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FORWARD 

 

This Report gives an overview of the response to Pandemic (H1N1) 2009 and will 
inform Pandemic Planning into the future.  
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OVERALL RECOMMENDATIONS 
 
 

 The National Pandemic Influenza Plan should be revised and updated with 
reference to the key recommendations in this Review and requirements of 
national and international regulations and legislation. 

 The revised plan should ensure a response that is proportionate to meet the 
differing demands of pandemic influenza viruses of milder and more severe 
impact rather than just focusing on the ‘worst case’ planning assumptions. 

 Exercises to test the plan should be held at regular intervals in order to identify 
potential gaps in response and should be coordinated from the National 
Emergency Co-ordination Committee (NECC). 

 Critical to pandemic preparedness is co-ordination and co-operation between 
government departments, agencies and private enterprise. Future plans should 
utilise existing national and local emergency planning structures. 

 It is important that all emergency response groups have clear roles and 
responsibilities in order to enhance response and recovery and avoid 
duplication of roles. 

 A dedicated information manager, responsible for coordinating key 
information from all relevant sources should be appointed to National Public 
Health Emergency Team. 

 Capacity for modelling new and emerging infectious diseases and their impact 
on the population should be developed, including seroprevalence studies. 
National mechanisms/ethical frameworks that would support the use of 
residual blood samples for these should also be developed. 

 Communication strategies should utilise evolving new technologies including 
social media in order to reach the maximum number of people. 
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CHAPTER 1 
ESTABLISHMENT OF THE REVIEW GROUP 
 
REVIEW GROUP 
A group was established in 2010 to examine the Irish response to Pandemic (H1N1) 
2009. The group chaired by the Department of Health comprised public health and 
emergency planning experts from the Health Services Executive (HSE) and its agency 
the Health Protection Surveillance Centre (HPSC). The members of the group are 
detailed in Appendix A. 
 
TERMS OF REFERENCE 

1. To finalise a Pandemic (H1N1) 2009 Outbreak Report for National Public 
Health Emergency Team (NPHET) 

 
2. To review the appropriateness and effectiveness of the Irish response to the 

Pandemic (H1N1) 2009 with specific reference to the following areas: 
 

 Whole of Government response 
 Governance Structures 
 Scientific advice 
 Strategic decision making in relation to 

a. Containment  
b. Mitigation  
c. Vaccination 

 Operational Response also in relation to containment, mitigation, treatment 
and vaccination to include Human Resources, ICT, Vaccine supply, 
critical care etc. 

 Communications 
 

3. To prepare an overview report for NPHET including recommendations for a 
revision of the National Pandemic Influenza Plan and to provide advice on 
operational arrangements for any future pandemic.  
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CHAPTER 2 
PANDEMIC EVENTS AND OUTCOMES 
 
DEFINITION OF A PANDEMIC 
The World Health Organization (WHO) developed a phased schedule for the 
management of Pandemics in 1999 which was revised in 2005. This was designed to 
assist countries in their planning and preparedness response for pandemics.  
 
The WHO pandemic schedule has six phases. Phases one to three deal with pre 
pandemic planning and response and the development of national preparations for a 
pandemic. At these stages the risk of a full pandemic is uncertain.  Phases four to six 
focus on containment of disease to prevent further spread and implementation of the 
national response plan. 

Phase 1 The WHO defines a Phase 1 Pandemic stage to exist when there is no 
evidence of a circulating animal influenza virus causing risk to human 
populations. 

Phase 2  This is characterised by a known transmission of influenza from 
domestic or wild animal populations to humans. 

Phase 3 A Pandemic is considered to be at Phase 3 when an influenza virus 
transmitted from animals to humans has caused sporadic clusters of 
disease without human to human transmission. 

Phase 4 Pandemic Phase 4 is declared when there has been confirmation of 
community outbreaks of a human to human transmission of an animal 
or human-animal influenza virus.  

Phase 5 Phase 5 is reached when the community outbreaks of the identified 
virus occur in at least two countries in the same WHO region. 

Phase 6 In addition to conditions at Phase 5, when community outbreaks occur 
in a country in another WHO region Phase 6 is declared. 

 

PANDEMIC PLANNING IN IRELAND 

Pandemic Planning in Ireland is undertaken in the context of the Government strategy 
on Emergency Planning. In accordance with WHO guidelines, planning for an 
influenza pandemic commenced in Ireland in 2002. Structures were designed to plan 
and implement Ireland’s response to a WHO declaration of an influenza pandemic.  

The National Pandemic Influenza Expert Group (PIEG) was established in 2003 
under the chairmanship of Professor Bill Hall.  Building on earlier plans, the 
Department of Health and the Health Service Executive prepared the National 
Pandemic Influenza Plan.  In January 2007 when the plan was published the world 
was in Phase 3 of the WHO avian flu virus (H5N1) Pandemic alert.  

In 2007, planning for an influenza pandemic was accelerated. This included the 
procurement of essential supplies and services which it was deemed would be difficult 
or impossible to acquire at the outset of a pandemic either because they would be in 
short supply or because of a long lead in time to delivery. 
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Prior to the emergence of Pandemic (H1N1) 2009 as a specific threat in April 2009 
the HSE procured almost two million doses of anti-virals for use in an influenza 
pandemic. Other supplies procured prior to April 2009 included H5NI vaccine for 
front line health care workers and disposable facemasks, gloves and gowns for health 
care use.  

 

PANDEMIC PHASE 5 DECLARATION 

A public health alert was received from the World Health Organisation (WHO) on 
Thursday, 23rd April 2009 indicating that human cases of influenza type Pandemic 
(H1N1) 2009 virus infection had been identified in the US and in Mexico. Over the 
subsequent days, the Pandemic alert level was raised to level 4 and then level 5 on the 
29th April, 2009. 

 

IRISH RESPONSE TO WHO PUBLIC HEALTH ALERT 

The Department of Health activated the National Plan for pandemic influenza. The 
plan was accompanied by guidance that had been developed by the Pandemic 
Influenza Expert Group (PIEG) and which was updated regularly during the 
pandemic. The WHO pandemic alert level was raised to Phase 6 on 11 June 2009.  
 
CONTAINMENT  
From 24th April, 2009 Ireland operated a containment phase which involved early 
detection, isolation and treatment of suspected cases, contact tracing, and (as far as 
possible) limiting the spread of the virus in the Irish population. These activities were 
important mechanisms during the period when the vaccine was being developed. 
 

 From April 2009 onwards additional supplies and equipment were purchased 
and various contracts entered into to provide additional items required for the 
health service response to HINI this included the purchase of vaccines and 
essential equipment such as ventilators, dialysis units and ancillary equipment 
at a cost of €6.5 million. This additional equipment approximately doubled 
adult and paediatric ICU capacity. 

 

 Antiviral stockpiles were increased to treat 50% of the population and made 
available through hospitals and community pharmacies in accordance with 
the Pandemic Plan. 

 

 A public information campaign was developed which included posters and 
leaflets placed in public facilities and TV and radio advertisements. A leaflet 
containing practical information on what to do to protect against infection 
was distributed to every house in the country.  

 

MITIGATION  

On 16th July 2009, Ireland moved from the containment to the mitigation phase.  The 
aim of the mitigation strategy was to limit the impact of the virus in the population.  
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 This was achieved by  

o Non-pharmaceutical measures – emphasising via media campaigns, 
posters etc the importance of personal measures to limit spread, such as 
isolation if sick, covering mouth with tissues when coughing or 
sneezing, washing hands etc.  

 and 

o Pharmaceutical measures – treating those at risk of more severe disease 
with antivirals and vaccinating when the vaccine became available. 

