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The information provided in this plan template is excerpted from the South Carolina Mass
Casualty Plan, Appendix 5 of the South Carolina Emergency Operations Plan, Annex 2,
Pandemic Influenza Plan and appropriate Standard Operating Procedures. Narrative information
included in the required descriptions is summarized from planning and preparedness activities
and reference documents. References and links are provided when appropriate.

Operational procedures related to community containment have been developed as separate
SOPs.

l. Executive Summary

In 1999, shortly after the first reports of human cases of a highly pathogenic strain of
avian influenza in Hong Kong, South Carolina began developing a draft response
plan for pandemic influenza. The state emergency operations plan for pandemic
influenza was published in November 2004. In November 2005, the national
pandemic influenza plan was released and preparedness efforts intensified. In South
Carolina, state and local planning summits were held to draw attention to the critical
and comprehensive preparedness plans needed for a pandemic. Regional and county
pandemic influenza plans have been drafted and exercised.

South Carolina Department of Health and Environmental Control (DHEC) staff have
presented educational programs and have conducted a media campaign to educate
partner organizations and the general public about the effects of a pandemic, how to
minimize its effects with community mitigation strategies and how to plan for it. The
state is stockpiling antiviral medications, personal protective equipment, infection
control supplies, medical supplies and equipment for use in a pandemic. Influenza
surveillance and monitoring activities have been stepped up. Laboratory testing
capacity for influenza-like illnesses has been increased.

Planning with partners began in 2002 with the establishment of the State
Bioterrorism Advisory Council (now the State Public Health Preparedness
Advisory Council/Pan Flu Coordinating Council). In November 2005, the
Advisory Council agreed to serve as the State Pandemic Influenza Coordinating
Committee. This Council is the venue for DHEC to receive input and participation at
the state level by private, governmental, and nonprofit organizations. The
membership of the Council includes (but is not limited to) representatives from:

State Department of Education

SC Chapter of the American Red Cross (as well as some local chapters)

SC Association of Counties

private corporations such as Blue Cross and Blue Shield of SC, Progress Energy, and
Roche Pharmaceuticals

Catawba Indian Nation

Chamber of Commerce

SC Department of Mental Health



SC Department of Public Safety

Federal Bureau of Investigation, Columbia Div.
hospital representatives

SC Air National Guard (ANG)

SC Area Health Education Consortium

SC Army National Guard

SC Baptist Convention

SC Budget and Control Board

SC Chamber of Commerce

SC College of Emergency Physicians

SC Coroner's Association

SC Department of Agriculture

SC Department of Labor, Licensing, and Regulation
SC Department of Natural Resources

SC Emergency Management Division

SC EMS Association

SC Governor's Office

SC Health Care Association

SC Hospital Association

SC Medical Association

SC Law Enforcement Div. — Homeland Security Grants
SC Lieutenant Governor’s Office on Aging

University of South Carolina (USC) — Center for Public Health Preparedness
University of South Carolina (USC)- School of Medicine
Clemson University

Medical University of South Carolina

USDA

DHEC eight regions

Appropriate DHEC offices

Subcommittees on Disease Control, Mass Casualty Planning, Training, and
Agroterrorism were tasked with specific pandemic preparedness activities.

The Disease Control Subcommittee, comprised of hospital infection control
practitioners and nurses, hospital laboratorians, DHEC epidemiologists, physicians,
and other professionals is the body responsible for advising processes and
recommendations related to personal protective equipment and disease control
policies affecting community containment actions. This committee has approved
agency recommendations on PPE for health care workers and strategies for
community containment based on the CDC’s “Interim Pre-pandemic Planning
Guidance.” See Table 1: Examples of Social Distancing and Containment Measures
and Triggers for Pandemic Severity Levels 1, 2, and 3 and Table 2: Social Distancing
and Containment Measures and Triggers, Pandemic Severity Index 4 and 5, pages 21
through 26.



The DHEC Division of Acute Disease Epidemiology and the South Carolina
Department of Education Office of Youth Services Healthy Schools Program
have met to develop a joint Standard Operating Procedure for school closures during
a pandemic. Discussions have led to the development of a specific School Closure
Task Force that is responsible for addressing the issue of school closure during a
pandemic, surveillance coordination and the re-opening of schools. It is important to
note that although the state Department of Education is striving to develop guidelines
for schools during a pandemic, South Carolina is a home rule state. The State
Department of Education does not have authority to close local schools. Unless the
Governor declares a state of emergency or a public health emergency and triggers the
Emergency Health Powers Act, the only entities with authority to close schools are
the local school superintendents. Planning with this committee began in 2006 and
continues as guidance from DHHS is released and updated.

The Training Advisory Subcommittee (TASC) consists of multiple government
and private agencies, including business and education partners. The Subcommittee
has been tasked with determining and meeting the training needs of response
personnel across the state. In 2006, it was tasked by the Pandemic Influenza
Coordinating Council with providing pandemic influenza information and educational
materials to external partners. Subcommittees on Business, Health Care, and Schools
were established to work with partners to identify education and resource needs
within these sectors and, when appropriate, to provide these resources through
membership distribution networks. As a result, pandemic influenza planning toolkits,
pocket guides, posters, and DVD’s were provided to businesses, healthcare facilities,
and schools through educational presentations and other community networks. TASC
also used it searchable website, www.SCPrepares.org to list pandemic influenza
training and resources. This Subcommittee continues to develop tools and resources,
provide planning guidance to its current partners and tot invite additional partners to
participate in the committee’s work.

The Mass Casualty Planning Subcommittee’s membership includes state and
regional (local) public health emergency planners, hospital personnel and other state
emergency planners. This Subcommittee reviews regional mass casualty plans to
ensure that they meet state emergency response guidelines and appropriately address
the elements of pandemic preparedness. In the area of medical surge capability, this
Subcommittee has accomplished a great deal related to the deployment of six Mobile
Medical Units and the development of Alternate Care Sites (ACS) in South Carolina.
Under the Mass Casualty Subcommittee’s oversight, guidelines for maintenance,
security, and deployment of Mobile meds have been prepared. The Mobile Med
Units may be deployed to any region of the state and are exercised on a schedule set
under DHEC’s State Exercise Plan. For ACS planning, this Subcommittee has
developed guidelines for defining/typing alternate care sites and facilitating a process
for approving the establishment of ACS for use within the mass casualty regions and
by the state’s healthcare facilities. The Subcommittee’s planning activities are
ongoing.


http://www.scprepares.org/

The Agroterrorism Subcommittee works with agricultural and food safety partners
in private and public organizations to develop pandemic plans related to biosecurity
measures and avian influenza response. Committee members with expertise in
domestic and wild animals, domestic poultry and livestock health are continually
available as a resource to provide education programs and answer the public’s
questions in matters related to Avian Influenza and related issues. The planning
activities of the subcommittee are ongoing.

I1. Introduction

(excerpt from Pandemic Influenza Plan, Annex 2, of the South Carolina Mass Casualty Plan,
Appendix 5 of the South Carolina Emergency Operations Plan.)

A.

An Influenza pandemic is an outbreak of a novel Influenza virus that has
worldwide consequences. Influenza pandemics present special requirements for
disease surveillance, rapid delivery of vaccines and antiviral drugs, allocation of
limited medical resources, and expansion of health care services to meet a surge
in demand for care.

Pandemics occur in the following six phases defined by the World Health
Organization and the Centers for Disease Control and Prevention: Interpandemic
Period (Phases 1 and 2), Pandemic Alert Period (Phases 3, 4, and 5), and
Pandemic Period (Phase 6). Distinguishing characteristics of each phase are
described below. The phases will be identified and declared at the national level
for the purposes of consistency, comparability, and coordination of response.

The World Health Organization (WHO) has developed a global influenza
preparedness plan, which defines the stages of a pandemic, outlines the role of
WHO, and makes recommendations for national measures before and during a
pandemic.

The distinction between phases 1 and 2 is based on the risk of human infection or
disease resulting from circulating strains in animals. The distinction is 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, and other
scientific parameters.

The distinction among phases 3, 4, and 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), and other scientific
parameters.



In order to describe its approach to the pandemic response, the federal
government characterized the stages of an outbreak in terms of the immediate and
specific threat a pandemic virus poses to the United States population. The chart
below shows the relationship of the federal government response to the WHO
Phases and the appearance of the disease in the United States.

Additionally, SC DHEC further breaks down the WHO Phases/Federal
Government Response Stages to define the appearance of the pandemic virus in or
near South Carolina. This breakdown is used particularly to trigger SC DHEC
epidemiological and community containment responses.

Planning guidance and assumptions are based on information provided by

the U. S. Department of Health and Human Services in the “HHS Pandemic
Influenza Plan — November 2005”, by the Homeland Security Council in the
“National Strategy for Pandemic Influenza Implementation Plan” and by the U.S.
Department of Health and Human Services, Centers for Disease Control and
Prevention (CDC) in the “Interim Pre-pandemic Planning Guidance: Community
Strategy for Pandemic Influenza Mitigation in the United States—Early,
Targeted, Layered Use of Nonpharmaceutical Interventions.” South Carolina has
correlated sub-phases to direct emergency operations specific for South
Carolina’s Emergency Operations Plans.



The WHO phases, related Federal Government stages and South Carolina sub-

phases are:

WHO Global Pandemic Phases and the Stages for Federal Government Response
and Corresponding South Carolina Response

WHO Phases

Federal Government Response Stages

Inter Pandemic Period

No new influenza virus subtypes have
been detected in humans. An influenza
virus subtype that has caused human

1 infection may be present in animals. If
3_resent In a”'”!a'sv the risk of human New domestic animal outbreak in at-risk
isease is considered to be low. 0
- - country
No new influenza virus subtypes have
been detected in humans. However, a
2 circulating animal influenza virus
subtype poses a substantial risk of human
disease.
Pandemic Alert Period
Human infection(s) with a new subtype, 0 New domestic animal outbreak in at-risk
3 but no human-to-human spread, or at country
most rare instances of spread to a close Suspected human outbreak overseas
contact.
Small cluster(s) with limited human-to-
4 human transmission but spread in highly
localized suggesting that the virus is not
well adapted to humans.
5 Larger cluster(s) but human-to-human 2 | Confirmed human outbreak overseas
spread still localized, suggesting that the
virus is becoming increasingly better
adapted to humans, but may not yet be
fully transmissible (substantial pandemic
risk).
Pandemic Period
Pandemic phase: increased and sustained 3 Widespread human outbreaks in multiple
transmission in general population locations overseas
First human case in North America
4 a. First case in CDC Region IV*, but not in
South Carolina
6 Spread throughout United States
5 a. First case in South Carolina
b. Localized clusters in South Carolina
c. Widespread cases in South Carolina
6 Recovery and preparation for subsequent

waves

*CDC Region IV states include: Alabama, Florida, Georgia, Kentucky, Mississippi, North

Carolina, South Carolina, and Tennessee.




The four traditional phases of emergency management can be matched with the
six phases of a pandemic in the following way:

1. Preparedness Interpandemic (WHO Phases 1 and 2)

2. Response Pandemic Alert (WHO Phases 3, 4 and 5)
Pandemic (WHO Phase 6)

3. Recovery Pandemic Over and Interpandemic (WHO Phases 1
and 2)

4. Mitigation Interpandemic (primarily) (WHO Phases 1 and 2)

In addition to the planning recommendations using WHO pandemic phases, the
US Centers for Disease Control and Prevention has issued a planning document
that outlines a Pandemic Severity Index (PSI), characterizing the possible severity
of a pandemic. The index uses case fatality ratio as the critical driver for
categorizing the severity of a pandemic. In this index, pandemics will be assigned
to one of five discrete categories of increasing severity (Category 1 to Category
5).

Pandemic Severity Index (PSI)

Category of | Case Fatality Ratio Projected Number  of

Pandemic Deaths, SC  Estimated
Population 2005
(4,260,000)

Category 5 > 2.0% > 25,560

Category 4 1.0-<2.0% 12,780 - < 25,560

Category 3 05-<1.0% 6,390 - < 12,780

Category 2 0.1-<0.5% 1,278 - < 6,390

Category 1 <0.1% <1,278

Per CDC interim Pre-pandemic Planning Guidance, these figures assume a

30% illness rate and unmitigated pandemic without interventions

The interim guidance in which this index was submitted provides planning
recommendations for specific community containment interventions that may be
used for a given level of pandemic severity. Planning considerations included in
this document are based on the possible severity of the event.

Assistance in response to an influenza pandemic consists of health and medical
resources, including transportation assets, temporarily realigned from established
programs having coordination or direct service capability for communication of
medical information, disease surveillance, vaccine delivery, distribution of
medications, public health authority and disease control.



COMMUNICATION OF MEDICAL INFORMATION refers to both the
information flow within the public health community and the provision of
critical information to the public. Appropriate and timely messages to the
public are an essential element of Community Containment.

DISEASE SURVEILLANCE refers to the voluntary and required
systematic reporting and analysis of signs, symptoms, and other pertinent
indicators of illness to identify disease and characterize its transmission.

VACCINE PROGRAMS refers to acquisition, allocation, distribution, and
administration of influenza vaccine, and monitoring the safety and
effectiveness of influenza vaccinations. Vaccine programs are established
as part of community containment measures.

DISTRIBUTION OF MEDICATIONS AND OTHER CDC APPROVED
COUNTERMEASURES refers to the acquisition, apportionment, and
dispensing of pharmaceuticals (other than vaccines) and other
countermeasures such as personal protective equipment, IV fluids and
ventilators to lessen the impact of the disease and also to minimize
secondary infection. This includes strategies involving both antiviral
medications and antibiotics. These strategies are used as part of
community containment measures.

