Planning Assumptions for USC’s Pandemic Plan

Consistent with Guidance for College and Universities found within the “Implementation Plan for the National Strategy for Pandemic Influenza” ("the National Plan") (http://www.whitehouse.gov/homeland/pandemic-influenza-implementation.html), USC’s Pandemic Plan is designed to prepare for the most severe health scenario to affect the campus community — that of a highly infectious and fatal virus circulating across the United States. This plan is based upon the assumption that the campus may need to suspend the academic teaching program and most non-critical operations for a number of weeks or months until the rate of transmission of the virus begins to subside. However, USC’s response will be guided by the epidemiology of the virus and according to guidance from DHEC, CDC and the WHO.  

Given how easily seasonal viruses spread each year; it is assumed that the academic environment of campus classrooms cannot be maintained in a major global pandemic with moderate to high severity without putting students, faculty, staff and others at risk of infection, morbidity and mortality. The National Plan and other health sources recommend the early introduction of non-pharmaceutical interventions, including taking steps toward social distancing, minimizing public assemblies, proper cough/sneeze etiquette, increased hand washing, and other actions in order to slow the spread of the virus. At the height of a pandemic outbreak, few students will feel comfortable sitting in classes without being fearful for their own health. In addition, the University could be directed by local, state or federal authorities to reduce operations and implement social distancing measures. 

Pandemics are unpredictable. It is important to remember that during an actual pandemic, high risk populations, influenza death rates, and outpatient/hospitalization rates could vary significantly from the rates and percentages assumed in these projections. These assumptions/estimates are intended to assist USC administrators, faculty, staff, healthcare providers and public health planners in planning. 

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” (available at http://www.hhs.gov/pandemicflu/plan/) by the Homeland Security Council in the “National Strategy for Pandemic Influenza Implementation Plan” (available at http://hosted.ap.org/specials/interactives/wdc/documents/pandemicinfluenza.pdf) and by the U.S. Department of Health and Human Services, Centers for Disease Control and Prevention in the “Interim Pre-pandemic Planning Guidance: Community Strategy for Pandemic Influenza Mitigation in the United States—Early, Targeted, Layered Use of Non-pharmaceutical Interventions” (available at http://www.pandemicflu.gov/plan/community/commitigation.html).

It should be understood that rates of illness, absenteeism, morbidity, and mortality; the University’s response and its social/economical disruption will depend on the severity index of the virus.  These assumptions are based on previous pandemics and guidance from DHEC, CDC, WHO. 

