



SUMMARY OF THE INTERNAL REVIEW OF THE 
CANTERBURY PRIMARY CARE PANDEMIC RESPONSE
References:

A.
CDHB Planning Directive (Versions 1 and 2) 
B.
Christchurch City Pandemic Response Plan

C.
CPPG Interim Report (Draft) dated 26th May 2009 

Introduction
The Canterbury Primary Pandemic Group (CPPG) was established in response to Reference A.   The CPPG was responsible for coordination all aspects of the primary care
 response in the event of a pandemic event affecting the Canterbury
 Region.      
This report summarises aspects of the primary care component of the CDHB’s response to the outbreak of swine flu (H1N1 09) during the period June – August 2009.    It is not intended to supersede Reference C, which summarised the situation at the end of our initial activation from late April to mid May 2009: it simply covers a different time period.   
The focus of this document is on providing a summary of information for anyone having to respond to a future pandemic in Canterbury.    Detail of issues such as the rational for decisions made, the detailed operation of different aspects of the response organisation, job descriptions, equipment lists, etc. are recorded elsewhere, and are not included in this summary.   
Intent

The Intent of this summary is to 

a.
provide a record of major events and issues that were part of the primary care response, 
b.
summarise points made from various debriefs, and 

c.
summarise the recommended changes to existing policy, processes and systems to enhance our capability to respond to a similar event in the  future.
KEY EVENTS
Key events which occurred during the period covered by this report include:

From 27 April
Continuation of Screening Clinic (now located in Wairakei Road, Christchurch)

6 June 

First Reported Positive Case in Canterbury



PCCR re-activated at Pegasus Health 

17 June

Opening of Aranui Screening Clinic/CBAC for the ‘Samoan Cluster’

19 June 
Christchurch Central City CBAC opens in St Asaph St, other clinics close                                        Portacom established at 24 Surgery for after hours CBAC service

20 June

0800 Service commenced, operating from Nurse Maude

22 June 
Flu line opens at Riccarton Road

2 July 

Flu line moves to Manchester Street

6 July 

Warning Orders for rural CBACs and 2nd tier urban CBACs

13 July 

Change of Call Centre staffing 



Launch of Volunteer Website/database


Creation of Primary Response Website



Main rural CBACs opened



Handover of responsibility for welfare and social support from CDEM to CDHB  

4 Aug

Rural CBACs closed, Central City CBAC reduced to two shifts

10 Aug 

Reduction in call centre staff began
11 Aug

Central City CBAC closed

21 Aug

PCCR closed
SUMMARY OF THE DEBRIEF POINTS

Things That Went Well

· The rural districts did very well – planning effort seems to have helped them more than for urban areas.

· Pharmacy have done well

· We had both thinkers and doers, and we needed them both

· Having Pegasus as a base 
· Communication to Primary Care

· The Response Website

· Having the PPE in place (degree of preparation) including training

· Coordination with the DHB (logistics, communications? and intelligence)

· HR processes both a strength and a weakness 
· CDHB responded well to requests under pressure

· The adaption of CIMS culture to revised Health Service structure

· Need for, and building of, trust
· The success of our public messaging.

Things we could have done better
· We hadn’t learned how to scale a CBAC (which could have been easily absorbed in general practice)

· We had no couches for examination at the CBAC

· We handled big numbers on the way down the curve but had struggled with them on the way up.

· We didn’t plan for the acuity – we had planned to dispense Tamiflu only. 

· Could we have handled the load if the numbers been bigger?

· We need to explore the clinical course of patients admitted from the CBAC – did what we did there actually work?

· Was the pandemic application was useful?   Did is work?   

· We missed the boat with lack of clinical governance of 0800 – picked up later.

· We didn’t follow the plan.    Big decisions pushed to CTAG meeting.   

· Clinical conferencing between specialties didn’t work

· Primary Care was left to do the best they could with no guidance from 2o care

· We should have talked to GPs who saw patients in their own practices to get a better understanding of the  longitudinal course of illness

· We needed a Lance Jennings type study early

· There was a lack of clinical governance over comms material, and there was no coordination mechanism around messaging.   (Brochures, etc.)  We lost credibility by over-stating risk

· Business as usual signals didn’t help (DHB and welfare – even Pegasus)

· Key people pulled away (back to Pegasus) – very hard to cope with

· Concern about primary care being ‘punished’ because we were busy doing pandemic (the fallout)

· Primary Care perception that this was a Pegasus response.

Would we do it again?
Having had an opportunity to reflect on what happened to them, both prior to, and during the response, there was an understandable question about whether it was worth the personal cost.    This is unfortunate, as it shows we have all failed in some ways to provide what support we could.   Or perhaps it simply reflects a reality that we can’t compensate for the things people have to give up, or accept, in order to serve a cause.   It would indeed be a tragedy if those who have been with us in the journey so far should drop out, but it is also understandable.

In a wider sense we could ask a similar question of those who had to change their lives or the way they did business during the actual response.    Would general practice agree to move to a similar response if the circumstances were similar next time?   The general perception is, “No”.  

This raises the issue of what it would take to get their agreement, and how we might try to define it.

Things still requiring development/action
· It seems timely to issue an updated CDHB planning directive

· We need to review our planning around activation times and processes

· What are the thresholds for re-activation?  (Clearly primary and secondary don’t necessarily see this the same way)

· We need to confirm contractual arrangements with the CDHB 
SUMMARY OF RECOMMENDATIONS
Community Engagement

In any future response, a member of the DHB Communications Team be included in all Primary Care daily operational briefings and major planning sessions.   There is also a need to ensure there is adequate clinical oversight of information being disseminated to the public.