PUBLIC HEALTH AUTHORITY AND DISEASE CONTROL refers to
the aspects of pandemic response requiring executive decisions and
recommendations for social distancing, such as:

a. ordering and enforcing quarantine, which is the separation and
restriction of movement of persons who, while not yet ill, have
been exposed to an infectious agent and therefore may become
infectious;

b. ordering and enforcing isolation, which is the separation of persons
who have a specific infectious illness from those who are healthy
and the restriction of their movement to stop the spread of that
illness;

C. ordering the release of medical information for epidemiological
investigation;

d. expanding or lifting regulations and licensure requirements to
allow for the expansion of medical services; and

e. ordering expansion of medical services under emergency
conditions



End Excerpt

f. issuing other lawful directives in support of the response.

g. recommending other or additional nonpharmaceutical containment
strategies and other measures applied to an entire community or
region, designed to reduce personal interactions and thereby
transmission risk;

h. recommendations for school and public institution closings;

MASS FATALITY MANAGEMENT during a pandemic influenza refers
to the local and statewide management and identification of human
remains during the weeks of the waves of a pandemic and will overwhelm
local and regional resources. Actions listed in Annex 2, Pandemic
Influenza, are specific to mass fatalities during a pandemic. The general
plan for mass fatality management is included as Annex 4 in the South
Carolina Mass Casualty Plan, Appendix 5 to the South Carolina
Emergency Operations Plan.
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Planning Assumptions

A. Situation

1.

The projected peak transmission period for a pandemic influenza outbreak
will be 6 to 8 weeks. At least two pandemic disease waves are likely.
Following the pandemic, the new viral subtype is likely to continue
circulating and to contribute to seasonal influenza.

2. Considering South Carolina’s estimated 2007 population of 4,320,593 and
based on a population attack rate of 15-40%, South Carolina could
anticipate between 648,000 and 1.73 million cases of influenza during the
peak transmission period. llIness rates will be highest among school-aged
children (about 40%) and decline with age. Among working adults, an
average of 20% will become ill during a community outbreak.

For the purposes of planning at the local and state levels, using 2007
population estimates, a 30% illness rate (as cited in planning assumptions
by DHHS) could reflect the following:

Statewide (42 counties/4,320,593 population): 1,296,178 persons

Region 1 (8 counties/467,598 population): 140,279 persons

Region 2 (5 counties/884,891 population): 265,467 persons

Region 3 (7 counties/845,496 population): 253,649 persons

Region 4 (10 counties/552,667 population): 165,800 persons

Region 5 (6 counties/307,362 population): 92,209 persons

Region 6 (3 counties/334,792 population): 100,438 persons

Region 7 (3 counties/603,178 population): 180,953 persons

Region 8 (4 counties/224,589 population): 67,377 persons

3. On average, infected persons will transmit infection to approximately two
other people.

B. Assumptions

1. Susceptibility to the pandemic influenza subtype will be universal.

2. All persons will lack immunity and will likely require two doses of the
influenza vaccine.

2. After receipt of the influenza vaccine, the goal is to vaccinate the entire
population of South Carolina over a period of four months on a
continuous, prioritized basis.

3. When influenza vaccine becomes available, initial supplies will not be

sufficient to immunize the whole population and prioritization for vaccine
administration will be necessary.
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10.

Antiviral medications may play a significant role in disease control
operations.

Public health clinics will be the predominant locations for influenza
vaccine administration during the first month of vaccine availability, and a
reduction or cessation of other public health programs may be necessary in
order to provide supplemental personnel for specific immunization job
actions.

South Carolina’s health care workers, emergency response workers,
medical examiners, funeral directors, and morticians will face a sudden
and massive demand for services and a possible 40% attrition of essential
personnel.

The projected peak transmission period for a pandemic influenza outbreak
will be 6 to 8 weeks. At least two pandemic disease waves are likely.
Following the pandemic, the new viral subtype is likely to continue
circulating and to contribute to seasonal influenza.

Considering South Carolina’s estimated 2007 population of 4,320,593 and
based on a population attack rate of 15-40%, South Carolina could
anticipate between 648,000 and 1.73 million cases of influenza during the
peak transmission period. llIness rates will be highest among school-aged
children (about 40%) and decline with age. Among working adults, an
average of 20% will become ill during a community outbreak.

For the purposes of planning at the local and state levels, using 2007
population estimates, a 30% illness rate (as cited in planning assumptions
by DHHS) could reflect the following:

Statewide (42 counties/4,320,593 population): 1,296,178 persons

Region 1 (8 counties/467,598 population): 140,279 persons

Region 2 (5 counties/884,891 population): 265,467 persons

Region 3 (7 counties/845,496 population): 253,649 persons

Region 4 (10 counties/552,667 population): 165,800 persons

Region 5 (6 counties/307,362 population): 92,209 persons

Region 6 (3 counties/334,792 population): 100,438 persons

Region 7 (3 counties/603,178 population): 180,953 persons

Region 8 (4 counties/224,589 population): 67,377 persons

On average, infected persons will transmit infection to approximately two
other people.

Outpatient visits due to influenza are projected to reach almost 533,000
(range 320,000 — 750,000), which translate to over 25 extra patients per
day during the peak transmission period for every primary care physician
in South Carolina.
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11.

12.

13.

14.

15.

16.

17.

18.

19.

Of those who become ill with influenza, 50% will seek outpatient medical
care. Depending on the severity of the pandemic, the numbers of persons
seeking outpatient medical care in South Carolina could range from
319,500 to 852,000.

Hospitalizations due to influenza and influenza-related complications may
reach 14,622 based on a clinical attack rate of 25%, using FluSurge 2.0
Model (range 7,200 — 16,800 persons with SC population estimate of
4,321,847) — the elderly and those with chronic medical conditions could
account for most of these admissions.

The number of hospital beds and the level of mortuary services available
to manage the consequences of an influenza pandemic will be inadequate.

South Carolina may experience a range of deaths from 1,278 for a
Pandemic Severity Level of 1 to over 25,560 deaths in a Severity Level of
5.

A pandemic influenza death is a natural manner of death.

Pandemic mortalities will be counted above the normal mortality
rates.

The death care industry, comprised of public and private agencies,
will not be able to process remains the traditional manner due to
the increased number of cases.

Pl related deaths will primarily fall in two major categories,
attended and unattended. The process to identify remains from
attended deaths will be relatively straightforward, however,
unattended deaths, which require verification of identity, issuing a
death certificate and notifying the next of kin, will be labor
intensive.

There will be delays in the issuances of death certificates for both
attended and unattended deaths. This delay will place substantial
pressure on the Coroner to issue death certificates so that the next
of kin can manage the decedent’s estate.

IV.  Community Mitigation Measures and Strategies: Planning

Description of Planning Activities:

The Pandemic Influenza Planning Group (PIPG) was established to review and continually
update South Carolina’s Pandemic Influenza Response Plan, Annex 2 of the State Mass Casualty
Plan. It is chaired by the DHEC Public Health Preparedness staff and includes the state
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Pandemic Influenza Coordinator and representatives from the Health Services Office of Clinical
Services, the Bureau of Disease Control, the Division of Acute Disease Epidemiology (DADE),
the Immunization Division, DHEC Media Relations, Office of Public Health Preparedness,
Office of Quality Management Training and Office of General Counsel. This group plans,
coordinates, oversees, and reviews activities required by the CDC Pandemic Influenza Program
and standard operating procedures developed for the Pandemic Influenza Plan.

Individual program areas responsible for particular activities under the Pandemic Influenza Plan
report on and request review or approval of activities and projects. For example, the Planning
Group oversaw and provided resources to the required statewide school closure tabletop exercise
in February 2007, the organization of VVaccine Clinics and Vaccination Throughput Studies in
2006, 2007, and the development and exercising of internal isolation and quarantine procedures.
Under the group’s planning for communication of medical information, the Pandemic Influenza
Community Outreach Planning Committee was formed in 2006 to oversee and coordinate
training, outreach, education, and information activities conducted by DHEC staff. This
Committee is comprised of staff from Communication Resources, Division of Acute Disease
Epidemiology, Media Relations, Office of Minority Health, Office of Public Health Preparedness
and Office of Quality Management Training.

In each of the eight SCDHEC regions, one or more persons was designated as the regional
pandemic influenza outreach coordinator. These coordinators work with the public health
preparedness directors in each region to ensure that pandemic planning is incorporated in the
local emergency readiness planning. The coordinators are the liaison between public health, the
hospitals, the faith community, local businesses, civic groups, local schools and other planning
partners. The pandemic influenza outreach coordinators provide educational programs to their
communities and provide technical assistance to their community partners in developing their
pan flu plans.

Monthly public health preparedness meetings are held and hosted by the SCDHEC Health
Services Deputyship area. These meetings are attended by both the regional public health
preparedness directors and the pan flu outreach coordinators. Additionally, the Health Services
Deputyship hosts a monthly conference call with the regional preparedness directors. It is at
these meetings that policies and procedures, as well as risk communication messages, developed
at the state level, are introduced to the regional (local) planners. These meetings serve as a
forum to discuss pan flu planning issues and strategies at the local level. Pan flu planning
templates, designed to ensure consistency with state and local plans, are distributed and
discussed at these meetings. Technical assistance in developing plans from these templates are
provided at the monthly public health preparedness meetings. Current messages and products
developed by the state office are shared with the local public health preparedness directors at
these meetings.

The DHEC Division of Acute Disease Epidemiology (DADE) is responsible for the
development of policies and protocols for the surveillance and response to influenza/novel-strain
and pandemic influenza. This includes monitoring of influenza-like illnesses (ILI) and the rapid
identification of an outbreak of pandemic influenza. Surveillance and response policies and
protocols are provided to the eight public health regions for use in surveillance and response
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activities of their Outbreak Response Teams. This Division works closely with public and
private healthcare providers and has established a continually growing network of ILI providers.
This Division also coordinates with DHEC Office of General Counsel to establish criteria and
procedures for the isolation and quarantine of suspected cases of a novel virus.

The Disease Control Subcommittee is coordinated by members of DADE (see Executive
Summary). In concert with DADE, this subcommittee establishes the community mitigation
measures to be undertaken.

Additionally, members of DADE and the Division of Women’s and Children’s Services, Safe
Schools/Healthy Schools of DHEC are included on membership of the SC Department of
Education Committee responsible for planning for a pandemic influenza. This Committee has
developed a draft policy regarding school closure during a pandemic, and continues to further
refine this policy. (See additional information under Community Mitigation-School Closures).

The DHEC Office of General Counsel (OGC) is responsible for advising DHEC, emergency
response partners, and the public on pandemic influenza legal issues. The OGC has assigned a
Staff Attorney to work exclusively on public health preparedness issues. This Staff Attorney sits
on DHEC Pandemic Influenza Planning Group. The OGC drafted new Isolation and Quarantine
Order Procedures to coordinate the issuance of isolation and quarantine orders between local
DHEC disease surveillance staff and central office management. Between December 2007 and
February 2008, the OGC is working with DADE, DHEC’s regional office, and the Office of
Quality Management to conduct isolation and quarantine drills to test these new procedures. As
part of the pandemic influenza planning activities, the OGC conducted in 2007 the following
educational seminars and presentations:

e “The Emergency Health Powers Act in an Influenza Pandemic: Social Workers and Legal
Issues,” Social Work Fall In-Service.

e “The Emergency Health Powers Act in an Influenza Pandemic: Nursing Homes and Legal
Issues,” South Carolina Health Care Association and the South Carolina Association of Non-
Profit Homes for the Aging, Seminar, Pan Flu: It Can Happen.

e “The Emergency Health Powers Act in a Public Health Emergency: The EHPA and Pee Dee
Infection Control Practitioners,” Association of Infection Control Practitioners, Palmetto
Chapter

e “The Emergency Health Powers Act in a Public Health Emergency: The EHPA and Local
Responders,” Presentation and discussion session with emergency management, hospitals,
and law enforcement in Chesterfield, Clarendon, Darlington, Dillon, Florence, Kershaw, Lee,
Marion, and Marlboro Counties.

e “SC Prepares — Pandemic Influenza: Emergency Measures and You — Disease Control and
Public Health Authority” with DHEC DADE and Media Relations, Satellite Broadcast on SC
Prepares Network.

e “Law Enforcement’s Role Under the Emergency Health Powers Act,” Interview for Legal
Update, Satellite Broadcast by the South Carolina Criminal Justice Academy.

e “The Emergency Health Powers Act in a Public Health Emergency: The EHPA and Local
Responders,” Satellite Broadcast on South Carolina Educational Television.

e “The Emergency Health Powers Act in a Public Health Emergency: The EHPA and Local
Responders,” Presentations and discussion sessions with emergency management, hospitals,
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and law enforcement in Abbeville, Anderson, Beaufort, Cherokee, Colleton, Edgefield,
Georgetown, Greenville, Greenwood, Hampton, Horry, Jasper, Laurens, McCormick,
Pickens, Saluda, Spartanburg, and Union Counties.