 
 “At risk” groups were prioritised for vaccination commencing in October 

2009.  
 

 The programme was extended nationwide from 2nd November 2009 with the 
vaccination of health care workers followed by pre school children from 6 
months upwards and school children up to the age of 18 years.  

 
 The vaccination of over 65 year olds began in early December 2009 and the 

programme continued into 2010 with the vaccine being offered to the rest of 
the population. The public pandemic vaccination campaign ended on 31st of 
March, 2010.  However, following a full assessment of the situation at that 
time the vaccine continued to be made available free of charge to the “at risk” 
groups through General Practice and Maternity Units until September, 2010.  

 
 The HSE had contracts in place for the provision of pandemic vaccine with 

Baxter for 4.25 million doses and GSK for 3.45 million doses. Approximately 
3 million doses of Pandemic vaccine were delivered to Ireland – 600,000 
Baxter and 2.4 million GSK.  

 
 
EPIDEMIOLOGY 
In Ireland, cchildren and young adults were the most affected groups. Eighty percent 
of cases of Pandemic (H1N1) 2009 were less than 35 years of age. In excess of 1,000 
cases of confirmed Pandemic (H1N1) 2009 were hospitalised and 100 people were 
admitted to Intensive Care Units. There were 29 deaths, all but two of which, were in 
‘at risk’ groups and most had other significant underlying medical conditions. 
 
END OF PANDEMIC DECLARED 
In August 2010, the WHO announced an end to the pandemic. This was the view of 
the WHO Emergency Committee which based its assessment on the global situation.  
Based on experience with past pandemics it was expected that the Pandemic (H1N1) 
2009 virus would take on the behaviour of a seasonal influenza virus and continue to 
circulate for some years to come. 
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CHAPTER 3 
PANDEMIC PLANNING STRUCTURES 
 
Ireland’s response to the Pandemic (H1N1) 2009 was managed in the context of 
Government policy on Strategic Emergency Planning which provides that the 
Department of Health is the lead Government Department in responding to a public 
health emergency and the Health Service Executive is the lead agency. 
 
The public health emergency management structure includes 
 Cabinet Committee as required 
 Government Task Force on Emergency Planning 
 Standing Interdepartmental Committee on Public Health Emergency Planning 
 National Public Health Emergency Team 
 HSE Planning and Crisis Management Teams 
 Pandemic Influenza Expert Group 
 
The management of Pandemic (H1N1) 2009 posed significant challenges and required 
substantial collaboration within the Health Service Executive (HSE) and between the 
HSE, the Department of Health (DoH), the National Immunisation Advisory 
Committee (NIAC) of the RCPI, the Irish Medicines Board (IMB), General 
Practitioners (GPs), other Government Departments, the independent health sector, 
schools, workplaces, the media and many other groups. 
 
DEPARTMENT OF HEALTH ADVISORY AND RESPONSE STRUCTURES 
 
Standing Inter-Departmental Committee (SIDC) 
The Standing Inter-Departmental Committee on Public Health Emergency Planning 
established by the Department of Health considers issues which go beyond the health 
aspects of a public health emergency.  The HSE is represented on this committee.  
During the Pandemic its role was: 

 To support the Department of Health in planning for and responding to a 
public health emergency focusing initially on pandemic flu planning. 

 To support the development of vaccine and antiviral strategies with particular 
reference to the definition of key workers in essential services. 

 To assist in planning for mass vaccination.  
 In light of developments nationally and internationally, to advise on measures 

needed in non-health areas of public policy or public services to support the 
protection of public health, with particular reference to social distancing 
measures. 

 To review and report on the effectiveness of the measures referred to above. 
 Any other relevant matter. 

 
 
 
National Public Health Emergency Team (NPHET) 
The National Public Health Emergency Team is the forum for managing the interface 
between the Department of Health and the Health Service Executive during the 
planning and response phases of a public health emergency.  The team is chaired by 
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the Secretary General of the Department of Health.  The Chief Executive Officer 
leads the HSE team. 
 
Other members of NPHET included 
 

 Chief Medical Officer (CMO) of the DoH (Alternate Chair) 
 Principal Officer, Public Health Division, DoH 
 Any other DoH official nominated by the Secretary General. 
 Director of Population Health, HSE  
 Assistant National Director for Emergency Management, HSE 
 Assistant National Director for Health Protection, HSE 
 Any other HSE official nominated by CEO,  HSE 
 Chair or nominee of relevant expert group (expertise of this person will be 

sought as appropriate by the Chairman) 
Chair of the PIEG 
Director of the HPSC 

 Other persons nominated by the Chair of NPHET as deemed appropriate. 
 
The Irish Medicines Board (IMB) representative joined NPHET in October, 2009. 

 
During the pandemic NPHET: 
 
      ● was the conduit for two way communications between the DoH and the HSE 

● was the forum for decision making on critical actions based on: 
 the assessment of national and international surveillance data  (and the 

implications arising from that assessment) 
 reports from the HSE on the health system’s response to the public 

health emergency 
 recommendations arising from the work of the Standing Inter-

Departmental Committee on Public Health Emergency Planning 
 Ensured an effective and coordinated public and media communications 

strategy. 
 
EXPERT ADVISORY GROUPS 
 
Pandemic Influenza Expert Group (PIEG) 
The role of PIEG is to provide expert advice and authoritative information on 
pandemic influenza and clinical guidance to the Minister for Health and the HSE and 
public health advice to health professionals and others involved in pandemic influenza 
preparedness and response.  The current expert guidance is contained in Pandemic 
Influenza Preparedness for Ireland: Advice of the Pandemic Influenza Expert Group. 
 
 
National Immunisation Advisory Committee 
The National Immunisation Advisory Committee (NIAC) was established in the late 
1990s to advise the Department of Health in the area of national immunisation policy 
and related matters. It continued this function throughout the 2009/10 Pandemic. 
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The Committee comprises representatives from the Royal College of Physicians of 
Ireland and includes experts in the fields of Paediatrics, General Practice, Public 
Health Medicine, Infectious Diseases, Microbiology, Occupational Health and Travel 
Medicine, a Deputy CMO from the Department of Health and representatives from 
the HSE and the National Virus Reference Laboratory (NVRL). 
 
 
 
Irish Medicines Board (IMB) 
The Irish Medicines Board is a statutory agency whose Board is appointed by the 
Minister for Health. The IMB is the competent authority for the regulation of 
medicines in Ireland.  
 
The IMB joined NPHET on 1st October, 2009. The IMB advised NPHET on the 
outcome of the co-ordinated EU regulatory evaluation and recommendations for 
vaccines and antiviral medicines. In addition it contributed to the assessment 
processes and national implementation of risk management strategies, advised on 
distribution and storage of vaccines for use in Ireland working with HSE and other 
partners promoted enhanced reporting of adverse reaction experience with vaccination 
nationally. The IMB provided NPHET with weekly updates on this and the wider 
EU/international monitoring experience.  

The European Regulatory Network under the coordination of the European Medicines 
Agency (EMA) successfully facilitated the first European Commission centralised 
authorisations of Pandemic vaccines within five months of identification of a novel 
human influenza virus and subsequently led the implementation of the most extensive 
post marketing surveillance of influenza vaccination adverse events. The IMB 
actively contributed to assessment, vaccine vigilance and risk management activities.  

