtain
Laboratory) information on address,
movement & telephones
Confirmed—¢
Contacts follow-up and investigation
No furth " Investigation Team:
O further action Director of Health Affairs, Epidemiologist, Health Inspector (DHS/DGHS)
Team Coordinator: Wilayat Health Superintendent
Follow-up of cases: Wilayat Health Inspector
Conduct home visit and follow-up contacts daily for next 7 days
Asymptomatic Contacts Symptomatic Contact
* —> Presence of fever or
- ~ respiratory signs & symptoms
e House quarantine for 7 days starting from the day of close
contact with the confirmed case of Influenza A(H1N1)
¢ Daily telephonic contact/visit by the doctor* from nearby
health care facility (catchment area) to monitor the
development and/or progress of fever &/or respiratory
symptoms
(*Name and telephone number of the designated doctor will be
provided to the contact’s family by the investigation team) Follow
Contact Advisory: Algorithm #1
Provide information brochure on H1N1 flu
o Restrict social movements including travel
9 ¢ Should not go to work (quarantine leave) .
Asymptomatic for If contact develops fever &/or
7 days respiratory symptoms within 7 days
e Inform the designated follow-up
doctor from the nearby health care
facility or contact hotline 99857003 [
No further action » The contact should not visit any other
clinic (Government or private)
o Should minimize contact with family &
restrict movements
\_ © Ministry of Health, 2009J
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Ver-3/3 rd June ‘09

Department of Communicable Disease Surveillance & Control (DCDSC), Directorate General of Health Affairs, Ministry of Health, Oman

Influenza A(H1N1) Algorithm #3: Case Arrival to Referral Hospital

..........Region/Governorate

/

<
Arrival of compatible case of Influenza A(H1N1)
at ..o Hospital
The case transferred to isolation room/ward
immediately through the shortest possible route
Executive Director of the Hospital
Drooooi s to inform...
TRIAGE Consultants/Specialists Onduty
(On call doctor) Nur_smg Supervisor,
Adult Cases: Infcho_n Control Nurse,
Internal Medicine [ [ (GSM ........... ) OR Radiographer and
Dr.. Dr oo (GSM ... ) laboratory I/c
o Paediatric Cases:
Paediatrics DI vovveivee e, (GSM ............ ) OR
DI oo e, B T GSM v,
' ( ) ¢ Prearranged duty
. roster for nurses’
duties
¢ Trained Infection
Control Nurse on duty
e Observe infection v Ob i ;
; serve infection control ¢ Arrange ward to
contrql precautions precautions receive case
* Examine case v Confine & examine the child/ « Make PPE available
¢ Check vitals & adult in isolation room
Oxygen saturation (negative pressure or well- e Inform Radiographer
v Counsel family
¢ Inform Laboratory
Pulse oxymetry SEL B E057
Follow Case Management
Algorithm #4
\_ © Ministry of Health, 2009
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Ver-3/3 4 June ‘09

.. Department of Communicable Disease Surveillance & Control (DCDSC), Directorate General of Health Affairs, Ministry of Health, Oman

Influenza A(H1N1) Algorithm #4a: Adult Case Management

Region/Governorate

~
Compatible case of Influenza A(H1N1)
Assess need of...
¢ Oxygen therapy (maintain Consider Anti-virals
Saq2 #92%) v If confirmed case OR
1V fluids < —P> ithi
: CxR ECG v within 48 hours of
¢ Laboratory investigations appearance of symptoms
Follow Algorithm #5 Oseltamivir 75mg bd x 5days
Whether
No Pneumonia (LRTI) Yes Start
| present? * Antivirals
Assess Risk Assess disease
Factors severity
* Age >65yr ) Bilateral CxR changes
« Chronic respiratory disease
e Chronic liver disease e CURB-65 score (0-5)
¢ Diabetes mellitus v Confusion
e Immunosuppresion v Urea >7
¥’ Respiratory rate > 30/min
I v'Blood pressure (sBP < 90 or
No: Yes dBP < 60 mmHg)
I l v Age >65 yr
I Antibiotics I
Nalantibietics Co-amoxiclav 625 mg TID + *
Start Antivirals
[ . CURB-65= 0-2 _
Treat worsening co- (Treat as non-severe EURBICES155 F
morbid illnesses pneumonia) QUIFEES €5 SEVETR (BREUTTEIIEY
according to disease
specific guidelines Antibiotics IV Antibiotics
Co-amoxiclav 625 mg BD Co-amoxiclav 1.2 g TID or
+ Cefuroxime 1.5 g TID +
Clarithromycin 500mg BD Clarithromycin 500mg bd
| v
* * Admit
CURB-65= 0-1 CURB-65= 2 Consider HD/ICU if
Admit any of the following
(Short Hospital Stay) present:
® PO2 <8KPa despite
_Epidem iologist . gglijgfcidosis (pH
. Daily follow-up of case <726
Consider Home on telephone conti shock
—> i ‘_> . ® Septic shoc
CUELEITETS & Assess need of quarantine o CURB-65 =4 or 5
Treatment ;
of family co_ntacts e Primary viral pneumonia
Follow Algorithm #2 (bilateral lung shadows)
© Ministry of Health, 2009
J
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\j&&'r Department of Communicable Disease Surveillance & Control (DCDSC), Directorate General of Health Affairs, Ministry of Health, Oman