The DHEC Division of Media Relations, working with DHEC DADE, is responsible for the
planning and development of messages to communicate and educate the general public about
preventing and dealing with a pandemic influenza. Topics that have been addressed range from
infection control measures, to social distancing, to accessing available medical care, and
providing home sick care. Working with members of the Pandemic Influenza Community
Outreach Planning Committee, Media Relations spearheaded or contributed to many
communication initiative sin 2006 and 2007. These include:

e Participation in and development of materials on pandemic influenza “Train the
Trainer” sessions held at the state level to prepare approximately 300 speakers to
provide pandemic influenza presentations in the eight public health regions.
Educational programs were presented across the state, and to date over 28,000
participants have received messages about pandemic awareness, continuity of
operations planning and the use of personal protective equipment.

e In 2006, coordination of a Speaker’s Bureau to facilitate requests from
community groups for medical and public health experts to provide basic
education on the possibility of pandemic influenza and to encourage community
awareness and planning among community, faith-based, healthcare, education and
business leaders.

e Through a contract with the SC Home Care Association, a workshop was
conducted to provide historical and clinical information and planning assumptions
information on pandemic influenza to public and private home health care
provider personnel, hospice workers, and social workers.

e The development of numerous televised and recorded programs under contract
with SC Educational Television programs, including multiple broadcasts of: “Pan
Flu: Prepare, Prevent, Plan Now”, a 30-minute television documentary: a “Home
Sick Care” educational DVD; a “Wash Hands” original song DVD; a closed-
circuit presentation of “Pandemic Influenza’s Impact on Schools”; a broadcast on
the “Emergency Health Powers Act” for municipal officials, law enforcement and
first responders and pandemic influenza education on several statewide radio
programs.

e SC Prepares Broadcast series on seven pandemic influenza topics in 2007,
produced through DHEC Communication Resources and DHEC distance learning
coordinator, satellite presentations were accessible in over 200 sites across the
state and subsequently available on DVD. Topics covered pandemic influenza
awareness and planning, avian influenza, social distancing and school closures,
emergency measures during a pandemic, pandemic surveillance, isolation and
quarantine, psychosocial aspects of a pandemic, community hardiness, and home
sick care during a pandemic.

e DHEC website and South Carolina Educational Television website with copies of
the state pandemic influenza plan and planning
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resources:(www.scdhec.net/resources.htm and
http://myetv.org/education/etvkids/grownups )

e The development of a folding “Pandemic Influenza Pocket Guide” for
distribution to community groups in all outreach sectors. 50,000 copies in
English and 10,000 copies in Spanish were distributed through state and regional
outreach networks in a matter of months.

e The development of new, improved posters, fact sheets or brochures on: “Cover
Your Cough”, “Home Sick Care”, and “What do You Do To Prevent the Flu?”,
distributed through state and regional outreach networks.

e The production and airing of a series of four public service announcements on
“What Do You Do To Prevent The Flu?” and, to be aired in March 2008, a series
of three public service announcements on pandemic influenza

e The facilitation of the establishment of a statewide information/referral assistance
line in partnership with the United Way Association of South Carolina. During a
pandemic, the United Way’s 2-1-1 information line would be activated by DHEC
to provide a statewide call-in number for the public with message maps provided
to 2-1-1 operators.

The Pandemic Influenza Outreach Planning Committee assists the Division of Media
Relations in providing input on the pandemic educational messages and products being
produced. Depending on the project, other committee members may take the lead in
coordinating a project, but always rely on Media Relations to provide staff support in writing,
on-air hosting, moderating, and training. This committee convenes quarterly conference
calls/meetings with regional DHEC pandemic influenza outreach coordinators and public health
preparedness directors. The calls serve as a means to give updates on the latest product
availability, to coordinate product distribution, to share “best practices” among regions, and to
receive local input regarding the message and publication needs of the local communities.

The Training Advisory Subcommittee (see Executive Summary) includes members of targeted
communities such as responder organizations, schools and colleges, businesses, governmental
agencies, faith-based organizations and nonprofit associations. This subcommittee assists
communities in identifying educational materials and training opportunities to enable them to
better prepare their constituencies for a pandemic. TASC also received feedback from these
organizations regarding their needs for educational materials.

Division of Emergency Medical Services (EMS) and Trauma is the division of DHEC that
licenses and certifies EMS providers and technicians. This Division also approves statewide
medical protocols for use by state providers. The EMS Advisory Council has formed a
Pandemic Influenza Subcommittee to review and adopt pandemic protocols and provide
guidelines for continuity of operations planning to the state’s licensed EMS providers. To date,
no pandemic specific treatment protocols have been adopted by the Division of EMS and
Trauma. Current recommendations are to use existing respiratory protection protocols, until a
pandemic specific protocol can be approved. The Committee is researching protocols from other
states.
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Description of Community Mitigation Measures based on Phases and Pandemic Severity
Levels:

Community-based mitigation measures are nonpharmaceutical disease interventions designed to
interrupt the transmission of disease from person to person. DHEC will use two types of
community-based containment measures to help mitigate the spread of pandemic influenza.
Social distancing measures will focus on separating people from one another to prevent
transmission. Infection control measures focus on preventing person-to-person transmission if
people are in close contact long enough to spread influenza.

Implementation of social distancing measures will be based on surveillance data and feasibility,
as well as concern regarding not implementing measures that may be more disruptive to societal
operations than pandemic influenza they are attempting to control. DHEC will recommend
infection control measures throughout a pandemic in South Carolina.

DHEC’s plan for community-based containment of pandemic influenza envisions an early,
targeted, and layered implementation of social distancing and infection control measures.
Community mitigation begins with the education of the public and response partners so that
when DHEC implements mitigation measures, the community has a knowledge base upon which
to understand the importance of compliance. Through the Speaker’s Bureau and extensive work
with ETV, DHEC’s Office of Media Relations has been active in area of community outreach.
DHEC Office on General Counsel has provided numerous education seminars and presentations
about the laws that will impact the State’s pandemic influenza response.

Early planning and activities also include the construction of public messages and delivery
systems, such as hotlines, that can be rolled out when DHEC begins to respond to a possible
outbreak. The Office of Media Relations has also been activity in this area of planning. South
Carolina’s 2-1-1 system began to come live in late 2006. (See description of 2-1-1 system in
Section VIII, Community Mitigation Communications.) Delivery of information can also be
targeted to the subject of community mitigation measures. To this end, DADE, the OGC, and
the Office of Social Work have been working to create pamphlets covering home sick care and
psychosocial coping tips that will accompany DHEC isolation and quarantine orders. As part of
the isolation and quarantine drills currently underway, DHEC Central Office’s are also working
with the public health regional offices to provide 24 hour contact numbers so that the recipients
of such orders can contact DHEC with questions and concerns.

As for the mitigation measures, DHEC has planned for early, targeted, and layered strategies as
an influenza pandemic moves through the State. The initial response will be triggered through
South Carolina’s robust disease reporting requirements and influenza surveillance network
DADE recently added suspected strains of novel influenza A to the list of reportable conditions
that is sent to all health care providers in South Carolina. Once a suspect case has been
identified, DHEC has new pandemic influenza procedures for issuing voluntary and mandatory
isolation and quarantine orders against symptomatic and exposed individuals. Traditional
epidemiological investigations and contact tracing will be used to identify the cases early in the
developing pandemic, when both staff resources are available and the potential for mitigation
(i.e. “delay and potentially decrease” the impact of the pandemic) is most likely. If the outbreak

18



results in sustained human-to-human transmission, these early individual level containment
measures will give way to community-based measures to increase social distance, including
possible cancellation of large public gatherings and closure of schools. To achieve the greatest
disease control affect, implementations of the individual and community-based measures will
overlap during the early stages of the pandemic waves.

The following sections will outline the details of social distancing and infections control
measures, including the triggers for when particular measures may be implemented.

Definition of Community Mitigation Measures:

Isolation means the separation and confinement of individuals known or suspected (via signs,
symptoms, or laboratory criteria) to be infected with a contagious disease to prevent them from
transmitting disease to others.

Quarantine means compulsory physical separation, including restriction of movement, of
populations or groups of healthy people who have been potentially exposed to a contagious
disease, or to efforts to segregate these persons within specified geographic areas. Individuals
may be quarantined at home or in designated facilities; healthcare providers and other response
workers may be subject to quarantine when they are off duty.

Quarantine of close contacts refers to the quarantine of individuals exposed to patients with
communicable diseases (e.g., family members, work or school mates, healthcare workers).

Quarantine of groups of exposed persons refers to quarantine of people who have been
exposed to the same source of illness (e.g., a case of influenza at a public gathering, on an
airline, train, or cruise ship, at a school or workplace or apartment complex, or at a recently
visited store or office).

Snow days are days on which offices, schools, transportation systems are closed or cancelled, as
if there were a major snowstorm.

Influenza clinics are special facilities that may be established during a pandemic to provide
rapid medical assessment of potentially infected persons. Il persons would be encouraged to call
influenza hotlines that provide advice on whether to stay home or seek help at an influenza
clinic. Persons who come to an influenza clinic will be advised on whether they may be best
served by hospital care or home care.

Individual-level containment measures include isolation and quarantine of persons and
management of their close contacts.

Focused measures to increase social distance (or decrease social contact) includes measures

applied to groups rather than individuals or whole communities (e.g., quarantine of groups of
exposed persons and measures that apply to the use of specific sites or buildings).
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Containment measures that apply to use of specific sites or buildings include cancellation of
public events (e.g., concerts, sports events, movies and plays), closure of office buildings,
apartment complexes, or schools; and closure of subways or bus lines. These measures may also
involve restricting entrance to buildings or other sites (e.g., requiring fever screening or use of
face masks before entry to schools, worksites, or airplanes).

Community-based measures to increase social distance include measures applied to whole

neighborhoods, towns, or cities (e.g., snow days, establishment of fever clinics, and travel
restrictions).
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Table 1: Examples of Social Distancing and Containment Measures and Triggers
For Pandemic Severity Levels 1, 2, and 3

Measure

Pandemic
Severity Index 1

Pandemic
Severity
Index 2 and 3

Trigger/
Recommendations

Isolation of symptomatic
confirmed or high risk
case

Recommend

Recommend, if
numbers are small,
until resources
exceeded

Based on financial
and staffing issues

Closure of schools to

Generally Not

Consider for less
than or equal to

Trigger:

-two-fold increase in
ILI reports

-similar increase in
syndromic
surveillance for
febrile respiratory

slow spread of infection Recommended four (4) weeks illness
-absenteeism
-insufficient staff
due to illness to
ensure safety of
children
Respiratory
hygiene/cough etiquette ves Yes
Face coverage or Use in appropriate
surgical/procedure v settings such as
. es Yes
masks for confirmed home when around
cases others
Face coverage or
o | |
Consider Consider should be used in
closely exposed persons ;
) HC settings
(to a confirmed case or a
high risk suspect)
Face coverage or
surgical/procedure mask
for asymptomatic No No
unexposed persons
Recommend avoiding
close contact with ill Yes Yes
persons
Based on number
Tracing and folloyv-up of Yes/No depending of contacts under
contacts of confirmed Yes surveillance and
on resources e ;
cases ability to rapidly
trace contacts
Tracing and follow-up of Yes/No depending go”r:?a:::a: Igcsi:]c;]p;ltnegr
contacts of high risk Yes

suspect case

on resources

early phase needs
to be developed
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Measure Pandemic Pandemic Trigger/
Severity Index 1 Severity Recommendations
Index 2 and 3
Tracing and follow-up of
contacts of low risk No No
suspect case
Voluntary quarantine of
healthy close contacts of Yes Possibly, very early
a confirmed case or high '
risk suspect
Isolation of symptomatic
close contacts of a Yes Yes
confirmed case
Isolation of symptomatic Yes/No depending
close contacts of a oo No
. . on the situation
pending low risk case
Isolation of symptomatic
close contacts of a Yes Yes
pending high risk case
Recommend antivirals Yes Yes Dependent on
for contacts availability
Suspect cases
. Based on CDC should not travel —
Restrict travel No y ]
recommendations | all phases; refer to
CDC
Recommend deferring
unnecessary travel to No/Consider Consider
affected areas
Entry screening No Consider Based on C[.)C
recommendations
Droplet/standard
Consider airborne
Infection control infection |§olat|on Droplet/standard
and respiratory
protection in health
care settings
P_romote resplrgtory Yes Yes
hygiene/cough etiquette
Based on epi of
cases could
include-# of
Cancel non-essential Generally Not Consider confirmed
large public gatherings Recommended cases/100,000 pop
within city
Telecommuting,
Recommend "snow Generally Not Consider teleconferencing

days”

Recommended

Based on epi of
cases could include
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Measure

Pandemic
Severity Index 1

Pandemic
Severity
Index 2 and 3

Trigger/
Recommendations

# of confirmed
cases/100,000 pop
within
city/region/etc.

Establish influenza
hotlines or automated
information lines

Yes

Yes

Cases identified
within US
-Staffing a hotline
for 8-12 weeks
would be difficult

Table 2: Social Distancing and Containment Measures and Triggers

Pandemic Severity Index 4 and 5

Measure Recommendations | Implemented Trigger Cessation of
during Measure
WHO Phase
If possible 6/ 1. Increase
(encourage case to | USG Stage 4/ WHO/USG Stage
| , self isolate). If self- | SC Stage 5a makes further
solation of . . ) X . . i
. isolation not (first case in Epi reports from isolation
symptomatic . . . :
: o possible and early SQC) hospital/healthcare | impractical for
confirmed or high risk . ; .
case ~in pandemic _ d!se_ase con'grol 2.
issuance of a Public Limited staffing
Health Ordered for identification
Isolation and/or monitoring
of isolation
Recommended for
less than or equal
to twelve (12) WHO Phase
weeks 6/ Trigger:
Closure of schools to USG Stage 5/ | Localized clusters
slow spread of (must consider SC Stage 5b | of cases in SC Confirmed end of
infection benefit of closing | (localized pandemic or
schools in terms of | clusters in Additional possible | identification that
(See also table “Use congregate SC) triggers: this community
of Child Social exposure versus -absenteeism mitigation
Distancing interaction if -insufficient staff measure is not
Interventions by children out of due to iliness to effective for
Pandemic Severity”) school associate ensure safety of limiting disease
with children they children transmission.
would not associate
with in school)
Respiratory WHO Phase Seasonal flu
hygiene/cough Yes 3/USG Stage n/a
i outbreaks
etiquette 1/
Face coverage or Use in appropriate WHO Phase Confirmed human

surgical/procedure

settings such as

6/USG Stage

outbreak in SC;