The IMB published national pharmacovigilance updates in real time on a weekly 
basis. This model was adopted by the European Medicines Agency (EMA) and other 
Member States which provided a consistent approach across the EU to 
communication of vaccine safety data.  

 
 
HEALTH SERVICE EXECUTIVE ADVISORY AND RESPONSE COMMITTEES 
 
HSE National Crisis Management Team (NCMT) 
The HSE National Crisis Management Team had been established to prepare for and 
manage the HSE’s response to an influenza pandemic.  It comprised members of the 
HSE management Team and during the Pandemic it included GP representation. Its 
role was to: 

 manage, control and co-ordinate the HSE’s overall response to the major 
emergency 

 provide support to the Regional Crisis Management Team(s) and mobilise 
extra resources as required 

 co-ordinate the national provision of health related information to the public 
and the media 

 liaise with the Department of Health  and keep it informed 
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 liaise with other Government departments and the head quarters of other 
national organisations, such as An Garda Síochána, as appropriate 

 ensure appropriate HSE participation in national level co-ordination 
committees and groups 

 liaise with the appropriate authorities in Northern Ireland, the UK and further 
afield, as appropriate, in terms of providing and receiving information, 
requesting resources and arranging for the successful deployment and 
integration of those resources into the response 

 maintain the provision of day to day services to areas and individuals who are 
not involved in the emergency; and 

 plan for the recovery phase 
 
 
The NCMT managed the Pandemic through ten work streams, each with a nominated 
lead. Some of these work streams were supported by subgroups. The work streams 
established were as follows:  

1. Hospital/Community/Critical Care  
2. Procurement/Logistics  
3. Human Resources/Training and Risk 
4. Information and Communications Technology 
5. Communication 
6. Finance 
7. Estates/Security,  
8. Prioritisation of Services/Redeployment 
9. Dataset Information 
10. Vaccination Arrangements - National Pandemic Vaccination Implementation 

Committee (NPVIC) 
 
 
 
Regional Pandemic Crisis Management Teams (RCMT)  
Regional Pandemic Crisis Management Teams were put in place in the four HSE 
Regions. They were responsible for 

 Coordinating and managing the cross functional regional response to the 
(H1N1) 2009 Pandemic. 

 Identifying  and escalating issues to the National Crisis Management Team 
(NCMT) 

 
The RCMTs communicated with the NCMT through progress reports and regular 
teleconferences. The NCMT issued specific instructions to the Regional Crisis 
Management Teams (RCMTs) for action.  
 
National Public Health Outbreak Response Team (NPHORT) 
The National Public Health Outbreak Response Team (NPHORT) led the 
epidemiological investigation and public health response to the pandemic. It was 
chaired by the Assistant National Director for Health Protection, or by the Director of 
the Health Protection Surveillance Centre (HPSC).  
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Terms of Reference for the National Public Health Outbreak Response Team 
 to carry out an initial rapid epidemiological assessment of the potential Public 

Health Event of International Concern (PHEIC)  
 to co-ordinate the descriptive and analytical epidemiological investigation, and 

to collect, collate and disseminate  information from the different areas and 
bodies involved locally and nationally  

 to evaluate the potential wider importance of the incident locally, nationally 
and internationally and determine if it is a PHEIC  

 to report its findings to the National Focal Point (NFP) within 48 hours and 
then to produce regular update reports  

 to advise the NFP on any local, regional, national and international control 
measures needed in the light of the findings. This advice to be communicated 
by the NFP to the relevant parties, e.g. Department of Health, HSE, other 
Government Departments, WHO etc  

 to produce a final report, identifying lessons learned following the end of 
PHEIC investigation. This report is for the NFP, and then for onward 
communication to WHO, and other interested parties.  

 
NPHORT established four sub groups:-Port health; Communications; Education and 
Mass Vaccination which were later subsumed into NPVIC.  
 
National Pandemic Vaccination Implementation Committee (NPVIC) 
The NPVIC was established by HSE 

 to plan for the national coordination and implementation for vaccination of the 
Irish population following strategies set out by the National Crisis 
Management Team 

 to report to the National Crisis Management Team 
 define the requirements (procurement/logistics, information and 

communications technology, communication, human resources/training, 
estates) needed to implement this programme 

 to identify risks associated with the implementation of this programme 
 to work collaboratively with  the Regional Crisis Management Committees 

 
 
Health Protection Surveillance Centre (HPSC) 
The Health Protection Surveillance Centre, a part of the HSE, is the national specialist 
agency for the surveillance of communicable diseases.  Specifically during the 
pandemic, its functions were to: 

 detect, assess, alert and respond to national and international cases of 
Pandemic influenza 

 act as the Irish point of contact for the European Early Warning and Response 
System (EWRS) and  the European Centre for Disease Prevention and Control 
(ECDC) 

 communicate with WHO on pandemic influenza, as Ireland’s national 
International Health Regulations (IHR) Focal Point for communicable diseases 

 provide regular risk assessments and surveillance/situation reports to national 
emergency management groups including  the National Public Health 
Emergency Team (NPHET), the National Public Health Outbreak Response 
Team (NPHORT) and the HSE National Crisis Management Team (HSE -
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 lead national surveillance of pandemic influenza, including work on modelling  
the potential impact 

 provide advice and operational support on outbreak control  
 prepare and disseminate guidance for healthcare professionals and the public 

in collaboration with other national bodies and groups.  
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CHAPTER 4 
PUBLIC HEALTH INTERVENTIONS  
 
CONTAINMENT PHASE 
From April 24th 2009 the response was in the containment phase.  
 
During this period, the emphasis was on early detection, isolation and treatment of 
suspected cases, contact tracing, and if possible, limiting spread of the virus in the 
Irish population. All suspected cases were notified to the Departments of Public 
Health. Naso-pharyngeal swabs were taken in consultation with Consultants in Public 
Health Medicine (CPHM). Samples were analysed by the National Virus Reference 
Laboratory (NVRL).  
 
Initially household contacts were quarantined at home. Contacts were provided with 
anti-viral chemoprophylaxis. Contacts were initially followed up by active 
surveillance by Senior Medical Officers or CPHM, reporting symptoms and 
temperature daily. This was changed to passive surveillance at the beginning of June 
2009. Airline contacts of suspected/ confirmed cases were traced by Public Health 
Department staff and offered chemoprophylaxis and followed-up by active 
surveillance.  
 
During this phase in particular, but right through the Pandemic period the Department 
of Health and the Health Protection Surveillance Centre participated in regular 
teleconferences with ECDC, public health officials in other EU Member States and 
WHO.  
 
On 27th April 2009 travel advice was issued jointly by the Department of Health and 
the Department of Foreign Affairs. This advice did not restrict travel to affected areas 
and was based on advice from WHO. Updated advice issued on 28th April 2009 
recommended that all non-essential travel to Mexico and other affected areas should 
be avoided. This advice remained in place until 20th May 2009 when restrictions were 
lifted.  
 
 
 
MITIGATION PHASE 
On 16th July 2009 faced with a major increase in the number of cases, Ireland moved 
from the containment to the mitigation phase.   
 