· A virus with pandemic potential anywhere represents a risk to populations everywhere.
· Pandemic influenza will be caused by a new (novel) sub-type of the influenza A virus.
· Rates of illness, hospitalization, and deaths will depend on the virulence of the virus.
· The clinical disease attack rate will be about 30% in the overall population. 
· Of those who become ill with influenza, 50% may seek outpatient medical care.
· The severity of illness and the death rate may be just moderately worse than in the usual influenza seen every winter or it may be much more severe. Specifics such as who will be most affected and how they will be affected will not be known until the pandemic virus actually emerges.
· Children and otherwise healthy adults (college students) may be at more risk of becoming ill than elderly adults. Elderly people may have some residual immunity if the pandemic is caused by a virus related to one that has previously caused widespread influenza, and if they were infected by that virus earlier in their lives.
· Household crowding, the close personal proximity of people within schools and some businesses, and social events where large numbers of people congregate will lead to a higher prevalence of an infectious disease such as a pandemic influenza.
· Some persons will become infected but not develop clinically significant symptoms. Asymptomatic individuals can transmit infection and/or develop immunity to subsequent infection.
· On average, infected persons will transmit infection to approximately two other people. 
· During the course of an influenza pandemic it is estimated that 15 to 35% of University faculty, staff, and students will become ill enough during a 6 to 8 week outbreak that they will be unable to continue with their usual activities for a period of time.
· These numbers are based on USC-Columbia population of 35,000 students, faculty and staff (the Centers for Disease Control and Prevention (CDC) FluAID and FluSURGE models were used).
· 35 percent of students, staff, and faculty will be ill (approximately 12,250)
· 15 percent of students, staff, and faculty will require treatment (approximately 1,840)
· 2 percent mortality rate (approximately 245) 
· USC will face a sudden and massive demand for services and a possible 40% attrition of essential personnel. Impacts will likely vary between communities and work sites and may be greater if significant absenteeism occurs because persons stay home due to fear of becoming infected.
· Of USC’s 6,500 undergraduate students, most will leave campus to return to their families (which will reduce the on-campus morbidity and mortality). 
· Of USC’s 350 professional and graduate students, most will remain on campus or in the immediate community and will want to continue to work towards their degree. 
· Some contagious employees (essential and non-essential) will come to work—both asymptomatic and symptomatic—who feel compelled to work against medical advice.
· Physical illness is not the only effect of an influenza pandemic. The psychological impact on the public will likely be significant.
· There will be two or three waves of pandemic influenza activity over a one to two year period. 
· The projected peak transmission period for a pandemic influenza outbreak will be 6 to 8 weeks. Following the pandemic, the new viral subtype is likely to continue circulating and to contribute to seasonal influenza.
· When influenza vaccine becomes available, initial supplies will not be sufficient to immunize the whole population and prioritization for vaccine administration will be necessary. 
· After receipt of the influenza vaccine (more available), the goal is to vaccinate the population of USC on a continuous, prioritized basis. 
· All persons will lack immunity and will likely require two doses of the influenza vaccine.
· Antiviral medications may play a significant role in disease control operations and may also be in short supply. 
· There will be a significant increase in individuals wanting to be treated with antivirals prophylaxis. 
· 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. 
· Since pandemic influenza will simultaneously affect the City, States and other countries, for planning purposes we are assuming that there will be little to no aid from other sources.
· The healthcare system will be severely taxed if not overwhelmed due to the large number of illnesses and complications from influenza requiring hospitalization and critical care. 
· Services providing for fundamental needs (e.g., food service) would be in short supply.
· University of South Carolina will likely be expected to provide necessary health care services, housing, dining, isolation, and quarantine for students and essential faculty, staff, during a pandemic.
· The County Coroner’s number of fatalities may exceed local resources and capabilities to effectively handle a mass fatality incident and may request assistance or request mutual aid from another jurisdiction. However since the pandemic is likely to exhaust other jurisdictions, USC may be asked to handle mass fatalities that occur on campus (storage of bodies).
· The institution would be considered a community and/or state asset in responding to a pandemic.
· Personal protective equipment (PPE) will be in short supply but will be essential for those persons at increased risk of occupational exposure to pandemic influenza.
· Supply chains of resources for every sector will likely be disrupted.
· During each wave of contagion, there may be significant economic disruption, including inventory shortages, shipment delays, and reduced business activities.
· There will be widespread circulation of conflicting information, misinformation, and rumors.
· Internal and external communications will need to be expedited, intensified and coordinated.
· Important University activities, community events and services may need to be curtailed, consolidated, or suspended because of widespread absenteeism in the classroom and/or workplace.
· The South Carolina Department of Health and Environmental Control (DHEC) will manage and coordinate the state’s overall response to a pandemic. 
· Closure of the campus may be a joint decision involving USC and state (DHEC) and CDC.
· After the first wave passes, resumption of normal activities may be difficult. There will be grieving for deceased and concerns over the next pandemic wave. 
· DHEC will allocate and distribute antivirals and vaccine within South Carolina and will specify priority groups. 
· USC will provide appropriate equipment/supplies to essential personnel who work.
· USC will monitor the epidemic and implement the plan as necessary.
· USC’s Pandemic Influenza Plan will continue to be updated as local, state, and federal planning proceeds.
· USC’s Pandemic plan will not supersede common sense actions.