Confirmed end of
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Measure Recommendations | Implemented Trigger Cessation of
during Measure
masks for confirmed | home when around | 5/SC Phase suspect case pandemic or
cases others 5a (first case exhaustion of
in SC) resources
necessitating
additional
recommendations
for alternate
barrier protection
Face coverade or WHO Phase Confirmed end of
suraicall rocgdure 6/USG Stage pandemic or
gica’p Consider/ 5/SC Phase , exhaustion of
masks for ; . Confirmed human
i Surgical masks 5a (first case . . resources
asymptomatic closely . ) outbreak in SC; o
should be used in in SC) necessitating
exposed persons (to . suspect case "
' HC settings additional
a confirmed case or a recommendations
high risk suspect) for alternate
barrier protection
WHO Phase Confirmed human
6/USG Stage | outbreak in SC Confirmed end of
Face coverage or Consider in some 5/SC Phase pandemic or
surgical/procedure settings (i.e., when 5a (first case exhaustion of
mask for ; gs (e, w in SC) resources
. in large gatherings .
asymptomatic where close contact necessitating
unexposed persons is anticipated) additional
P recommendations

for alternate
barrier protection

WHO Phase
- 6/USG Stage Confirmed end of
Recommend avqldl_ng 5/SC Phase Confirmed human | pandemic
close contact with ill Yes i Ki
persons 5a ( |r§t C;:)ase outbreak in SC
in
No (but in certain | WHO Phase
high risk settings 6/USG Stage Confirmed end of
may consider); 5/SC Phase pandemic or lack

Tracing and follow-up
of contacts of
confirmed cases

Based on number

of contacts under
surveillance and

ability to rapidly
trace contacts

5a (first case
in SC)

First confirmed
case of novel virus
in state

of resources to
continue patient
tracking and
follow-up of
contacts

Tracing and follow-up
of contacts of high
risk suspect case

Yes, for first several
suspected human
case identified in

South Carolina
where
epidemiologic
evidence (i.e. travel

HX) suggests strong
probability of case

confirmation.

WHO Phase
6/USG Stage
5/SC Phase
5a (first case
in SC)

First several
suspected human
identified in South

Carolina

Confirmed end of
pandemic or lack
of resources to
continue follow-
up of contacts to
suspect cases in
lieu follow-up of
contacts to
confirmed cases
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Measure Recommendations | Implemented Trigger Cessation of
during Measure
Voluntary quarantine WHO Phase
of healthy close 6/USG Stage First confirmed Confirmed end of
contacts of a Possibly 5/SC Phase case of novel virus pandemic
confirmed case or 5a (first case in state
high risk suspect in SC)
. . WHO Phase
Vg;ﬂ;?é%';géa;gzeof 6/USG Stage First confirmed Confirmed end of
Yes 5/SC Phase case of novel virus pandemic

contacts of a
confirmed case

5a (first case
in SC)

in state

Based on CDC

First confirmed

recommendations/ | WHO Phase case of pandemic | Confirmed end of
. Suspect cases 6 worldwide or pandemic or
Restrict travel : :
should not travel — Recommendations | recommendations
all phases; refer to made buy the WHO made by the
CcDC and/or the CDC WHO and/or the
CDC.
Recommend First confirmed
deferring WHO Phase . Confirmed end of
Yes case of pandemic .
unnecessary travel to 6 worldwide pandemic
affected areas
Yes: WHO Phase First human case in Confirmed end of
Infection control Droplet/standard 6/USCZStage North America pandemic
Yes:
Surgical masks for | WHO Phase
confirmed cases or 3 Confirmed end of
high risk suspect pandemic
cases;
Consider surgical
masks or N95
respirator for
asymptomatic
closely exposed Bolster efforts
. persons to a . " o
Promote respiratory X intensified with first
. confirmed case or a .
hygiene/cough L human case in
. high risk suspect, i
etiquette : X North America
including home-
based caregivers;
Consider surgical
mask or N95
respirator,
depending on
availability, mask
for asymptomatic
unexposed persons
in settings involving
close contact
Cancel non-essential Recommend Based on
large public WHO Phase epidemiologic
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Measure Recommendations | Implemented Trigger Cessation of
during Measure
gatherings 6/USG Stage evidence (i.e. Confirmed end of
5/SC Phase classification may pandemic or
5c include # of identification that
(widespread confirmed this community
cases in SC) | cases/100,000 pop mitigation
within measure is not

city/jurisdiction)

effective for
limiting disease
transmission.

WHO Phase Telecommutin
6/USG Stage teleconferencir? ’
5/SC Phase N9 Confirmed end of
Based on epi of .
5c ; pandemic or
" : cases could include | . e
Recommend "snow (widespread ' identification that
" Recommend . # of confirmed . :
days cases in SC this community
cases/100,000 pop NS
e mitigation
within measure is not
city/region/etc. effective for
limiting disease
transmission.
Establish influenza Cases identified
hotlines or automated Yes WHO Phase within US Confirmed end of
information lines (2-1- 6/USG Stage pandemic
1) 4
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V.

Isolation and Quarantine

Description of Planning Activities:

DHEC Division of Acute Disease Epidemiology (DADE) and the DHEC Office of General
Counsel are responsible for development of the process to identify cases of novel influenza
and implement procedures for isolation/quarantine.

DADE has implemented educational programs for healthcare providers and systems
regarding the notification process that includes Health Alert Network (HAN) advisories,
updates and alerts to all medical offices and hospitals concerning public health matters,
including notification of the identification of a novel influenza virus. Until January 2008, the
HAN system was composed only of a rapid dialogic fax system. The notification is now
made through the HAN/REACHSC web portal.

In the case of a suspected novel virus, alerts to all healthcare providers would be provided via
the Health Alert Network advisories, updates and alerts by means of the HAN/Reach SC
portal. This web portal usage was launched effective January 2008 and will provide a more
direct, effective means of rapid information distribution than blast faxes.

At the core of the process is an educational system in which regional epidemiology nursing
staff and public health clinical liaisons, meet individually with local health care providers and
their staff to recruit participation in the ILI surveillance network and influenza culture testing
through the state Bureau of Labs and to provide education on the process to notify DHEC of
suspected novel influenza cases.

The public health clinical liaisons provide training and information sessions in medical
practices regarding the need for pandemic influenza preparedness for infection control, surge
capacity, COOP planning and pandemic messages for their patients. The public health
clinical liaison training module includes a section on infection control and triage. It is
recognized that one of the surge issues for health care providers, even private medical
practices, will be the need for the triaging of patients. Part of the education and training
provided by the PHCLSs is a plan for medical practices to triage patients to determine the best
disposition for appropriate care.

The system currently in place for influenza monitoring includes a volunteer influenza
monitoring network and an influenza-like illness network. The voluntary influenza
monitoring network consists of two components: 1) submission of specimens for viral
culture and isolation and 2) monitoring and reporting of influenza-like illness (ILI). These
voluntary networks provide information on influenza virus strain and subtype and influenza
disease burden. Providers are encouraged to enroll in one of both voluntary monitoring
systems. Providers wishing to enroll complete a provided form or contact DADE.

The influenza-like illness network monitors the number of patients presenting with influenza-
like symptoms in the absence of another known cause. ILI is defined as fever (temperature
of > 100°F) plus either a cough and/or a sore throat in the absence of another known cause.
Providers submit weekly reports to the CDC of the total number of patients seen each week
stratified by age group. (Seasonal Influenza Surveillance,
www.scdhec.gov/health/disease/han/docs/DHA-Flu%202007-08.pdf)
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The strategy for preparedness for a pandemic is to first educate and recruit healthcare
providers to participate in the ILI surveillance network, using the same reporting procedures
that would be established in the case of a novel virus.

As mentioned in Section 1V, the OGC conducted multiple legal training sessions throughout
the State during 2007. The training session focused on South Carolina’s Emergency Health
Power Act and DHEC isolation and quarantine authorities would be implemented during an
influenza pandemic. Special emphasis was put on defining isolation and quarantine,
describing the different types of orders that would issue, and how such community mitigation
strategies would affect hospitals and other local response partners. While the local isolation
and guarantine training sessions were being conducted, the OGC was working with DADE to
develop new pandemic influenza procedures for issuing isolation and quarantine orders.
These procedures were approved by DHEC management in November 2007, and a series of
eight drills to exercise the new procedures in each DHEC public health region were begun in
December 2007. Following the conclusion of the drills in February 2008, the OGC will be
coordinate a series of meetings with hospitals and other local responders to discuss more
details about isolation and quarantine, specifically focusing on DHEC’s new procedures and
how they will impact local communities. The 2007 training sessions were intended to lay the
groundwork for this second set of isolation and quarantine training sessions. On January 22,
2008, the OGC met with the South Carolina Hospital Association to begin planning these
sessions.

The DHEC Office of Public Health Social Work (OPHSW) is responsible for the planning,
development, and administration of social work services within the public health system.
The OPHSW in addition to assuring that emergency preparedness information be provided to
all the agencies social work staff, planned and coordinated statewide training for additional
public health and medical personnel, first responder groups and external behavioral health
professionals about the potential psychosocial and behavioral health consequences of a
pandemic. This training included specific discussion about behavioral issues related to
isolation and quarantine.

In addition the OPHSW has worked with the SC Department of Mental Health and other
organizations and agencies to form local behavioral health teams in areas across the state.
These teams could be mobilized to provide psychological support to victims and/or
responders when a pandemic occurs.

Identification of Novel Virus/Implementation of Isolation:

DHEC had developed isolation and quarantine order issuance procedures and orders for the
initial cases and clusters of avian or novel influenza A. The procedures include
epidemiologic investigation of both suspected cases and close contacts. These procedures
collaborate with DHEC legal counsel, epidemiology outbreak response teams and local law
enforcement for assurance for compliance with such orders.

DHEC informs healthcare providers through HAN/Reach SC of the latest clinical criteria for
diagnosis of potential avian and novel influenza A human cases. DHEC has and continues to
utilize the latest CDC and WHO guidance for both clinical and epidemiologic criteria of
potential avian or novel influenza A human cases.
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Current Proposed CDC/Influenza Division Case definitions for H5N1

Confirmed Case

Clinical Criteria
Documented temperature >38 C (>100.4 F) and one of the following:

Suspect Case

And

cough, sore throat, and/or respiratory distress

Epidemiologic Criteria
One of the following exposures within 10 days of onset:

And

Direct exposure to sick or dead domestic poultry

Direct exposure to surfaces contaminated with poultry feces

Consumption of raw or partially cooked poultry or poultry products.

Close contact (within 3 feet) of an ill patient with confirmed or suspected avian
influenza A (H5N1) infection.

Works with live HPAI (H5N1) virus in a laboratory.

Laboratory criteria
Positive for avian influenza A (H5N1) virus by one of the following methods:

Positive RT-PCR for H5N1
Isolation of H5N1 from viral culture

4 fold rise in H5N1 specific antibody titer by microneutralization assay in paired

sera
Positive IFA for H5 antigen using H5N1 monoclonal antibodies

Clinical criteria:
Documented temperature >38 C (>100.4 F) and one of the following:
cough, sore throat, and/or respiratory distress AND

Epidemiologic criteria:

One of the following exposures within 10 days of onset:

Direct exposure to sick or dead domestic poultry

Direct exposure to surfaces contaminated with poultry feces
Consumption of raw or partially cooked poultry or poultry products
Close contact (within 3 feet) of an ill patient with confirmed or suspected avian influenza
A (H5N1) virus infection

Works with live HPAI (H5N1) virus in a laboratory

Laboratory critieria:
Laboratory test for avian influenza A (H5N1) is pending, inadequate or unavailable
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Implementation of the process to issue isolation and quarantine orders includes the
conducting of telephone exercises in all public health regions of rapid public health
containment and mitigation responses to reports of suspected avian or novel influenza A
patients from healthcare providers (conducted December through February 2008).

Based on information provided by DHEC, or a suspect case of novel Influenza A virus
identified by a local healthcare provider, the healthcare provider will notify DADE via
telephone to trigger an epi investigation and submission of sample to the DHEC Bureau of
Laboratories will be made simultaneously. (Positive identification of the virus will be made
by six hours following submission of the sample.) Following consultations with appropriate
DHEC officials (see Pandemic Influenza Standard Operating Procedures (SOPs) — 1.
Pandemic Influenza Disease Surveillance), a determination will be made regarding isolation
prior to definitive lab results.

These DHEC procedures allow for prompt epidemiologic investigation and isolation of cases
either in medical facilities or at home, as medically appropriate. The status of hospitalized
cases will be monitored via telephone or fax by DHEC public health outbreak teams. The
status of home isolated cases will also be monitored via telephone interview by public health
outbreak response teams.