During this phase Influenza Like Illness (ILI) was diagnosed clinically for mild cases, 
rather than by laboratory testing.  GPs were advised to offer anti-viral treatment only 
to those clinical cases that either had severe symptoms or were in specified risk 
groups. Early in the mitigation phase, high risk contacts were given prophylactic 
antivirals, including pregnant women, people on medication for asthma and severely 
obese people (BMI >40). Subsequently, this strategy changed to focusing on early 
treatment of these cases. Enhanced surveillance was undertaken on all hospitalised 
cases by Departments of Public Health and entered into the national computerised 
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infectious disease reporting system (CIDR). Surveillance data continued to be 
gathered from sentinel GP practices.  
 
A new system for ICU surveillance, coordinated by the HPSC, was established in 
conjunction with the intensivists, the National Hospital’s Office, and the Office of 
Nursing Services. There were key link personnel in each ICU who reported daily to 
the HPSC on new admissions and discharges. HPSC provided this information to 
Departments of Public Health.   
 
Departments of Public Health were heavily involved in managing clusters and 
outbreaks of disease in schools, crèches and special care institutions (e.g. residential 
homes for people with intellectual disability, prisons, and homeless services). 
Departments of Public Health provided advice and were a resource for health 
professionals, the public, school principals, and managers of institutions. The Health 
Protection Surveillance Centre similarly provided advice and compiled timely expert 
advice for health professionals and the public. 
 
 
VACCINE AVAILABILITY  
Global Vaccine production did not proceed as quickly as expected.  The amounts of 
vaccine delivered on a weekly basis were limited until the end of November 2009. As 
a result the initial vaccination strategy prioritised the vaccination of high risk groups 
and healthcare workers. NIAC held two special meetings at the end of September to 
discuss prioritisation within high risk groups. On the recommendation of NIAC, the 
routine seasonal influenza campaign was implemented, prior to the start of the 
Pandemic vaccination campaign. 
 
Following discussions with the Department of Health and the HSE, most GPs agreed 
to provide Pandemic vaccine for their patients who were in the medically at risk 
groups. In addition, Mass Vaccination Clinics (MVC) run by HSE staff, were 
established in all areas. This required significant staff redeployment. Maternity 
hospitals and occupational health services also set up Pandemic vaccination clinics. 
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NATIONAL PANDEMIC IMMUNISATION SCHEDULE 

Group 
order 

Priority group Vaccine 
Delivery 

Start Date 

 1  Medically at risk aged 6 months up to 
65 years of age 

 Pregnant women in 2nd and 3rdtrimester 
and up to 6 weeks after birth or in 1st  
trimester with an additional risk factor 

 Immunosuppressed individuals and 
household contacts of individuals with 
immunosuppression 

 Residents of units for persons with a 
disability regardless of whether they are 
in one of the medically at risk groups 

 Individuals with significant physical or 
intellectual disability  

GP/MVC/ 
Maternity 
Hospitals 

02/11/2009 
 
 

2 Healthcare staff Occupational 
Health Services 

09/11/2009 

3 Children aged 6 months -5 years MVC/GP 09/11/2009 
4 Household contacts of children under 6 months MVC/ GP 30/11/2009 
 School children aged 5-18 years School/MVC/ 

GP 
30/11/2009 

  Adults aged 65 years and over MVC/GP 30/11/2009 
5 All others MVC/GP 01/02/2010 
 
LOGISTICS/DISSEMINATION 
The first consignment of pandemic vaccine (36,000) arrived into Ireland in the first 
week of September 2009 and further small quantities followed on a weekly basis until 
a critical mass of both vaccines was achieved by 19th October to allow equitable 
distribution to GPs, hospitals and the MVCs.  

Both vaccines used were in multidose vials (10 adult doses in each) and packed in 
boxes of 200-500 doses. Initial vaccine supplies were limited, so in order to ensure 
that all GPs (1,800 sites) received an allocation of vaccine, NPHET agreed that, 
following consultation with the IMB and the vaccine manufacturer, supplies of 
Pandemrix (packed in boxes of 500 doses) would be repackaged into boxes of  20 
doses.  Celvapan was not repackaged, as once opened, a vial (10 doses) needed to be 
used within 3 hours (as opposed to 24 hours for Pandemrix). This vaccine was 
initially used in settings where large numbers attended for vaccination. 

The repackaging and distribution of Pandemic vaccine supplies were provided by the 
HSE National Cold Chain Service between October 2009 and March 2010 and 
overseen by the National Immunisation Office. 

During the course of the Pandemic the recommendations regarding vaccine dosage 
and number of doses changed as more scientific evidence became available. This 
meant that most people only required one dose of pandemic vaccine.  
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UPTAKE OF VACCINE 

Over 1.75 million doses (4,000 deliveries) of Pandemic vaccine were distributed to 
GPs, HSE hospitals and health centres and other sites. 

Over 1.1 million pandemic vaccinations were recorded giving a 25% uptake for the 
total population. The vaccine uptakes among the priority groups were 50% for those 
medically at risk, 32% pregnant women (was 45% during early part of programme), 
31% health care workers, 60% children aged 6 months to 4 years, 39% children aged 
5-14 years and 25% of those aged 65 years and older.  
 
SERVICE PRESSURES DUE TO PANDEMIC 
 
Prior to April 2009 planning for an influenza pandemic, similar to most European 
countries, was based on scenarios derived from the previous influenza pandemics of 
1918, 1957 and 1968. Possible upper and lower ranges for the numbers of people in 
Ireland, who would fall ill, require hospitalisation and the number of fatalities were 
developed.    
 
The actual impact of (HINI) 2009 in terms of numbers falling ill, hospitalisations and 
fatalities fell well below even the lower range. Consequently the degree of service 
pressures on the HSE was significantly less than anticipated in the 2007 plan. 
  
During the 2009 pandemic, ILI activity peaked during week 43/2009, at 201.3 per 
100,000 populations. This was the highest rate recorded since sentinel influenza 
surveillance commenced in 2000.  
 
Laboratory Testing 
 
The NVRL, Cork University Hospital and Galway University Hospital tested a total 
of 23,142 specimens for influenza virus during the pandemic period. Twenty one 
percent (n = 4797; 20.7%) were positive for influenza virus. Over 99% (n = 4759; 
99.2%) of positive influenza specimens were confirmed (n = 4464) or probable (n = 
295) Pandemic (H1N1) 2009. The NVRL experienced periods of severe service 
pressures which resulted in additional waiting time for tests and results. 
 
Hospitalisation 
 
A total of 1,059 confirmed cases of Pandemic (H1N1) 2009 were admitted to hospital. 
Of these, 100 (9.4%) were admitted to ICU (76 adults and 24 paediatric cases). For 
hospitalised and ICU patients, the highest age-specific rates were in the 0-4 year age 
group. Of the 1,059 confirmed cases hospitalised, 507 
(47.9%) had pre-existing clinical conditions. The most frequently reported underlying 
medical conditions included: asthma (n = 127, 12.0%), chronic respiratory 
disease (n = 114, 10.8%), immunosuppression (n = 79, 7.5%) and chronic heart 
disease (n = 62, 5.9%). Seventy-three (6.9%) of all hospitalised confirmed cases were 
in pregnant women, eight of whom were admitted to ICU. This level of additional 
hospital activity did not give rise to service pressure. However some ICUs did come 
under pressure particularly due to very long average length of stay experienced by 
Pandemic (H1N1) 2009 patients. 
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General Practice 
 
The GP representative on the NCMT did signal increased GP activity, both supporting 
patients in their own homes, in surgery and over the phone. While no accurate overall 
data on GP Pandemic (H1N1) 2009 activity were collected the NCMT did collate 
activity data in a sample of GP out of hours services. This revealed substantial 
increases in activity broadly consistent with infection rates in the community. 
 