We should look at how we can best use primary care workforce as information sources

To assist in that process we should provide a copy of the 0800 scripts for practices.

Some ideas, such as pamphlets to be included in shopping bags, were not produced for this response, but it could be worth considering developing these, along with arrangements for them to be included in shopping bags at supermarkets, pharmacies, etc. if we’re faced with another response in the future.        
Screening Clinic

If a similar facility were required in a future response it is recommended it be located more centrally within Christchurch City, and ideally it would be suitable to ‘morph’ into a CBAC as a natural part of a developing response.    Any such facility needs to be equipped at a minimum of a similar level of diagnostic services and equipment to that found in a normal general practice. 

Relationships with key people in C&PH need to be in place.

There needs to be greater openness around information sharing in the early days – e.g. referring docs for comment prior to issue

There should be early coordination if there is potential for duplication or effort in the cluster/border control phase.   This should include agreement of the intended site, and the split of responsibilities

Aranui Clinic

In future, Research studies should be initiated to provide an indication of the disease with a local community such as that involved with the Samoan cluster in mid June.    

Self Triage

The same public education could well be used each winter     
If we start again, we should start at the softer place we ended up, rather than the hard messages we started with.
0800 System

We need to staff with RNs from the beginning of the response

All 0800 staff need a full briefing to understand the context of the response, and the clinical management processes involved.
We must ensure the 0800 system needs to be ‘in tune’ with the overall response

Copy of 0800 scripts and information of the application should be held at Primary Care

The Call Centre manager needs to be working with PCCR from the beginning of the response.
CBACs

· Prior to any future activation of our response plans, any agreements for the use of facilities as CBACs should be reviewed to ensure they will be available when required

· Submissions be made to the appropriate authorities to remove the current legal impediments to Pharmacists working in a CBAC as part of the relevant legislation.

· Given the model of care, and the safety issues involved, the City CBAC should be equipped to the level of the 24 hour surgery, or we should use an existing facility.

· Further study be undertaken about their suitability of the likely thresholds for opening 2nd and 3rd tier CBACs within Christchurch City. 

· Contingency plans should be developed to ensure 2nd tier CBACs can be easily activated with the prescribed degree of notice

· We had no effective system for dealing with comebacks (second presentations).  We need to ‘systemise’ this into our messaging and the model of care.
Green Stream

Planning for some degree of reconfiguration of primary care should continue, and that any plans developed should clearly identify the intended thresholds and triggers for any such reconfiguration

Pharmacy

There should be a dispensary service in each of the city CBACs
Home Care

It would seem prudent to review our expectations of the coordination and provision of home support had the numbers of people infected been substantially greater.

Define the information required for a referral, and the best method of providing it. 

Care for the Dying 

Continue to develop plans for the care of the dying, both while at home, or in some novel red stream facility.

Welfare

Given the same type of scenario again we should use the DHB Social Workers from the beginning of the response

We need to clarify our expectations of CDEM and welfare organisations, under which circumstances we can expect their support, and what level of readiness they are likely to maintain.  

St John
It is recommended that we maintain ongoing dialogue with St John with a view to investigating alternative protocols and procedures to be followed if we are faced with a more serious pandemic in the future.   

We need to also draw St John into at least our daily meeting, or (better still) they could have a liaison person at PCCR.  

PCCR General

Good job descriptions are required

“Outsiders”(non Pegasus staff) need to be a good fit.

Ongoing training/exercises necessary to maintain skills

The Pegasus facility and staff is critical in a successful activation 

Pegasus Health

It seems appropriate for some formal acknowledgement of the commitment Pegasus Health made to the success of the response. 
Decision Making

A clinical team should be designated at outset of any response with a view to meeting on a regular basis.  The team needs to be supported by a management structure to implement any decisions made. 
PCCR Routine
Any future response should include both daily coordination meetings and routine meeting for specific functional groups

Coordination with the DHB

Clinicians conferences need to be instituted earlier – coordinated with DHB teleconference.

Face to face meetings were logjam breakers and should be planned for.
Coordination with Secondary Care

Establish clinical conference early in response

Coordination with CDEM

Considerably more thought needs to be given to how we might decentralise the health response and engage with local community support.

PCCR Intelligence

From outset we need a focus group to look at what information can/should be gained on a daily/weekly basis , what research required to get it, and how best should to be presented to inform response agencies and shape their decisions .
This might take the form of an intelligence oversight committee to set priorities for the DHB intelligence organisation. 

PCCR Logistics

The arrangement of locating DHB logistics staff within the PCCR should be continued in any future activation of the PCCR

PCCR HR/Workforce

We need to have an ‘accepted’ (and workable) model for effective communication with general practitioners 

We need to review the processes relating to staff employment and remuneration with a view to greater flexibility being available. 

PCCR Plans

We must retain PCCR planning function in some form to ensure we can still do forward planning once the response has begun. 

PCCR Registry

It would seem appropriate to review this function to determine its value in any future activation of the PCCR.

� In this report the term ‘primary care’ covers all those agencies and organisations designated as such by the CDHB during the response.   A list of these agencies and organisation (by type) in shown in Annex A.     


� In this report the term ‘Canterbury’ is limited to the area covered by the CDHB
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