During phases 4 and 5, isolation and quarantine will be used to help identify and confirm cases
and slow the initial spread of the disease. Suspect cases will be isolated at hospitals on a
temporary basis while specimens are collected and sent to the DHEC Bureau of Laboratories for
testing. Isolation of suspect and confirmed cases will be mandatory. Meanwhile, an
epidemiological investigation will identify close contacts for possible quarantine. DHEC will
initially pursue consent quarantines, but will issue mandatory orders if necessary. DHEC will
quarantine close contacts at home if at all possible. As required by South Carolina law, DHEC
will monitor the health of individuals under quarantine and assure isolation if the individuals
become symptomatic.

Isolation

The purpose of isolation is to reduce influenza transmission by separating ill and infected
persons from others, providing medical care to the sick person, and protection those in close
contact with PPE. Isolation will be implemented on an as needed basis, with consultation among
state and local public health officials. Isolation will generally happen in hospitals and other
health care facilities.

The process of isolating suspect cases will probably begin with a disease report call from a
hospital or other health care facility. DHEC has a 24-hour disease reporting system in place that
is staffed by Disease Surveillance Response Coordinators (DSRC). DHEC has created a new
“Novel Virus / Pandemic Influenza Isolation and Quarantine Information Form” that the DSRCs
will use to collect information about the suspect case. After gathering the information, the
DSRC will contact the Regional Health Director, the Regional Medical Director, and other
regional managers and discuss the situation. The Regional Health Director is then required to
consult DADE.
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The sharing of information regarding ill persons between employers, hospitals, clinical facilities
and health departments is governed by DHEC’s Health Records Policy Manual. This Manual
has plans and procedures for sharing information about individuals under isolation and treatment.
When responding to requests to share information, DHEC will also have to consider applicable
state and federal privacy laws.

Quarantine
Quarantine of groups of exposed persons:

The purpose of quarantine is to reduce influenza transmission by separating exposed persons
from others, monitoring exposed persons for symptoms, and providing medical care and
infection control precautions as soon as symptoms are detected. Quarantine will be implemented
on an as needed basis, with consultation among state and local public health officials (Pandemic
Influenza Standard Operating Procedures (SOPs) — VIII. Community Disease Control and
Prevention).
Groups that might be quarantined include persons who might have been exposed to
confirmed or suspected pandemic-strain influenza case via:
e Family members,
* At a public gathering,
 On an airplane or cruise ship or other mode of transportation,
* At their school or workplace,
* Healthcare providers who work at a facility where influenza cases receive care

Group quarantine (like patient isolation) is optimally performed on a voluntary basis, in
accordance with instructions of healthcare providers and health officials. Basic legal authority to
compel mandatory isolation and quarantine of individuals and groups when necessary to protect
the public’s health is provided under law and regulation:
e DHEC Home or Hospital Isolation PHO SC Code 8§ 44-4-110, -140 44-4-
130(N), -510, -530, -540,
e DHEC Home or Hospital Quarantine PHO SC Code 88 44-4-110, -140, 44-4-
130(N), -510, -530, -540,
e DHEC Geographic or Facility Quarantine PHO,
e SC Code 8§ 44-4-110, -140 -300, -530.
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RECOMMENDATIONS FOR QUARANTINE

General considerations and actions during quarantine

» Monitor each quarantined person daily, or more frequently if feasible, for fever,
respiratory symptoms, and other symptoms of early influenza disease.
» Monitor compliance with quarantine through daily visits or telephone calls.
* Provide a hotline number for quarantined persons to call if they develop symptoms or
have other immediate needs.
 If a quarantined person develops symptoms suggestive of influenza, arrangements
should be in place for separating that person from others in quarantine and ensuring
immediate medical evaluation.
* Provide persons in quarantine with all needed support services, including 1)
psychological support, 2) food and water, 3) household and medical supplies, and
4) care for family members who are not in quarantine. Financial issues, such as
medical leave, may also need to be considered.
* Collect data related to quarantine activities to guide ongoing decision-making including
information on each person quarantined:
* Relationship to the case-patient
* Nature and time of exposure
» Whether the contact was vaccinated or on antiviral prophylaxis or using PPE
* Underlying medical conditions
* Number of days in quarantine
» Symptom log
* Basic demographics
» Compliance with quarantine

Based on current available data, the recommended duration of quarantine for influenza is
generally 10 days from the time of exposure. (This period may be adjusted based on available
information during a pandemic.) At the end of the designated quarantine period, contacts should
have a final assessment for fever and respiratory symptoms. Persons without fever or respiratory
symptoms may return to normal activities.

Home quarantine

Whenever possible, contacts should be quarantined at home. Home quarantine requires the
fewest additional resources, although arrangements must still be made for monitoring patients,
reporting symptoms, transporting patients for medical evaluation if necessary, and providing
essential supplies and services. Home quarantine is most suitable for contacts with a home
environment that can meet their basic needs and in which unexposed household members can be
protected from exposure. Other considerations include:

* Persons in home quarantine must be able to monitor their own symptoms (or have them
monitored by a caregiver).

* The person’s home should be evaluated for suitability before being used for quarantine,

using a questionnaire administered to the quarantined person or the caregiver.

* Quarantined persons should minimize interactions with other household members to
prevent exposure during the interval between the development and recognition of
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symptoms. Precautions may include 1) sleeping and eating in a separate room, 2) using
a separate bathroom, and 3) appropriate use of personal protective equipment.

» Persons in quarantine may be assessed for symptoms by either active or passive
monitoring. Active monitoring of contacts in quarantine may overcome delays
resulting from the slow onset of symptoms or denial among those in quarantine.

» Household members may go to school, work, etc., without restrictions unless the
quarantined person develops symptoms. If the quarantined person develops

symptoms, household members should remain at home in a room separate from the
symptomatic person and await additional instructions from health authorities.

» Household members can provide valuable support to quarantined persons by helping
them feel less isolated and ensuring that essential needs are met.

» Immediate and ongoing psychological support services should be provided to minimize

psychological distress.

* Quarantined persons should be able to maintain regular communication with their loved

ones and healthcare providers.

Quarantine in designated facilities

In some cases, affected persons may not have access to an appropriate home environment for
quarantine. Examples include travelers; persons living in dormitories, homeless shelters, or other
group facilities; and persons whose homes do not meet the minimum requirements for
quarantine. In other instances, contacts may have an appropriate home environment but may not
wish to put family members at risk. In these situations, health officials should identify an
appropriate community-based quarantine facility. Monitoring of quarantined persons may be
either passive or active, although active monitoring may be more appropriate in a facility setting.
Facilities designated for quarantine of persons who cannot or choose not to be quarantined at
home should meet the same criteria listed for home quarantine. Evaluation of potential sites for
facility-based quarantine is an important part of preparedness planning.

Working quarantine

This type of quarantine applies to healthcare workers or other essential personnel who are at
occupational risk of influenza infection. These groups may be subject to quarantine either at
home or in a designated facility during off-duty hours. When off duty, contacts on working
quarantine should be managed in the same way as persons in quarantine at home or in a
designated facility. Local officials should:

» Monitor persons in working quarantine for symptoms during work shifts

* Promptly evaluate anyone who develops symptoms

* Provide transportation to and from work, if needed

* Develop mechanisms for immediate and ongoing psychological support

At the end of the designated quarantine period, contacts should receive physical (fever and
respiratory symptoms) and psychological health assessments. Persons without fever or
respiratory symptoms may return to normal activities. Persons who exhibit psychological distress
should be referred to mental health professionals for additional support services.
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Care of Persons in Quarantine

The South Carolina Emergency Health Powers Act (Section 44-4-100) requires that DHEC care
appropriately for citizens who have been isolated or quarantined:

“Section 44-4-530. (A) During a public health emergency, DHEC may isolate or
quarantine an individual or groups of individuals. This includes individuals or groups who have
not been vaccinated, treated, tested, or examined pursuant to Sections 44-4-510 and 44-4-520.
DHEC may also establish and maintain places of isolation and quarantine, and set rules and
make orders.

(B) DHEC must adhere to the following conditions and principles when isolating or
quarantining individuals or groups of individuals:

....(6)the needs of persons isolated and quarantined must be addressed in a systematic and
competent fashion including, but not limited to, providing adequate food, clothing, shelter,
means of communication with those in isolation or quarantine and outside these settings,
medication, and competent medical care;

(7)premises used for isolation and quarantine must be maintained in a safe and hygienic
manner and be designed to minimize the likelihood of further transmission of infection or other
harms to persons isolated or quarantined; and

(8)to the extent possible, cultural and religious beliefs must be considered in addressing the
needs of the individuals and establishing and maintaining isolation and quarantine premises.”

To do this, DHEC will rely on standard emergency operating procedures and mutual aid as
provided in the South Carolina Emergency Operations Plan. The Emergency Support Function
(ESF) concept tasks state and federal agencies to provide and/or coordinate certain resources in
response to emergencies or disasters. ESF-6, Mass Care, is headed by the South Carolina
Department of Social Services and supported by The American Red Cross, The Salvation Army,
the SC Department of Health and Human Services, DHEC, Department of Probation, Parole, and
Pardon Services and the Lieutenant Governor’s Office on Aging. This ESF traditionally
supports citizens in sheltering situations and mass provision of food. DHEC would call upon the
assistance of representatives of this emergency support function to attend to the non-health
related needs of persons in isolation and quarantine.

Persons in quarantine (as well as persons in isolation) receive printed materials “Pandemic Stress
Tips” and “Home Care Brochure.” (See Attachments 4 and 5). Additionally, a video on “Home
Care During a Pandemic” is available for distribution. In addition to being provided with printed
guidance on necessary psychological and physical care, persons in quarantine are provided with
a hotline (2-1-1) to provide them information about when and where to seek medical and/or
psychological attention.
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VI.  Community Social Distancing
Description of Planning Activities:

Community mitigation education and planning activities are coordinated through several DHEC
and stakeholder committees. The membership of the Training and Advisory Subcommittee
consists of members of the business, faith, education and other non-profit public and private
sectors. This committee develops and recommends strategies and training for the community on
pandemic preparation.

The Pandemic Influenza Community Outreach Planning Committee, an internal DHEC planning
group assists the Division of Media Relations in developing the ideas and products for education
to the community regarding community mitigation. (See Section V).

A DHEC Speakers Bureau and regional pandemic influenza outreach coordinators have
conducted educational presentations throughout communities in South Carolina. It is intended
that education regarding the highly contagious nature of a pandemic and the community
mitigation measures that may be implemented to contain the disease are part of the pre-pandemic
planning process to mitigate the disease. Education prior to a pandemic provides the public with
knowledge already in place to assist in mitigation efforts.

A newly established Emergency Support Function within the State Emergency Operations
Center for Businesses (ESF-24) will provide a direct link to statewide businesses in pandemic
communication and support. ESF-24 provides input and support during a declared pandemic
emergency.

See also Section VIII. Community Mitigation Communications.

Community-based mitigation: measures and indications for use

Implementation will be based on surveillance data and feasibility, as well as concern regarding
not implementing measures that may be more disruptive to societal operations than pandemic
influenza they are attempting to control.

Measures that apply to use of specific sites or buildings
Two ways of increasing social distance are to cancel events and close buildings or to restrict
access to certain sites or buildings. These measures are sometimes called “focused measures to
increase social distance.” Depending on the situation, examples of cancellations and building
closures might include:

» Cancellation of public events (concerts, sports events, movies, plays)

* Closure of recreational facilities (community swimming pools, youth clubs,

gymnasiums)

Measures that affect communities

Measures that affect entire communities (including both exposed and non-exposed persons),
include:
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 Promotion of community-wide infection control measures (e.g., respiratory
hygiene/cough etiquette)

* Snow days

* Closure of office buildings, shopping malls, schools, and public transportation

As community outbreaks of pandemic influenza occur, community-wide infection control
measures may decrease the overall magnitude of the outbreak. Community-based measures may
also include school closures, “snow days”, etc. (i.e. social distancing measures).

Community-wide infection control measures
Throughout a pandemic, public health authorities will encourage all persons with signs and
symptoms of a respiratory infection, regardless of presumed cause, to:
* Cover the nose/mouth when coughing or sneezing.
* Use tissues to contain respiratory secretions.
* Dispose of tissues in the nearest waste receptacle after use.
* Perform hand hygiene after contact with respiratory secretions and contaminated objects
or materials.

Persons at high risk for complications of influenza will be advised to avoid public gatherings
(e.g., movies, religious services, public meetings) when pandemic influenza is in the community.
They should also avoid going to other public areas (e.g., food stores, pharmacies); the use of
other persons for shopping or home delivery service is encouraged.

Snow days

Implementation of “snow days”—asking everyone to stay home—involves the entire community
in a positive way, is acceptable to most people, and is relatively easy to implement. Snow days
may be instituted for an initial 10-day period, with final decisions on duration based on an
epidemiologic and social assessment of the situation. The public will be instructed in the
acquisition and storage of necessary provisions including type and quantity of supplies needed
during snow days. Snow days can effectively reduce transmission without explicit activity
restrictions (i.e., quarantine). Consideration will be given to personnel who maintain primary
functions in the community (e.g., law enforcement personnel, transportation workers, utility
workers [electricity, water, gas, telephone, sanitation]). Compliance with snow days might be
enhanced by “self-shielding” behavior (i.e., many people may stay home even in the absence of
an official snow day [“reverse quarantine]).