Public Health Departments 
 
In the containment phase most response activity (case finding, contact tracing 
provision of advice to the public etc) fell to Public Health Departments. During this 
period other activities had to be postponed. Staff in Public Health Departments 
worked extended working days. During the mitigation phase, pressures continued as 
staff were dealing with outbreak response and providing personnel to support the 
vaccination programme. 
 
Staff Redeployment 
 
Significant numbers of nurses, doctors and other staff were redeployed from across all 
parts of the health services to the Pandemic vaccination programme. Whilst every 
effort was made to minimise disruption to existing services, a range of non-essential 
activities were postponed to provide capacity to manage the Pandemic response. 
Examples of the main services impacted were the school immunisation programmes, 
BCG clinics and the processing time for medical cards. 
 
COMMUNICATION 
 
There were two main streams of communications activity; relating to the Pandemic 
Influenza information itself from April 2009, and to the Vaccination Programme 
information from November 2009 to March 2010.   
 
The HSE provided a rapid flow of information to all stakeholders, including staff, 
GPs and other healthcare professionals, who were responding to the pandemic at the 
front line.  The HSE also engaged with marginalised or hard to reach groups through 
patient advocacy groups. 
   
 
Planning and Strategy 
Key spokespersons were used to communicate clear, frequent and consistent 
messages. The primarily media based communications strategy was supported by 
online, printed public information resources and advertising with a strong focus on 
stakeholder and civil society partnerships 
 
From the initial alert in April 2009, the Department of Health (DoH), HSE, and other 
key partners communicated comprehensively on the situation through regular joint 
press briefings in Government Buildings and responses to media queries.  In parallel 
to the media, the HSE website was used from the outset to highlight the outbreak and 
to provide updated detailed information. This was supported by the distribution of a 
public information leaflet to all households and health facilities, and the establishment 
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of a freephone automated 24 hour helpline.  
 
Staff and healthcare professionals were central to the HSE’s ability to respond to this 
pandemic. Regular communications to GPs including information packs and updated 
clinical information were sent via post, email and posted online. In addition to a 
dedicated section on Swine Flu on the intranet which was updated daily, articles were 
placed in the HSE’s internal magazine, Health Matters and an online training tool was 
provided for staff involved in the pandemic response. 
 
In August 2009 the HSE launched an advertising campaign entitled Swine Flu – 
Catch it, Bin It, Kill It – designed to illustrate the steps that the public could take to 
limit the spread of the virus demonstrating hand and respiratory hygiene. This public 
health campaign was aligned with similar messages used across the EU. Creative 
material was generously shared with Ireland by counterparts in the UK. RTE, as the 
public service broadcaster provided airtime for the broadcast of these health 
protection messages without charge.  
 
A specific campaign was planned and implemented to support the commencement of 
the new school year in September 2009.  Information packs were available to schools 
complemented by radio advertising.  
 
In October 2009, arrangements were finalised for delivery of vaccines to the public at 
GP surgeries nationwide and 45 new HSE vaccine clinics.  The campaign message 
and related promotional materials were developed, following extensive research 
including omnibus surveys and staff focus groups.   The campaign message agreed 
was ‘Swine Flu – It Stops with YOU’.   
 
Advertising 
Radio was the primary chosen media for the duration of this campaign, due to its high 
level of listenership in Ireland and its suitability for messages that change over time, 
sometimes at relatively short notice.  Outdoor advertisements were used to generate 
overall public interest and awareness in the campaign.  Vaccine clinic locations and 
opening times were published in regional newspapers, and an eight page information 
supplement in the Sunday World and Sunday Independent outlined the campaign as a 
whole and answered key questions. 
 
Web – www.swineflu.ie 
The HSE’s dedicated website, swineflu.ie, was already known to the public, through 
the public information campaign providing information on Influenza.  The same 
website was used to launch and sustain the vaccination campaign. 
 
Freephone Flu Information Line 
A 24 hr Freephone Flu Information Line was established by the HSE at the outset of 
the Swine Flu outbreak, which gave open access to up-to-date recorded information 
on the flu.  For the duration of the vaccine programme, the line was expanded to 
provide a recorded and updated list of vaccination clinics, opening times, and 
reminders of which of the risk groups were being prioritised for vaccinations. 
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CHAPTER 5 
PERFORMANCE ASSESSMENT 
 
GOVERNANCE – STRATEGIC AND MANAGEMENT GROUPS 
 
The Department and the HSE provided strong leadership during the pandemic which 
generated a positive response from society as a whole.  The pandemic was well 
managed overall.  
 
However, there was some overlap in the roles and decision making responsibilities of 
some of the groups involved. Greater clarity regarding remit and responsibilities of 
groups is required for future Plans 
 
STANDING INTERDEPARTMENTAL COMMITTEE ON EMERGENCY PLANNING 

(SIDC) 
 
The vehicle used by the Department to interact relationships with other Government 
Departments, in advance of and during the pandemic, was the Strategic Inter 
Departmental Committee (SIDC) on Emergency Planning.  
 
The SIDC worked well during the planning phase. A good relationship was developed 
between the HSE and the Department of Education in relation to Primary and 
Secondary schools but the Third Level link was not established. The main focus of the 
committee prior to the pandemic had been business continuity and the identification 
of “essential workers” to be vaccinated. 
 
However this Committee operates outside the Major Emergency Management 
Framework (MEMF). The Emergency Response Coordinating Committee co-
ordinates cross departmental co-operations under the MEMF.   
 
Recommendations: Interdepartmental working 

 The Emergency Response Coordinating Committee (ERCC)/National Co-
Ordination Group as described in the Office of Emergency Planning 
Guidelines may be best placed to act as the vehicle for Inter-Departmental 
coordination 

 The ERCC or National Coordination Group for a pandemic should drive inter-
sectoral supports and should include 

 Education (1st, 2nd and 3rd levels) 
 Transport (Airports, sea ports, etc.) 
 Social Protection (Sick Leave Certification) 
 Foreign Affairs (Travel Advice) 
 OPW + Local Authorities (vaccination facilities) + 

Environment 
 Death escalation plan 

 The business continuity plan should be reviewed and updated for the public 
and private sectors and this may be led by Forfás. 
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NATIONAL PUBLIC HEALTH EMERGENCY TEAM 
 
NPHET was the forum for the interface between the HSE and the Department of 
Health and was the main decision making group for the response and coordinated the 
national media response.    
 
Immediately following NPHET meetings a press/media briefing was held.  
 
Recommendations: NPHET 

 The governance, role and responsibilities of NPHET, NCMT and all other 
groups involved in the response should be clearly defined and documented.  

 The membership of NPHET should be reviewed. A representative from the 
Hospitals Unit in the Department of Health is recommended to be included.  
The CEO of the HSE should attend the meetings. 

 The information support provided to NPHET needs to be strengthened 
considerably to manage the incoming information from health and other 
sectors, to include the provision of timely reports to the system on actions 
planned or being taken. A designated information manager, with the 
responsibility of coordinating key information from HSE and other relevant 
sources, and providing timely written documentation in relation to decisions 
taken at NPHET, would benefit the operation of NPHET. The content and 
timing of situation reports should be agreed in advance, with a cut off period 
for consideration of information, which is then sent to all participants of 
NPHET in advance of the meeting. 