Influenza A(H1N1) Algorithm #4b: Paediatric Case Management

....................... Region/Governorate
Ver-3/3 ™ June ‘09
( )
Compatible case of Influenza A(H1N1)
Warning signs present?
Children & youth Infants & toddlers
v Shortness of breath v Fast breathing — Ye
v'Worsening illness ¥'Blue skin
v Confusion, altered consciousness v Low fluid intake
v Severe persistent vomiting v'Not waking up. No interaction m
v'Rash ¥ Irritable
v Chest/abdominal pain v'Worsening illness
v Seizures v'Rash
e
SeEES Assess need of...
| ¢ O, if Sa0, < 92%
No o IV fluids
' ¢ CXR, LDH
\ « ICU/HD
s Laboratory investigations
Laboratory investigations Follow Algorithm #5
¢ Viral studies: NP + throat swabs A
Follow Algorithm #5
N
Antibiotics
Co-amoxiclav OR
Cefuroxime
————
Are there any risks of complications? Ose"am")’("staeatme"t plan
ays
v Age < 12 months v
v' Asthma or chronic pulmonary disease Total daily dose to be divided
v’ Cardiac condition bid
v Immunosuppression (including HIV)
v Sickle cell anaemia & other haemoglobinopathies Infants ; 35'“ - 2:0'“9
v Diseases requiring long term aspirin (<12m) |g '11'“ - 50'“9
v" Chronic renal dysfunction - 11 m-50mg
¥' Chronic metabolic disease
v" Neuromuscular disorders, seizures, cognitive dysfunction < 15kg — 60 mg
Children | 15-23kg — 90 mg
Yes . (>12m) |24-40kg - 120 mg
* b b * > 40kg - 150 mg
‘ Symptoms <2 days ‘ ‘ Symptoms <2 days ‘
rNc I Yes * Yes—I—No—$
v Antipyretics (avoid v’ Oseltamivir Consider Home Treatment
Salicylates) v Antipyretics (avoid Salicylates) ’ . . .
+ High fluid intake + High fluid intake ¥ Antipyretics (avoid Salicylates)
v Antibiotics v Add Antibiotics if there is v High fluid intake
| a Risk of complications ¢
If condition deteriorates
Epidemiologist
Daily follow-up of case
on telephone
Consider Follow Algorithm #2
admission for Contact management
© Ministry of Health, 2009
J
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Department of Communicable Disease Surveillance & Control and Department of Laboratories, DGHA, Ministry of Health, Oman

Influenza A(HL1N1) Algorithm #5: Laboratory Investigations

Vera/3mune 09 e Region/Governorate

Admitted compatible case of
Influenza A(H1IN1)

ﬁRoutine testsJ—Diagnostic testsj

Routine Investigations

Diagnostic specimens should be collected

¢ Full blood count at the earliest
e Urea, creatinine, electrolytes, glucose . . )
o Liver function tests * Use special swabs with Polyester or Dacron tip
¢ Collect 2 Nasopharyngeal swabs
| + Collect 2 Throat swabs
» Collect samples in viral transport medium and
‘ store at 2-8°C (DO NOT FREEZE)

« If Oxygen saturation <92% OR alternatively collegt...
In Adults... « If co-morbid illnesses * Nasopharyngeal aspirate
« If cardiac or respiratory * Bronchial wash _
complications » Collect samples in viral transport medium and
. store at 2-8°C (DO NOT FREEZE)

Y

Influenza related Additional tests
pneumonia

Send samples to CPHL in cold chain

CURB-65= 3-5 * Arterial -blood gases
¢ C-reactive protein

Fill-in standard check-list
for sample dispatch

* Inform CPHL of sample arrival
e Blood culture *
e Sputum Gram stain
No further ¢ Sputum culture . .
microbiological tests For information & support contact

e Dr Suleiman Al Busaidy GSM 99426288
¢ Dr Said Al Baglani GSM 99248132

Infection control precautions during sample collection

e Perform hand hygiene before taking samples

e Wear personal protective equipment (PPE) viz. surgical mask, disposable gown and gloves

® Use particulate respirator mask (NIOSH N95 or equivalent) in place of surgical mask and goggles for
aerosol producing procedures only

® Place all used PPE in a biohazard bag for appropriate disposal

e Perform hand hygiene after taking samples

\ © Ministry of Health, 2009
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Department of Communicable Disease Surveillance & Control (DCDSC), Directorate General of Health Affairs, Ministry of Health, Oman