School Closure (See also Section VI-Dismissal of Schools and Closure of Child Care
Programs)

Although data are limited, school closures may be effective in decreasing spread of influenza and
reducing the overall magnitude of disease in a community. In addition, the risk of infection and
illness among children is likely to be decreased, which would be particularly important if the
pandemic strain causes significant morbidity and mortality among children. Children are known
to be efficient transmitters of seasonal influenza and other respiratory illnesses. Anecdotal
reports suggest that community influenza outbreaks may be limited by closing schools. Results
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of mathematical modeling also suggest a reduction of overall disease, especially when schools
are closed early in the outbreak. During a Pandemic Period, parents should be encouraged to
consider child care arrangements that do not result in large gatherings of children outside the
school setting.

Since school closures may be effective in slowing down influenza transmission in the
community, and certain school buildings must be adapted to other purposes, a plan for school
closures for a two-week period of time at the exponential phase of influenza transmission. This
containment plan is based on the premise that the most impact from school closure can be
achieved during the exponential phase of the initial wave of pandemic influenza. This plan is
certainly subject to change based on new models of transmission and empiric observations.

Scaling back community containment measures
The decision to discontinue community-level measures must balance the need to lift individual
movement restrictions against community health and safety. Premature removal of containment
strategies can increase the risk of additional transmission. Decisions will be based on evidence of
improving local/regional control, such as:

» Consistent decrease in the number of confirmed cases

* Reduction in the number of probable and known cases

» Effective protective countermeasures are in place (e.g., high coverage with a pandemic

influenza vaccine)

Triggers for Implementation of Mitigation Strategy

As outlined in Section II: Introduction of this narrative, South Carolina has identified pandemic
stages to correlate with the WHO and USG Pandemic stages. The South Carolina identification
of stages will provide the triggers for DHEC to activate the initiation of activities in specific
pandemic influenza standard operating procedures.  Identification of a suspected case will be
communicated from the local (regional) public health region to the state DADE epidemiologist
on-call.

VI.  Dismissal of School and Closure of Child Care Programs
Description of Planning Activities:

The DHEC Division of Acute Epidemiology (DADE) and the South Carolina Department of
Education (SCDE) Office of Youth Services Healthy Schools Program began meeting in 2006 to
develop recommendations for school closure during a pandemic. South Carolina is a home rule
state; the SCDE does not have legal authority over the local school districts to close schools. If a
state of emergency is declared by the Governor, or the Emergency Health Powers Act is
instituted or a public health emergency is declared by DHEC, then closure of the schools at a
state level may be implemented.

In response to the need to develop guidelines for schools during a pandemic a School Closure
Task Force was developed. Membership of this task force consists of four members from
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DHEC, five school members, Governor’s Office, SC Department of Social Services (child care),
SC Department of Commerce, SC Department of Public Safety, and one media partner. This task
force is responsible for addressing issues such as determining criteria for school closure and re-
opening, determining which jurisdiction(s)/schools will be closed, continuation of education and
services during a pandemic school closure, and other guidelines governing the operation or
closure of schools during a pandemic.

Definition of School Closure

“School Closure” in pandemic planning is defined as dismissal of classes, as well as extra-
curricular and co-curricular activities. No in-service or workday activities are scheduled, nor are
any other education-related activities scheduled which would be likely to put large numbers of
persons into close contact. Local School Districts will determine how and whether facilities are
to be used for any essential administrative activities mandated by their Continuity of Operations
Plans (COOPs.) “School Closure” does not preclude the use of school facilities for other
pandemic response activities including, but not limited to immunization or antiviral distribution
clinics or their use by health care facilities as Alternate Care Sites.

Philosophical Considerations for Closure and Opening of Schools

School Closure

Although data are limited, school closures may be effective in decreasing spread of influenza and
reducing the overall magnitude of disease in a community. In addition, the risk of infection and
iliness among children is likely to be decreased, which would be particularly important if the
pandemic strain causes significant morbidity and mortality among children. Children are known
to be efficient transmitters of seasonal influenza and other respiratory illnesses. Anecdotal
reports suggest that community influenza outbreaks may be limited by closing schools. Results
of mathematical modeling also suggest a reduction of overall disease, especially when schools
are closed early in the outbreak. During a pandemic period, parents should be encouraged to
consider childcare arrangements that do not result in large gatherings of children outside the
school setting.

Since school closures may be effective in slowing down influenza transmission in the
community, and certain school buildings must be adapted to other purposes, initial planning for
school closures called for one or more two-week closure periods at the exponential phase of
influenza transmission. This was based on the premise that the most impact from school closure
can be achieved during the exponential phase of the initial wave of pandemic influenza. Most
recently, however, planning has increased to four-week closures based on recommendations for
containment measures for various Pandemic Severity Indices. However, a two-week closure
may be used as a containment measure in a Category 1 Pandemic, even though current planning
guidance states that closure in Category 1 is “generally not recommended.”

Scaling Back Community Containment Measures

The decision to discontinue community-level measures must balance the need to lift individual
movement restrictions against community health and safety. Premature removal of containment
strategies can increase the risk of additional transmission. Decisions will be based on evidence
of improving local/regional control, such as:
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e Consistent decrease in the number of confirmed cases
e Reduction in the number of probable and known cases

e Effective protective countermeasures are in place (e.g., high coverage with a
pandemic influenza vaccine)

If schools were closed locally for protective sequestration, they may be re-opened by the local
superintendent at any time. However, if a gubernatorial closure order is in place or a state of
emergency has been declared, in practical, if not legal fact, school closure and re-opening
decisions will be the purview of the governor.

Considerations for Closure of Out-of-Home Childcare Centers

Financial hardship, rather than epidemiological criteria, may affect the timing and scope of
closure of childcare. In a Category 1 Pandemic (often described as a normal, bad flu season), the
loss of income for parents will be an important consideration, and may be separated from the
school and college/university closure declarations.

Private and non-profit child care centers follow the lead of the district public schools when
closing.

Planning Assumptions for SC Pandemic School Closure

Epidemiological Criteria
Current planning assumes that schools and public health will have access to and share data related to the
community containment triggers identified in the table below:

e Two-fold increase in reports of Influenza-like illness (ILI)

o Similar increase in syndromic surveillance for febrile respiratory illness

e Excessive student absenteeism (no percentage has yet been identified — baseline absenteeism
rate is 2.5%)

o Insufficient faculty and staff present, due to illness or other causes, to assure safe operation of
schools

If these, or any other closure criteria identified by the SC School Closure Task Force are
identified, the State Epidemiologist will convene the School Closure Executive Committee to
recommend to the Governor that all schools be closed, statewide. Current planning also assumes
that this closure will include:

o All public, private and parochial schools serving students in grades Pre-K through 12
e Licensed out-of-home childcare centers

e Colleges and universities, unless all education can be accomplished without student
congregation.

39



Current planning with the SC Department of Education demonstrates a preference for a
statewide, gubernatorial order for school closure, rather than regionally based closure decisions.
It also assumes statewide re-opening or schools.

Protective Sequestration

A second trigger for school closure may be the goal of protective sequestration, i.e., preventing
the spread of illness at school based on forecasts of imminent spread of disease and based on epi
of surrounding states or regions. This closure may be accomplished at the local school district
level, by powers reserved to the local school district superintendent. It may also become a
recommendation of the School Closure Task Force for a gubernatorial closure order.

! A discussion of the legal authorities for closure, and/or the declaration of states of emergency or

invocation of the Emergency Health Powers Act is beyond the scope of this summary.
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Use of Child Social Distancing Interventions by Pandemic Severity

The table that follows depicts DHEC’s implementation of child social distancing in the WHO,
U.S., and South Carolina Pandemic Phases in accordance with the CDC Pandemic Severity
Index. This table may change as CDC guidance changes, and as more is known about the
effectiveness of non-pharmaceutical interventions and the epidemiology of a novel or pandemic
influenza virus.

SC Stage 5¢ No Rec. for, Considers . Reg¢ommend
WHO Phase U.S. Stage WidespregtqaegpihSosiagerolina School closﬁﬁam e %SéFverlty Ind%%:(hool closure:
PSI 12 gl@fgeaﬁ& 3% | HAWeskss*
VVCTRS
WHO Phase 6 U.S. Stage 3 SC Stage 3 Recommend Urge school
Efficient and Widespread Sustained Human-to-Human Restrictions on | Urge school activity
Sustained Human- | Human Transmission Overseas school activity Restrictions
to-Human Outbreaks in activities Restrictions <12 weeks
Transmission Multiple <4 weeks
I aeratinne
Overseas
U.S. Stage 4 SC Stage 4°
First Human Suspected/Confirmed Case in North
Case in North America
America
SC Stage 4a Consider® restrictions’ on school activities,
1* Case CDC Region IV, not in SC especially any involving travel in or to affected
areas.
U.S. Stage 5 SC Stage 5 Consider restrictions on school activities.
Spread Widespread Outbreak in U.S.
Throughout :
us. SC Stage 5a School Closure not recommended in Stage 5a.
First case In South Carolina s
Recommend Urge school
Consider school Restrictions:
Restrictions Restrictions: <12 Weeks
<4 Weeks
SC Stage 5b No Rec. for Consider Recommend
Localized clusters in South Carolina School closure | school school closure:
closure: <4 <12 Weeks
Weeks
Considers Urge school
Restrictions on | Recommend Restrictions:
school school <12 Weeks
activities Restrictions:
<4 Weeks

! For all PSI levels, DHEC will be reissuing and reemphasizing infection control guidance based on the
epidemiology of the disease and the progression of the disease across the United States (droplets v. airborne
transmission).

2 For an Influenza Pandemic with a Pandemic Severity Index of 1, SCDHEC anticipates that it will not recommend
school closures.
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® For an Influenza Pandemic with a Pandemic Severity Index of 2 or 3, SCDHEC anticipates that it will consider the
flowing surveillance triggers prior to recommending school closures: (1) a two-fold increase in ILI reports; (2) a
similar increase in syndromic surveillance of febrile respiratory illnesses; (3) excessive student absenteeism; and (4)
insufficient school staff due to illness to ensure safety of children

*For an Influenza Pandemic with a Pandemic Severity Index of 4 or 5, SCDHEC anticipates a pre-emptive closure
recommendation based on the epidemiology of the disease and the progression of the disease across the United
States.

® If the first human case in North America is in South Carolina, the South Carolina Response Stage would
immediately jump from SC Stage 3 to SC Stage 5a.

® Consider means that SCDHEC will decide on a recommendation to implement or not to implement the specified
containment measure.

" Restrictions on school activities: For the purposes of this plan, these include canceling or curtailing extra-
curricular and co-curricular activities for students, especially if travel to or within affected areas would be required.
Activities which bring persons from the community (other than students, faculty/staff and parents) into the school
facility may be curtailed or cancelled. Consideration should also be given to curtailing any school-sponsored or
sanctioned travel by faculty or staff.

Nutrition Considerations

Estimates provided in December 2007 by the National Governor’s Association Center for Best
Practices indicate that there are 701,544 children in South Carolina in public school, grades Pre-
K through 12, and 67,453 staff. 171,942 SC children (24.5 percent) of these students participate
in the free and subsidized school breakfast and lunch program.

USDA September 2007 numbers further show that 469,481 students (66.9%) participate in the
school lunch program. A 15% “cushion? added to these numbers yields over 737,000 meals
served each day to SC children in public schools. In a theorized four-week closure for a
Category 2 or 3 Pandemic, 14,752,729 meals that would normally be served at school will be
missed. This loss of a resource will be felt most strongly in food-insecure households, whose
school-age children are often routinely supplied with additional foods during breaks and
vacations by the school or through community food bank or Red Cross programs.

Planning for alternative food programs for these children is addressed in continuity of operations
planning by the SC Department of Education.

2 Numbers of school meal participants on the USDA website often vary by up to 15% month-to

month. Adding 15% gives us a better estimate for planning.
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VIIl. Community Mitigation Communications:
Description of Planning Activities:

Planning for informational pieces and strategies is overseen by DHEC Division of Media
Relations. This division coordinates the pandemic communication mitigation strategy. It is also
the Division responsibility for insuring that accurate and timely communication is delivered
through effective and prompt channels.

During the planning process, several committees and divisions provided the knowledge base and
assistance to the Division of Media Relations in the development of messages and production of
materials.

The Health Services Deputyship area of DHEC hosts a group that generally meets weekly to
discuss pandemic influenza issues and develop policies and procedures related to the disease.
This group is composed of representatives from epidemiology, vaccine distribution, social work,
public health preparedness, nursing, school nursing, public information and legal. The
membership of this committee also acts as a focus group for materials produced by the Division
of Media Relations.

The Pan Flu Outreach Committee (discussed earlier) assists in determining the communication
needs of the regional DHEC offices and acts as a bridge between the regions and the Division of
Media Relations. Methods of distribution of materials are planned through this Committee.

DHEC has created a substantial amount of educational information that is available on the
agency’s website under the heading of “Pandemic Influenza”
(www.scdhec.gov/administration/ophp/pandemic_resources.htm). This information includes
background explanations of pandemics and their causes and treatments and links to preparedness
checklists, as well as social distancing measures that could be employed to slow the disease’s
spread. Print and video materials have been developed to define signs and symptoms, as well as
the steps that can be taken to care for a sick person in the home until it is necessary to seek a
higher level of care from a medical professional. This information is intended to help stem the
flow of incoming patients, to slow the surge that is likely to be caused by a pandemic.
Additional materials have been developed on infection control procedures, including posters,
brochures and TV commercials on 1) covering your cough and sneeze, 2) wash your hands often,
and 3) stay home when you’re sick. For children, an entertaining video featuring an original
song has been filmed and distributed to encourage frequent handwashing.