 NPHET should consider the use of a national electronic situational awareness 
tool which would facilitate more efficient management of the information 
flows and requirements during a public health emergency. 

 Requests for scientific advice from expert groups such as NIAC or PIEG 
should be made formally in writing by NPHET. 

 Consideration should be given to rescheduling the NPHET meetings and the 
media briefings to allow adequate time for HSE to provide internal feedback 
to Public Health Departments and others in the HSE who need to 
operationalise action points from NPHET meetings.  

 
 
NCMT  
 
The HSE NCMT operated under the governance of the HSE Senior Management 
Team.   
 
The work was largely carried out by a number of work streams or sub-groups of the 
NCMT. These work streams were as follows: 

 Human Resources: - The NCMT oversee changes to HR policies including 
redeployment of Staff during the Pandemic and pandemic Absence Sick Leave 
Procedure and Reporting.    
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 Procurement: - NCMT gained experience in the process of purchase, storage 
and disposal of pandemic supplies. Considerable savings were achieved 
through the movement of pandemic stockpiles from distributors or third 
parties to HSE warehouse locations. All HSE Pandemic Stocks, other than 
Vaccines were relocated to HSE warehouses. 

 ICT: - ICT implemented an on-line booking system to deal with bookings for 
Mass Vaccinations. A Patient Data Management system for the Mass 
Vaccination Clinics was developed and implemented. 

 Critical care: -Plans were put in place to maximise ICU capacity, equipment 
and staffing based on a reasonable worst case scenario for Pandemic (H1N1) 
2009. Through a parallel process, the HSE developed and implemented an up 
skilling programme for critical care nurses. Over 700 nurses were up skilled 
and plans are in place to ensure the maintenance of those skills. 

 
 

Two additional important national committees were established within HSE: the 
National Public Health Outbreak Response Team (NPHORT) and the National 
Pandemic Vaccination Implementation Committee (NPVIC).  

 
Recommendations: HSE groups 

 The governance structure for HSE NCMT, NPHORT and NPVIC requires 
review. Appropriate representation, accountability and a national approach to 
decision making, including decisions regarding staff deployment and work 
deferral/cancellation are recommended.  

 A communications strategy to facilitate both upward and downward 
communications within the HSE and externally with other stakeholders is 
needed. 

 Regional Director of Operations (RDO) nominees should participate in the 
NCMT to facilitate improved decision making and implementation.  A HPSC 
representative should attend all NCMT meetings relating to infectious disease 
outbreaks in the future. 

 Experienced project managers should be appointed to mass vaccination 
programmes 

 
 
EXPERT SCIENTIFIC ADVICE  
 
 IMB  
The IMB actively contributed to assessment, vaccine vigilance and risk management 
activities.  

 
Following authorisation, the EU Regulatory Network committed to the rapid update 
of product information with clinical trial data and publishing emerging safety 
information in a weekly update.   
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The IMB implemented a risk management plan as foreseen by the European Strategy 
for benefit-risk surveillance of Pandemic (H1N1) 2009 vaccines including a system of 
enhanced pharmacovigilance. A designated online form was developed to facilitate 
reporting of suspected adverse reactions to the vaccine and a field for providing batch 
details was included to facilitate traceability.  
 
The IMB published national pharmacovigilance updates in real time on a weekly 
basis. This model was adopted by the European Medicines Agency (EMA) and other 
MSs which provided a consistent approach across the EU to communication of 
vaccine safety data.  
 

The IMB worked closely with relevant partner organisations during the pandemic, 
both at the European and International level. The EMA coordinated a lessons learnt 
pandemic review in which the IMB participated and the findings relevant to National 
Public Health Authorities included: 

 

 A survey of the traceability systems introduced at MS level would be helpful 
to evaluate how the requirements for traceability outlined in a Commission 
Decision on the authorisations that allowed use of the pandemic vaccines (i.e. 
the variations to the existing Marketing Authorisations for the mock-up 
vaccines) were implemented.    

 A system should be developed for collection of exposure data – this should 
provide the infrastructure to support the real time availability of stratified 
exposure data for the purpose of signal detection/vaccine vigilance.  

 Member States should take the lead on collecting background incidence rates 
for adverse events following immunisation in their countries.  

 The Risk Management Plan concept should take account of the roles and 
responsibilities of stakeholders and existing public health systems for data 
collection/clinical investigative networks in order to obtain safety and 
effectiveness data. This would ideally involve the interpandemic/prepandemic 
evaluation of relevant infrastructure and feasibility assessment for the conduct 
of independent studies in real time. 

 
 
SURVEILLANCE 

Ireland had a well-established routine influenza surveillance system in place since the 
2000/2001 flu season, developed by the HPSC in collaboration with the Irish College 
of General Practitioners and the National Virus Reference Laboratory. This facilitated 
the production of timely good quality epidemiological data during the pandemic. 
There was rapid reporting and investigation of possible cases during the containment 
phase and timely enhanced surveillance of all hospitalised cases in the mitigation 
phase.  The weekly “Influenza in Ireland – Update” (available from www.hpsc.ie) 
was especially informative. The production of these reports was due to the availability 
of a national electronic reporting system, the Computerised Infectious Diseases 
Reporting system (CIDR), and the quality of the epidemiological data inputted by 
Public Health Departments on a daily basis.  Respondents were by and large satisfied 
with the effectiveness of CIDR.  
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A new national system for gathering information on the number of confirmed and 
suspected cases in ICUs was established in September 2009. In this system ICUs 
reported directly to HPSC on new admissions and discharges, and HPSC then 
provided this information to Departments of Public Health.  Valuable information on 
the numbers, risk profiles, illness course and outcome of these patients was obtained.  
Overall this new system worked well for the stakeholders: NPHET, PIEG, HPSC, 
intensivists, the HSE acute hospital service and Public Health.    

Communication of laboratory results by the NVRL, facilitated by HPSC worked well.  
Empiric modelling information was provided by HPSC to NPHET.  

CIDR overall worked well but there was some criticism of CIDR when difficulties 
arose when handling large amounts of data, and when many more persons were 
inputting data simultaneously.  It is noted that a review of CIDR has since led to a 
revision of the software that has improved its capacity to handle large amounts of data 
and many simultaneous users. 

Hospital information systems were not able to provide timely information to Public 
Health Departments on all admissions to hospital with pandemic influenza. As a result 
Public Health identified hospitalised cases by actively following up each laboratory 
diagnosed case, to identify those hospitalised. 

During the containment phase, a contact-tracing database was implemented which 
gathered information on contacts rather than cases.  This had been designed with 
avian influenza in mind, but was quickly adapted for use during the pandemic.   

The capacity to provide modelling data was limited during the pandemic, due to a 
lack of access to specific expertise in this area. 

Recommendations: Surveillance 
 There is a need for capacity within the system for modelling new and 

emerging infectious diseases and their impact on the population. 

 Sero-epidemiological studies are required for a complete picture of population 
immunity. Consideration should be given to funding this type of work for any 
future Public Health Emergency (PHE).  

 Hospital systems should be reviewed so that information on hospitalised cases 
of a disease causing a public health emergency can be readily and rapidly 
collated. 

 Further work is needed to develop suitable contact tracing information systems 
for a future PHE.   