Influenza A(HIN1) Algorithm #6: Infection Control Measures
....................... Region/Governorate

Ver-3/3rd June ‘09

' N
All initial encounters Place the case in a single well-ventilated room at least 1 metre away
with Suspect/ from other cases or cohort cases with same diagnosis together. In
Compatible case health care institutes with limited space (Primary Health Care or
P . Private Clinic) isolate case in the examination room (Doctor’s room)
Algorithm #1
e All Health care worker (HCW): Should observe standard &
droplet precautions. Use surgical mask & hand hygiene
Compatible case e The suspect/compatible case: Should follow Respiratory
Transfer to hospital hygiene & cough etiquette and also use surgical mask
Algorithm #3 e Post restricted entry and infection control signs on room

\/

Case management

General medical & nursing care
Algorithm #4

Routine collection of samples for
laboratory investigations e.g. blood

Respiratory hygiene &
cough etiquette
* While sneezing/coughing cover
mouth & nose (with tissue)
» Discard used tissue in waste bin

Droplet precautions

¢ HCW to wear PPE i.e.
surgical mask, gown,
gloves

+ Hand hygiene

« Perform hand hygiene

v

Aerosol generating procedures Health Care Worker (HCW) should wear...
Case management ¢ Particulate respirator mask (NIOSH-certified N95 or equivalent)
e.g. intubation, resuscitation, * Eye pI’Ot(.ECtIOFI (QOggles). .
bronchoscopy * Non-sterile long sleeve disposable gown/cap/leggings
Laboratory Diagnostic * Non-sterile/sterile disposable gloves
Investigations * Place all used PPE in a biohazard bag for appropriate disposal
Sample collection: Nasopharyngeal Perform the procedures in well-ventilated room OR
Swab’ﬁ?gegiigmcgg' wash preferably in a negative pressure room
* ¢ Provide instructions and materials to patient/caregiver on
Discharge of compatible respiratory hygiene/cough etiquette
- STTed GaaE * Provide advice on home isolation, infection control and limiting
orco sl social contact.
* Record patient address and contact telephone

DISINFECTION PROCEDURES

(Applicable to ambulance, stretcher, wheel chair, hospital bed or any other medical/non-medical equipment
used for the case during transfer and management in hospital)

¢ Dispose of or clean and disinfect dedicated patient equipment according to
manufacturer’s instructions or local protocol

¢ Change and launder linen without shaking

¢ Dispose of viral-contaminated waste as clinical waste

¢ Clean all contaminated surfaces by using Sodium hypochlorite solution prepared
and applied according to manufacturer’s recommendations

¢ Alternatively alcohol wipes can be used for sensitive surfaces (metal)

¢ Consult designated ‘Infection Control Nurse’ in the referral hospital for advise

\. J

© Ministry of Health, 2009 )
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C. Department of Communicable Disease Surveillance & Control (DCDSC), Directorate General of Health Affairs, Ministry of Health, Oman

Influenza A(H1N1) Algorithm #7:Surveillance at Airports

Ver-3/3 4 June '09

Port of Entry : Muscat / Salalah International Airport
h 4

All passengers should fill in
Self Declaration Form

v

Visit within last 7 days to countries where
confirmed cases of Influenza A (H1N1) have
occurred as declared by WHO

\ 4

Passengers not

visiting affecting
countries

Symptoms absent

Airport doctor evaluates

h 4

Not a suspect case / Definition partially fulfilled

Airport doctor should inform & consult
DCDSC for epidemiological compatibility

Patient Advisory :

- Restrict movement and contact with others

- Cover your mouth & nose with disposable tissues when
coughing & sheezing

- Wash your hands often with soap & water

- if fever/ cough/ sorethroat/ running nose/ myalgia/ acute vomiting
& diarrhoea develop call Director of Health Affairs / Regional
Epidemiologist

Inform DHA/ Regional Epidemiologist of
Muscat or Salalah

Dr Padmamohan (GSM 99661313)

Dr Salim Al Katheri(GSM 99480301)

DCDSC
Dr Salah (GSM 99315063)
Dr Idris (GSM 95224261)

Dr Shyam (GSM 9936832)

Advice to be given at the Air Port for contacts of

—— v confirmed case( air passenger):
Inform Executive Director of Al Nahdha ( All passengers occupying the same row as well as two rows in
hospital for transfer & admission of suspect front and two rows behind )
case if needed ] - Airport doctor to enlist all contacts & provide list to Regional
Dr Mohammed Al Balushi (GSM 92889938) Epidemiologists
Dr Mohammed Redda ( GSM 99358212) - Advice house quarantine for 7 days from the day of departure
- Daily follow-up ( telephone) by doctor from nearby health care

facility (catchment area) and Regional Epidemiologist for
development of symptoms

© Ministry of Health, 2009
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