To support these efforts, DHEC has an in-house print shop that will produce written materials for
just-in-time informational needs.
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Development and Use of 2-1-1

DHEC and its pandemic planning partner, United Way Association of South Carolina, have
created a statewide 2-1-1 telephone hotline system that can be activated during a pandemic or
other significant public health threat. The system can be reached from approximately 95% of all
homes and cell phones across the state, with the remainder expected to activate in early 2008.
Specific “talking points” and other sick-care information is being developed for use by operators,
who will be capable of staffing the hotline 24/7. The 2-1-1 hotline will be a means for
connecting people to the services they need, as well as connecting those services to capable
volunteers. United Way provides multilingual support for this information service. Interpreters
will be readily available through the United Way to assist the public. Under contract, United
Way is responsible for the training of volunteers to man the hotline.

Planning is underway on the operational procedures and triggers for activating the 2-1-1 system
during a pandemic. Activation procedures will include the specified channel for providing
information to hotline operators. That channel will begin at either the state’s emergency
operations center Joint Information Center or at DHEC’s EOC, depending on the pandemic stage
and magnitude of its spread. Primary talking points are currently available and can be quickly
provided for widespread dissemination. DHEC’s public information officers will follow the
agency’s communications plan for distribution of emergency information. The current procedure
to activate 2-1-1 calls for the Division of Media Relations to contact the president of the United
Way of South Carolina to discuss the need for activation. The president can access the website
that allows the activation of the calling areas. Activation can be made by county, phone provider
or statewide.

The 2-1-1 system will be used:
e Immediately after a pandemic is declared
e To assist the public in recognizing the signs of pandemic influenza versus seasonal
influenza or other respiratory disease
To provide local resource information
To provide information about when to seek medical care
To provide instructions on home care for the sick
To provide information about staying home and not going to work or into the community
To provide well persons the opportunity to offer their services as volunteers

Communication during Isolation and Quarantine:

Planning for isolation and quarantine and related communications efforts has included the hiring
of regional pandemic influenza outreach coordinators and public health clinical liaisons. The
public health clinical liaisons (PHCLS) are the primary contacts for providing education and
direct communication with hospitals and other health providers, with the outreach coordinators
working primarily with community stakeholders, as well as hospitals and other health providers.

The PHCLs provide information to health care providers about the possible nature of the disease

and the planning that should be done by health care providers. They are responsible for
recruiting health care providers to participate in ILI surveillance and reporting and in submitting
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influenza culture specimens to the state Bureau of Labs. Part of this effort includes the
distribution of Pandemic Influenza and seasonal influenza educational materials to health care
providers. This information can then be distributed by the health care providers to their patients
and to patients who are non-acute, in order to advise them to remain home during a pandemic.
Materials that have been developed for distribution to health care providers include: cover your
cough posters, video and brochure on home sick care during a pandemic, infection control
information, general pandemic preparedness brochure which includes how to tell the difference
between seasonal influenza and a pandemic and when to seek medical care.

Once a patient has been isolated and family members quarantined, a pamphlet on “Pandemic
Stress Tips” and the brochure on home sick care (which incorporates information about infection
control) are provided. Persons who have been quarantined are provided this information, as well
as the contact information of the local epidemiologist. Additionally, the local epidemiologist in
charge of the isolation and quarantine for that area, maintains regular contact with the hospital
and persons in quarantine.

Community Mitigation Communications

Communication with the public regarding pandemic influenza began with the formulation of
several state-level (and regional level) committees, including the State Public Health Advisory
Council (Pandemic Influenza Coordinating Committee) and the Training Advisory
Subcommittee. Both state-level committees include representatives from businesses,
educational, faith-based organizations, and other nonprofit organizations. These stakeholders are
provided updates on the development of communication materials and methods and provide
advice on and/or approval of the products. These stakeholders are provided with copies of the
materials to distribute to their publics. The regional pandemic influenza outreach coordinators,
and the regional planning committees, further assist in the distribution of information and
material. Materials and meetings have addressed all issues related to community mitigation
including the types of community mitigation that might be enacted, infection control messages
for businesses, adults and children, individual planning for pandemic, knowing the difference
between a pandemic and seasonal influenza, knowing when to seek medical care, and behavioral
health tips.

A speaker’s bureau is available to business and community groups to meet statewide and local
needs for information. Approximately 300 speakers have already reached more than 28,000
people. While the healthcare field has exhibited the greatest overall interest in the presentations
to date, DHEC conducted 222 sessions for nearly 12,000 people representing businesses,
families and faith groups. This basis of education and communication is the groundwork for
community mitigation.

The written and much of the video information is already available on the DHEC website and the
website for South Carolina Educational Television and additional information and updates will
be included on the website during a pandemic. The websites will be broadly advertised through
local media and in public announcements.
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The 2-1-1 hotline, as discussed in detail above, will also be a critical form of communication to
the public during a pandemic and will provide the general public with ready and rapid
information and direction. The 2-1-1 system will also be used to assist in referring the public to
the proper agencies for assistance in a pandemic.

SCDHEC’s website will serve as another portal for information to the public. Information that is
posted will include updates on the nature and magnitude of the disease in the state, infection
control practices and recommended community mitigation strategies for the public. The website,
which is already in use, is
http://www.scdhec.gov/administration/ophp/pandemic_preparedness.htm. It is also accessible
using the following address: www.scdhec.gov/panflu.

Plans call for DHEC’s public information officers to work with others to widely distribute the
message to discourage sick persons from going to work, school and other functions until they are
no longer infectious. The Joint Information Center at the state’s emergency operations center
will be active during a pandemic and the JIC will conduct regular briefings for the media at that
location. The agency will conduct an informational campaign on radio and TV in the spring of
2008 to educate the public on pandemic influenza in the home, school and workplace. For
businesses, the need to review sick-leave policies is emphasized.

In the state Emergency Operations Center, DHEC will work closely with the members of
Emergency Support Function (ESF) 24 — Business, to anticipate the communications needs of
business and to distribute the information adequately, primarily through the SCDHEC website
and 2-1-1.

Communications for the Educational Community

The materials that have been discussed above and developed for the community may also be
used specifically to educate and support parents and school-age children.

As part of DHEC’s preparedness efforts, the agency has developed beneficial relationships with
leaders of the South Carolina Department of Education, parent/teacher organizations and private
school associations. These leaders assist in spreading preparedness messages to students and
families through their normal communications channels. Many of these channels will be used
during and after a pandemic. As in any emergency, a Joint Information Center will be
established to effectively and efficiently communicate accurate and consistent messages to the
public. DHEC’s Division of Media Relations will provide public health leadership for a
pandemic influenza JIC, as outlined in the agency’s Communications Plan: Risk
Communication and Health Information Dissemination.

As discussed in Section VII, South Carolina is a home rule state. Individual school districts will
be provided with appropriate pandemic educational and instructional materials and messages by
the SC Department of Education and DHEC, but each district maintains the authority to
distribute the information directly to its parents and students in the fashion(s) that it deems
appropriate. DHEC’s role will be to further develop and refine additional information as
requested or identified.
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Communications to Healthcare Providers

South Carolina’s Health Alert Network (HAN) and the SC State Medical Asset/Resource
Tracking Tool (SMARTT) will serve as the primary tools for communication with healthcare
providers during a pandemic. Health alert messages regarding infection control, the nature of the
disease, the status of the disease in South Carolina and other pertinent messaging will be
provided through both sources. The Health Alert Network messages will be developed and sent
by the SCDHEC’s Division of Acute Disease Epidemiology. Messages sent through the
SMARTT system to hospitals and emergency medical service providers will be provided by
SCDHEC Division of EMS and Trauma. The content of the messages will be coordinated by
both Divisions, as well as SCDHEC Media Relations.

IX.  Border Control/Ports of Entry

South Carolina does not have a CDC Quarantine Station. However, planning for a pandemic
influenza has included planning across state lines with the eight Region IV southeastern states,
and specific plans for the Port of Charleston.

Interstate Planning

Following the 2004 and 2005 hurricane seasons, it was apparent that interstate planning was
needed within the public health and medical emergency response systems. Pre-disaster
collaboration and planning would have made the multi-state response to hurricanes like Charley,
Ivan, Katrina, and Wilma more integrated and effective.

In March of 2006, Florida and Regional Emergency Coordinators from the U.S. Department of
Human Services (HHS) brought together health and medical representatives from HHS Region
IV states for a three-day meeting to address interstate planning and response. Since the initial
meeting a core group of public health and medical (ESF-8) leaders have continued to meet on a
quarterly basis to address disaster related health and medical issues. This group has become the
Region IV ESF8 Unified Planning Coalition. This collaborative planning and the development
of partnerships has been undertaken to enhance the member states’ abilities to prepare for public
health and medical response to incidents or events.

Since a pandemic influenza response will be led by the health agencies and ESF-8 partners, a
specific planning effort for pandemic response has been initiated by the Unified Planning
Coalition.

In March 2007, South Carolina hosted a pandemic influenza-specific meeting of the Unified
Planning Coalition members, but expanded the meeting to include representatives from all eight
states who don’t normally attend the Coalition meetings. These representatives included
epidemiologists, public information personnel, legal representatives, and state pandemic
influenza coordinators. At the meeting, states reviewed the status of areas of pandemic planning
including surveillance, communication/messaging, legal authority, continuity of operations
planning, antiviral distribution, PPE policies/purchases, isolation and quarantine
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policies/procedures, border issues, and travel restrictions. Policies among states were reviewed
and compared and border issues were identified.

Border issues that were identified included:

Need for consistent messaging between states

antiviral distribution between bordering states who may or may not have purchased
antivirals

consistency between states/region/national of when to begin use of antivirals and how to
use antivirals

current MOUSs between states don’t address pandemic influenza scenarios

non-state residents crossing borders for services

timely surveillance communication between states

differing school closure policies (essential for border populations)

From this meeting, it was determined that pandemic influenza specific meetings of Region 1V
should continue. Since that time, a Pandemic Influenza Workgroup of the Unified Planning
Coalition has been established and the first organizational conference call has been implemented.

The following objectives for the Pandemic Influenza Workgroup were established:

Regional consistency among plans: States can share policy decisions that are being made
in their state so that other states can plan for the impacts those policies will have on them
and make best efforts to align these policies across the region

Identify critical issues (or points of agreement) that most need alignment across borders

- Social Distancing Policies
- School Closures

Develop SOPs that address who states should contact in other states during a Pandemic
event, specifically as it relates to surveillance

-Create a regional Pan Flu contact list
- Decide on a tool for alerting each other (using a common system)
- Decide on elements of information that other states would need

Review and share messaging that will be going out to the public and what the triggers
will be in each state, Align the messaging and triggers as much as possible

Conduct a regional Pan Flu exercise

Explore avenues to support Pan Flu projects when federal funding is cut

Better familiarize Pan Flu Planners with FEMAs role in a Pan Flu event

Crosswalk state plans to federal plans

Platform to share resources and best practices

To facilitate the planning process, the Workgroup (South Carolina is the leader of this
Workgroup) will hold monthly conference calls. The May 2008 meeting of the Unified Planning
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Coalition was used to prioritize objectives and create an agenda for a comprehensive meeting to
be held in South Carolina in Summer of 2008.

A listserve for the group has been established to facilitate planning.
Port of Charleston

The information below was extracted from Annex 2, Attachment A Port Pandemic Influenza
Plan . See Port Pandemic Influenza Plan for additional information and SOPs.

Items addressed in the Port Pandemic Influenza Plan include:
Overview of Port Pandemic Planning

Measures to Protect the Health of the Port Community Workforce
Assessing the Health of Crewmembers on Incoming Vessels
Outreach and Education Activities/Tools

Protecting the seaports is an economic necessity for South Carolina and the Charleston, SC,
community. The South Carolina Ports Authority estimates that international trade through its
ports brings $123 billion to the state and generates $2.5 billion in state and local taxes. The port
estimates that the international trade creates 281,660 jobs and pays a combined $9.4 billion in
salaries.

There are numerous vectors or potential sources that could trigger a pandemic event in South
Carolina. All necessary precautions will be taken to ensure that the port is not the source of the
pandemic event. Even so, the port community will still have to plan for and deal with the impacts
a pandemic event could have on the port. Plans have to allow for the continued operation of the
port as well as protecting the health and welfare of the community. In the early stages of a
pandemic, actions may be taken by the federal government to safeguard our nation from the
importation of a novel virus that could result in the loss of life to millions in our country. While
the securing of our ports and borders may delay the spread of a pandemic, the nation could not
afford an extended period of limited international trade. With pandemics lasting from 12 to 14
months, a method has to be developed to limit the disruption to international trade.

A “Family of Plans” is necessary to support effective pandemic planning. Those plans start at the
national level and go all the way down to the individual stakeholder level. There are a number of
these plans already in place and available to assist in regional and local planning efforts. The
family of plans that supports pandemic planning at the port level includes the following:

* National Strategy for Pandemic Influenza (November 2005).

* Pandemic Influenza Implementation Plan (May 2006).

* Department of Homeland Security Plan (December 2006).

* Department of Homeland Security Component Plans (March 2007).
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* Non-DHS Federal Agency Plans.

* South Carolina Pandemic Influenza Plan (April 2005).

* South Carolina DHEC Region 7 Pandemic Influenza Plan.
* Port Pandemic Plan.

* Individual Port Stakeholder plans.

This Port Pandemic Plan is designed to provide guidance and tools to assist the port community
with Planning, Preparedness, Response and Recovery in the event there is an influenza outbreak
to ensure that the Port of Charleston can continue to operate safely and efficiently even as the
United States Government (U.S. Government) starts to increase the level of the Pandemic
Response Stage.