 A nationally agreed laboratory surge capacity plan should be developed, that 
clearly identifies sampling capacity at NVRL, thresholds for initiating 
sampling at additional designated sites, as well as testing and reporting 
protocols 

EPIDEMIC INTELLIGENCE   

Epidemic intelligence is the detection, validation, analysis, assessment and monitoring 
of pandemic influenza and was carried out by HPSC. This included enhanced 
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surveillance of cases in Ireland, the monitoring of international alert systems such as 
EWRS and IHR; and participation in international teleconferences (ECDC, 
IHR/WHO and with Northern Ireland, England, Wales and Scotland). Regular 
situation reports were provided to NPHET for each of its meetings. 

 
The situation reports provided up to date national and international intelligence 
particularly in the early stages of the pandemic at a time of high uncertainty and 
complexity. The international teleconferences, which were initially held daily, 
provided an efficient and rapid means of identifying the current epidemiological 
situation and the public health policies that were under consideration in different 
countries. 

However, there was significant pressure on HPSC in meeting this demand.  The 
format of the EWRS system was not user friendly, and it was difficult to track the 
content of all messages when the volume of incoming messages was high. Since then, 
changes have been made to the EWRS system, which have improved its functionality. 

There was no national electronic situational awareness tool in use by NPHET, or HSE 
which could have been used to provide one electronic portal for all materials relevant 
to management of the crisis.  

Recommendations: epidemic intelligence 
 Based on the experience during this pandemic, the format, and structure of the 

epidemiological situation reports used could be reviewed. Epidemic 
intelligence information gaps should be identified, and agreement reached in 
advance of the next public health emergency as to what epidemic intelligence 
information is needed by NPHET.  

 Additional surge capacity (human resources) is required for monitoring IHR, 
EWRS, and for supporting international teleconferences (International 
obligations).  

 
PUBLIC HEALTH INTERVENTIONS 
 
CONTAINMENT PHASE 
During the containment phase, the emphasis was on early detection, isolation and 
treatment of suspected cases, contact tracing, and if possible, limiting spread of the 
virus in the Irish population. The majority of countries in the world responded 
similarly, although the WHO did state at the time that efforts to limit spread of the 
virus were not likely to succeed, and that countries should focus more on preparing 
themselves for the inevitable spread of the virus in their populations. 

Contact tracing efforts and enhanced surveillance activities were extremely resource 
intensive. This was predominantly within the remit of Departments of Public Health. 

The National HSE Port Health Group had been established prior to the pandemic. The 
group included representatives from public health and environmental health and was 
actively working on public health issues related to port health.  
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The Port Health Subgroup organised posters and flyers/ leaflets for all ports.  Airport 
authorities were provided with public health guidance on the transmission of 
influenza on aircraft and on craft disinfection. Airlines were requested to make on-
board announcements about respiratory hygiene. Guidance was developed on the 
public health management of contacts of a possible or confirmed case of Pandemic 
(H1N1) 2009, arising from a call from the airport or port ambulance control service. 
 
Public Health Departments also became involved in activities such as providing 
Personal Protective Equipment, antivirals and swabs to General Practices. This 
diverted public health practitioners from other key surveillance and contact tracing 
tasks.   
 
There were significant difficulties in accessing accurate and timely information 
needed for tracing airline contacts.  There was a delay in acquiring passenger lists 
(manifests) from airlines despite timely requests, and there was a low yield from 
airline contact tracing, due to incompleteness of contact data provided by the airline, 
compounded by the delay in acquiring the passenger manifest, so that some travellers 
had moved on from initial accommodation contact point. A mechanism is required 
which would provide essential contact tracing information rapidly for public health 
purposes. 
 
Recommendations:  Containment phase 
If contact tracing is to be carried out, surge capacity plans need to include allocating 
increased resources to public health, particularly in the early stages of a PHEIC. 

 There is a need to strengthen port health capacity. Good contacts with ports, 
which were made at the time of the Pandemic, need to be maintained and 
developed further, in order to improve port health capacities. 

 Contact tracing activity needs to evaluated, to ensure this is a cost effective 
exercise when resources are limited. 

 
MITIGATION PHASE 
During the mitigation phase, the virus was widespread in the community so the aim 
was to mitigate the impact. Influenza like Illness (ILI) was diagnosed clinically for 
mild cases, rather than by laboratory testing, and GPs were advised to offer anti-viral 
treatment only to those clinical cases that either had severe symptoms or were in 
specified risk groups.  Clinical care algorithms for primary care and Emergency 
Departments were disseminated widely.  This modified advice from PIEG was based 
on the epidemiology of the disease in Ireland and elsewhere.  Therefore, although 
plans were prepared for alternative sites for provision of antivirals, in case GP 
surgeries and hospital sites couldn’t cope with additional numbers of patients, these 
were not necessary. Once available, vaccination was commenced.   

The PIEG advice was flexible and was modified according to the severity of illness 
and impact seen when cases arose in Europe and Ireland. The response in terms of 
clinical management was proportionate to the severity of the illness.  

There were some difficulties with the supply of paediatric anti-viral medication. There 
was no paediatric antiviral suspension available at the beginning of the pandemic. It 
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had not been stockpiled because it has a very short shelf-life. Instead, an information 
leaflet from Roche Pharmaceuticals was made available which described how a parent 
could make up the suspension by crushing the capsules mixing with water. 
Respondents expressed concern regarding the safety of this.  

The non pharmaceutical public health interventions implemented were appropriate. 
There was a coherent consistent policy in relation to the management of clusters and 
outbreaks in schools, crèches and special care institutions (e.g. residential homes for 
people with intellectual disability, prisons and homeless services). Departments of 
Public Health provided advice and were a resource for health professionals, the 
public, school principals and managers of institutions. The Health Protection 
Surveillance Centre similarly provided timely expert advice for health professionals 
and the public. This meant that there was minimal disruption to these sectors.  

Public messages stressed the simple yet effective personal hygiene measures to 
prevent spread of infection.  There was widespread public awareness and acceptance 
of these messages. 

Recommendations: Mitigation 
 A nationally agreed laboratory surge capacity plan should be developed, that 

clearly identifies sampling capacity 

 HSE Pharmacy should take a lead on advising pharmacies (hospital and 
community) re antiviral dosages, paediatric suspension etc. 

VACCINATION  
 
The existence of an Advance Purchase Agreement ensured that Ireland had early 
access to vaccine as it was developed. Given uncertainty in advance as to who would 
be at risk, and the likely number of doses needed in a naïve population, the number of 
vaccines ordered was sufficient to vaccinate the whole population with two doses of 
vaccine (taking into account likely suboptimal vaccine uptake). Once evidence 
emerged that for most persons, one dose would be sufficient, less vaccine was 
ordered.  
 
The well established HSE Cold Chain Delivery Service facilitated the repackaging of 
the vaccine as well as the timely delivery of vaccines to all GPs, hospitals, health 
centres and other sites when vaccine became available and ensured an equitable 
distribution during times of vaccine shortages. 
 
The pandemic provided the opportunity to have a large number of staff trained in 
Anaphylaxis and Basic Life Support and this will be of benefit to the organisation into 
the future. Vaccination delivered by nurses working under medication protocols was a 
new feature which will also be of benefit to other vaccination programmes. 
 