Effective pandemic planning should also be viewed as critical to letting the customers of the Port
of Charleston know that the port community has taken the necessary actions to ensure that any
impacts from a pandemic are mitigated to the greatest extent possible.

Roles and Responsibilities of Port Planning/Response:

There are a number of entities who would be directly involved with Pandemic prevention and
response activities within the Port of Charleston. The major stakeholders and their roles and
responsibilities are described below:

Centers for Disease Control Division of Global Migration and Quarantine — Atlanta
Quarantine Station (ATL-QS): The Secretary of the Department of Health and Human
Services has statutory responsibility for preventing the introduction, transmission, and spread of
communicable diseases in the United States. Under its delegated authority, the Division of
Global Migration and Quarantine, works to fulfill this responsibility through a variety of
activities, including the operation of Quarantine Stations at ports of entry, the establishment of
standards for medical examination of person destined for the United States, and administration of
interstate and foreign quarantine regulations which govern the international and interstate
movement of persons, animals, and cargo. The legal foundation for these activities is found in
Titles 8 and 42 of the US Code and relevant supporting regulations. The ATL QS has operational
jurisdiction with authority to detain, medically examine or conditionally release individuals
believed to be carrying a communicable disease of public health significance. The ATL QS bears
primary responsibility for identifying and responding to human health risks arriving at all ports
of entry in Georgia, North Carolina, South Carolina, and Tennessee.

South Carolina Department of Health and Environmental Control (DHEC): The South
Carolina Department of Health and Environmental Control (DHEC) is the lead agency entrusted
by the people of the state of South Carolina with the ultimate responsibility for the health of
communities and the entire population. The vision of the DHEC is, “Healthy People Living in
Healthy Communities.” DHEC provides service and leadership to each of the eight regions in
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their efforts to promote the protection of the public and the environment for the people of the
state of South Carolina.

DHEC Region 7: The mission of the Region 7 Public Health Office is to promote, protect and
improve the health and environment for the citizens of Berkeley, Charleston and Dorchester
counties and to provide leadership in the prevention of disease and injury. DHEC Region 7 is
entrusted by the State of South Carolina with responsibility for the health of the community.
DHEC Region 7 bears primary responsibility for the management and monitoring of individuals
with a disease of public health significance upon disembarkation from an international vessel at
the port and for protection of the community against such a threat.

United States Coast Guard (USCG) Sector Charleston: Sector Charleston is responsible for
all Coast Guard operations in the states of South Carolina and Georgia. The Sector Commander
is the Captain of the Port (COTP) for the ports of Little River, Georgetown, Charleston, and Port
Royal, SC. Marine Safety Unit (MSU) Savannah has COTP authority over the ports of Savannah
and Brunswick, GA.

Every ship, when in a port of the United States, is subject to control by the federal government in
so far as this control is directed toward verifying that the vessel is in compliance with
international maritime conventions and U.S. law. 33 CFR § 6.04-8 gives the COTP the authority
to “control the movement of any vessel within the territorial waters of the United States under his
jurisdiction, whenever it appears to him that such action is necessary in order to secure such
vessel from damage or injury, or to prevent damage or injury to any vessel or waterfront facility
or waters of the United States.”

Occasionally the Coast Guard will receive information from boarding or inspection teams, vessel
agents, shipping companies, masters of ships at sea, or elsewhere, notifying the Coast Guard of a
crew member with an illness. In the interest of public safety, the Coast Guard’s goal is to notify
public health officials of all shipboard illnesses as soon as possible to prevent the spread of
communicable diseases. If necessary, the COTP will impose controls on the vessel’s movements.

Discovery of the ill traveler can come from a variety of sources. It may be reported by the ship’s
master, agent, Coast Guard boarding team, CBP officer, or other sources. Regardless of the
reporting source, DHEC’s Report of Il International Maritime Traveler attachment #2 should be
faxed or emailed to the ship’s master. It is the responsibility of the ship’s master to have the form
filled out and sent to the ATL-QS, the SC DHEC Region 7 Office and the Captain of the Port
prior to entering the arrival port.

The U.S. Coast Guard will consult with public health officials to determine if the vessel should
be directed to a certain location so medical personnel can evaluate the situation on board. Local
public health officials will conduct the initial medical evaluation of the ill traveler and consider
disease control measures with the consultation of the ATL-QS and DHEC Division of Acute
Disease Epidemiology (DADE). The medical personnel will follow standard medical protocols
when evaluating travelers with suspected infectious diseases and use appropriate personal
protective equipment (PPE).
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United States Customs and Border Protection (CBP): U.S. Customs and Border Protection,
an agency of the Department of Homeland Security, is responsible for border protection and
security. CBP enforces all laws and regulations of the U. S. federal government related to
importation, exportation, traveler admissibility issues and immigration policies.

By virtue of their mission, CBP Officers are going to come into direct contact with potentially
infected crewmembers and cargoes on foreign vessels arriving in the Port of Charleston. The
CBP Avian Influenza Standard Operating Procedures (SOP) for the Port of Charleston describes
the basic responsibilities for CBP, Veterinary and Agricultural Officers coming into contact with
individuals or potential sources of the virus.

Project SeaHawk: The Pilot Port Security Project underway in the Port of Charleston is a focal
point for agency activity and information sharing within the port. As such, Project SeaHawk will
play a vital role in the prevention, detection, response and recovery from a pandemic outbreak.
The Law Enforcement Task Force created by Project SeaHawk and the multitude of agencies
that support Project SeaHawk daily activities make up a significant number of key stakeholders
in the Port of Charleston. Several key processes are in place at Project SeaHawk already that will
support efforts during all stages of a pandemic event including vessel tracking & targeting,
Unified Command (UC) meetings and information/intelligence sharing activities.

South Carolina State Ports Authority: The mission of the South Carolina State Ports Authority
(SCSPA) is to contribute to the economic development of South Carolina by fostering and
stimulating waterborne commerce and shipment of freight. In pursuit of this mission, the
Authority seeks to develop and operate efficient marine terminals and attract high-quality ocean
carrier services.

For Other Stakeholders - The role of Maritime Association of South Carolina (MASC) should be
described in the narrative - they represent all port Stakeholders listed including stevedores,
SCSPA terminal operators, trucking association, non-union labor groups, vendors (taxi).

The South Carolina State Ports Authority owns and operates terminals in two port facilities: The
Port of Charleston and the Port of Georgetown. These facilities are owner operated terminals,
meaning the SCSPA owns the terminals and operates them with its own staff. SCSPA staff
members work in all container cranes, run the container yard equipment, and operate gates on all
terminals. The only exceptions are the licensed operators at the port, who license terminal space
and operate their own yards and gates. SCSPA staff members work in all container cranes, run
the container yard equipment, and operate gates on all terminals. The only exceptions are the
licensed operators at the port, who license terminal space and operate their own yards and gates.
SCSPA staff members operate the dockside container cranes and the yard equipment for licensed
operators as well. In addition, the SCSPA police force consists of sworn officers responsible for
physical security of all SCSPA facilities. SCSPA police interact with Vessel Security Officers
(VSO) to share security expectations/measures and encounter vessel crew upon arrival while
alongside.

Maritime Association of South Carolina (MASC): The Maritime Association of South
Carolina has been actively promoting the interests of the Port of Charleston since 1926. Today, it
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continues to contribute to the growth and success of the state’s ports. Once limited to companies
engaged in or providing services to the maritime trade, membership is now open to a much
broader base of port supporters. The waterfront community has a number of highly regarded
professional and trade organizations. MAPCHA, however, is an umbrella association, welcoming
participation of other organizations and working for the improvement of the port as a whole.

Other Port Stakeholders: There are a wide variety of port stakeholders who are engaged in
activities that will put them on the front lines of the effort to prevent, detect, respond to and
recover from a Pandemic Influenza outbreak. These port stakeholders need to be cognizant of the
efforts of the various regulatory agencies and know the roles they can play to assist. The primary
role these agencies will play will be in surveillance and information sharing. These stakeholders
have a significant amount of contact with vessels before their arrival and during their stay in the
Port of Charleston. Examples of the port stakeholders who could be significantly impacted by a
pandemic include, but are not limited to the following:

» Naval Weapons Station

* Charleston Navigation Company — Pilots
* Docking Pilots

* Private Terminal Operators

* Vessel & shipping agents

* Organized labor unions

* Trucking Companies

* Rail

* Line-handler operations

* Vessel chandlery

* Vessel bunkering

* Tug/tow boat operators
SCSPA Equipment Operators
Ship Chandlers

Surveyors

Repair and VVendor Services
Gangway Officers

Port chaplains.
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What is Pandemic Flu?

“Pandemic Flu ”(or Pan Flu) is a global outbreak of
a new type of influenza. It is more serious than a
seasonal flu because it is a new strain that spreads all
over the world and affects a large number of people
with greater severity. If you are caring for a loved
one during a pandemic, it’s important to take steps to
protect yourself and others.

Prepare NOW for a Flu Pandemic

Make a plan now for a flu pandemic. Plan what you
will do if members of your household have to stay
home from work or school. Know what you will do
if you have to stay separated from others for a period

Guidelines for Home Care for Pandemic Flu

Prevent the Spread of Pan Flu

Healthy habits will help keep you and others from

getting and passing on the pan flu virus.

¢ WASH your hands often with soap and water or
alcohol-based hand sanitizer.

o Cover your mouth and nose with a tissue when
you cough or sneeze and wash your hands
afterward. Put used tissues in a wastebasket.

e Cough or sneeze into your upper sleeve if you
don’t have a tissue.

o Keep your hands away from your eyes, nose and
mouth to prevent germs from entering your body.

During a pandemic, any person with signs of the

Wear disposable gloves when in contact with or
cleaning up body fluids.

Do not share masks or respirators.

If possible, one person should be the caregiver to
limit exposures and reduce spread of disease.

For best protection when giving care to the sick
person, consider wearing a specialized protective
mask (respirator.)

For more information on masks and respirators, go
to www.scdhec.gov.

Remember: NO visitors.

Practice Hand Hygiene

of time. Keep a 2-week supply of food, water,
medications and a disaster supply kit on hand.

Pandemic Flu Caregiving Supplies:

Thermometer

Soap and alcohol-based hand sanitizer
Disposable gloves

Surgical masks. Consider respirators (specialized
protective masks) for caregivers.

Acetaminophen or ibuprophen or aspirin

Bleach

Paper towels and tissues

Ingredients for rehydration drink: Sugar, baking
soda, salt, salt substitute, powdered soft drink
(such as Kool-Aid™).

Drinking straws

Any special supplies that you normally use to care
for an infant or toddler or elderly person or a
person with a chronic illness.

Recognize Pandemic Flu Symptoms
Watch for these common symptoms:

Fever with cough and/or runny nose
Muscle pain or body aches
Headache

Diarrhea (more common in children).

Call your healthcare provider if any of these
symptoms appear suddenly or are severe.

flu will be expected to:

o Stay home from work, school, running errands,
and avoid contact with others.

o Consider wearing a surgical mask when around
others.

When a Household Member Is Sick

Flu virus is spread when respiratory droplets from the
mouth and nose of an infected person are spread to
others. So, protect yourself and others in your home:

¢ Household members should avoid sharing
computers, pens & papers, clothes, towels, sheets
& blankets, food or eating utensils, cups &
glasses, soda or water bottles.

e You may also use disposable dishes, cups and
flatware.

e The sick person’s dishes & laundry can be washed
with the rest of the household’s. Wash your hands
after handling dirty laundry.

e Clean commonly touched surfaces in the home or
workplace. You can use a commercial cleaner or
mix your own solution.

Disinfectant for household surfaces:
1 gallon of water and ¥ cup of bleach
Mix up a fresh batch at least once a day.

Person in the household should frequently wash their
hands. Caregivers should always wash their hands
before providing care. After caring for your loved
one, wash again and apply alcohol-based hand
sanitizer.
Follow these steps for proper hand hygiene:
1. Wet hands with warm, running water and apply
liquid soap.
2. Rub hands vigorously for at least
15 seconds, covering all surfaces
and fingers.

3. Scrub nails by rubbing them
against the palms of your hands.

4. Rinse your hands with water.

5. Dry your hands thoroughly with a paper towel and
use the paper towel to turn off the faucet. A shared
towel will spread germs.

Care for a Loved One with the Flu
A person with the flu should:
o Rest and drink plenty of liquids
¢ Avoid alcohol or tobacco
o Take medications to relieve flu symptoms.

In some cases, a healthcare provider may prescribe
antiviral drugs to treat the flu. Antibiotics (such as
penicillin) don’t cure the flu.



	Confirmed Case
	Clinical Criteria
	Epidemiologic Criteria
	And
	Laboratory criteria
	RECOMMENDATIONS FOR QUARANTINE 
	General considerations and actions during quarantine 
	Home quarantine 
	Quarantine in designated facilities 
	Working quarantine 

	Community-based mitigation: measures and indications for use
	Definition of School Closure
	Philosophical Considerations for Closure and Opening of Schools
	School Closure
	Scaling Back Community Containment Measures
	Considerations for Closure of Out-of-Home Childcare Centers

	Planning Assumptions for SC Pandemic School Closure
	Epidemiological Criteria
	Protective Sequestration

	Nutrition Considerations

	Pan Flu Home Care Flyer.pdf
	When a Household Member Is Sick
	Practice Hand Hygiene 
	Care for a Loved One with the Flu 
	 Prevent Dehydration 
	Reduce Fever / Symptoms
	Monitor Pandemic Flu Symptoms 

	Developed January 2008 by 
	SC DHEC 
	Bureau of Disease Control