The Bulletins or short briefing documents produced by the National Immunisation 
Office (NIO) worked well in disseminating details of the complex frequent 
vaccination programme changes to GPs and HSE staff. 
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Vaccination was provided by GPs for their patients in the medically at risk groups. In 
addition, Mass Vaccination Clinics (MVC) run by HSE staff, were established in all 
areas. This required significant staff redeployment. Maternity hospitals and 
occupational health services also set up pandemic vaccination clinics.  However, 
nurses were taken from service areas to vaccinate, and as a result routine MMRs and 
BCG vaccinations were deferred.  
 
Options for the future suggested were to include community pharmacists as 
vaccinators, and also increase capacity in order to avoid burn-out. The ideal Point of 
Dispensing (POD) content for a Mass Vaccination Clinic was refined based on the 
pandemic experience. Contents for two different PODs have now been itemised for 
use in any future Mass Vaccination Programme. The process of assembly for PODs 
has also been agreed. 
 
Two main information systems were modified and used during the Pandemic. These 
were the Mass Vaccination on-line booking system and the Pandemic Data 
Management System (PDMS). The on line booking system worked well and was of 
benefit.  
 
The Pandemic Data Management System was developed quickly during the 
pandemic.  As a result data on uptake rates was delayed.  There was also an issue with 
incomplete data sets.  A decision was taken to report on operational data to the media 
rather than documented uptake data.  
 

Recommendations: Vaccination 

 There is a need for a robust national immunisation IT system.  

 To avoid the problems encountered during the pandemic, on site data entry 
should be an integral part of planning any vaccination programme in future.  

 
 Build on pandemic vaccine uptake rates achieved for health care workers to 

ensure higher rates of seasonal influenza vaccination 
 

 Ensure appropriate IT support to facilitate all aspects of the programme 

 The HSE “Updated Information on Human Influenza Pandemic Mass 
Vaccination- Instructions for Primary, Community and Community Care and 
Hospital Network Managers” document should be revised  

 Utilise local knowledge and experience in delivering a vaccination program 

 Strong media messages should be maintained for the public throughout any 
future campaign  

 There is a need to develop chronic disease registers so that denominator 
populations for those at risk are available, allowing the measurement of uptake 
by risk group. 
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SERVICE PRESSURES 
 
ICU Surveillance System 
Enhanced case based surveillance for Pandemic H1N1 (2009) was a novel 
surveillance system. Despite the complex nature of the data requirements, the data 
collection tools were designed to collect a very simple yet informative dataset. The 
system proved to be very successful. The success of the system should be attributed to 
the dedication and commitment of individuals working in adult and paediatric ICUs 
who provided the data; hospital administrative staff and executive officers who were 
able to support this work and also contributed a complementary dataset; as well as 
staff within HPSC who developed a database with the capacity to interact with CIDR, 
and which could meet the reporting and analytical needs of a range of stakeholders.  
 
Critical Care 
All of the ICU specification and transport ventilators that were purchased for 
Pandemic (H1N1) 2009 will now be used to replace obsolete stock throughout the 
system. Capacity will be available in the short to medium term in the event of a future 
Pandemic event. 
 
Over 700 Nurses were up skilled in critical care at the onset of Pandemic (H1N1) 
2009. All hospitals have been asked to put in place processes to maintain this level of 
up skilling to enable capacity to respond to any Major Emergency situation. 
 
An electronic Bed bureau to facilitate best use of capacity has been developed and it 
has been agreed that this would be used in the event of a further Pandemic event. 
 
Supplies and Logistics 
Throughout the pandemic, the necessary supplies (such as Personal Protective 
Equipment (PPE), viral swabs and antivirals) were, for the most part, distributed in a 
timely manner. However, the involvement of Public Health Departments early on in 
the acquisition and distribution of supplies was considered inappropriate.   
 
 
 
Recommendation: Services Pressures 

 Ensure that adequate capacity is in place in critical care units and HPSC, to 
allow clinicians, administrators and HPSC analytical staff to contribute to 
surveillance of severely ill patients in a public health emergency 
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CONCLUSIONS 

This Report gives an overview of the response to Pandemic (H1N1) 2009. The overall 
assessment of the response in Ireland at each phase was considered satisfactory. 
Critical success factors included pre pandemic planning which ensured a National 
Pandemic Plan (2007) was in place. In addition simulation exercises had been carried 
out and expert groups had been set up with roles and responsibilities defined. An 
advanced purchase agreement for pandemic vaccine was already in place. This 
facilitated a relatively smooth and seamless response. 

Key learning points have been included in this report to inform future pandemic 
planning. In particular the revised plan should ensure a response that is proportionate 
to meet the differing demands of pandemic influenza virus of milder and more severe 
impact, rather than just focus on the worst case planning assumptions. The WHO 
drove a global response to the Pandemic (H1N1) 2009.  However it is important for 
Ireland to evaluate the severity and risk to the Irish population so as to provide an 
appropriate and measured response within the country. 

Full utilisation of existing national emergency planning structures including the 
Office of Emergency Planning needs to occur. Future training exercises need to 
involve all Departments and agencies and should be run from the National Emergency 
Coordinating Centre (NECC).   

Human resource management was a critical issue in order to provide surge capacity. 
During the Pandemic (H1N1) 2009 the health system demonstrated capacity for 
redeployment of staff and appropriate training in areas where services were required. 
In future planning scenarios consideration must be given to provide clear and defined 
roles and responsibilities of all stakeholders to avoid duplication of activities.   

These points underscore the importance of updating the National Pandemic Plan to 
include the valuable lessons learned. Particular consideration should be given to 
having an advanced purchase agreement in place for pandemic vaccine, and 
stockpiling of anti-virals. This will ensure that in a future pandemic, resources can be 
used effectively for immediate and proportionate response and recovery. 
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APPENDIX B 
 
PANDEMIC COSTS 
 
 
     

ANTI-VIRALS  (PROCURED PRIOR TO 

PANDEMIC) €27.9M 
    
VACCINES €35M 
    
ICU VENTILATORS, DIALYSIS UNITS 

AND ANCILLARY EQUIPMENT €6.5M 
    
COMMUNICATION COSTS €805,000 
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APPENDIX D 

GLOSSARY 

 

Computerised Infectious Diseases Reporting System        CIDR 

Consultant in Public Health Medicine            CPHM 

Department of Health                DoH 

Early Warning Response System             EWRS 

Emergency Response Coordinating Committee          ERCC 

European  Centre for Disease Control            ECDC 

European Medicines Agency              EMA 

Health Protection Surveillance Centre            HPSC 

Health Service Executive              HSE 

International Health Regulations            IHR 

Irish Medicines Board                IMB 

Mass Vaccination Clinics              MVC 

National Crisis Management  Team            NCMT 

National Immunisation Advisory Committee          NIAC 

   

National Immunisation Office              NIO   

National Pandemic Influenza Expert Group          PIEG 

National Pandemic Vaccination Implementation Committee      NPVIC 

National Public Health Emergency Team                                   NPHET 

National Public Health Outbreak Response Team        NPHORT 

National Virus Reference Laboratory             NVRL 

Point of Dispensing                POD  

Primary Care Reimbursement Service            PCRS 

Public Health Emergency of International Concern        PHEIC 

Public Health Emergency              PHE 

 35



 36

Regional Director of Operations             RDO 

Regional Pandemic Crisis Management Teams          RCMT 

Standing Inter‐Departmental Committee          SIDC 

World Health Organisation              WHO 

 


