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Preparedness of Elderly Long-term Care Facilities in HSE East for
Influenza Outbreaks

Abstract:
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1

E East, Dr Steevens Hospital, Dublin 8
E East, Red Brick Building, Stewarts Hospital, Pal nerstown, Dublin 22
Abstract

We assessed preparedness of HSE East elderly long termcare facilities for an influenza outbreak, and identified
Public Health Departnent support needs. W surveyed 166 facilities based on the HSE checklist document for influenza
out breaks, with 58% response rate. dient flu vaccination rates were >75% |eading barriers were client anxiety and
consent issues. Target flu vaccine uptake of e 40%in staff occurred in 43%of facilities and was associated wth
staff vaccine admnistration by a facility-attached GP (p=0.035), having a facility outbreak plan (p=0.013) and being
a non-HSE run facility (p=0.013). Leading barriers were staff personal anxiety (94% and |ack of awareness of the
protective effect on clients (21% . Eighty-nine percent found Public Health hel pful, and requested further educational
support and advocacy. Staff vaccine uptake focus, organisational |eadership, optiml vaccine provision nodels,

out break plans and Public Health support are central to the influenza canpaign in elderly long termcare facilities.

I ntroduction

Influenza is a challenging problemin long termcare facilities (LTCFs) for the elderly, causing considerable
morbidity and nortality anongst this vulnerable population, ,JIlness rates up to 60% have been seen in influenza
outbreaks in LTCFs with nortality rates of 5-10%reported. "~ The closed environment of LTCFs and linited nobility of
clients facilitates transm ssion of influenza.” In addition, influenza may be difficult to detect in the LTCF

popul ati on due to atypical presentation, with mninal fever and respiratory synptons. A conbination of interventions
Is required to prevent an outbreak of influenza at a LTCF. These include vaccination of clients and health care
workers (HCW), regular staff education on influenza detection and control, and a designated flu |lead to co-ordinate
an influenza prevention programme.™ A recenjly devel oped checklist for LTCFs aids in planning influenza prevention
and control programes for individual LTCFs. There are 166 LTCFs for the elderly in the Health Service Executive (HSE)
East area.

Approxi mately 15% of these are HSE LTCFs; the remminder are privately or voluntary sector run. In 2012/2013 season
there were 23 outbreaks of influenza-like illness (ILI) in these LTCFs notified to Public Health, with 242 people
notified as ill. In 2013/2014 the HSE | eadership teamprioritised HCWi nfluenza vaccination in all health care
facilities including LTCFs in response to poor vaccination rates of 15%nationally anong HCW for the 2012/2013
influenza season.” The HSE | eadership teamset a target of 40% for HCWi pfluenza vaccination coverage for the 2013/2014
season in all health care facilities and informed rel evant stakehol ders.  The aimof our study was to assess the
preparedness of LTCFs in the HSE East area at the start of the 2013/2014 influenza season for an influenza/lLl,
outbreak and to identify how the Departnent of Public Health could support these facilities.

Met hods

We identified all elderly LTCFs in the HSE East using a previously assenbled and recently updated excel database. W
designed a 39 item questionnaire on preparedness and planning for influenza/lLl outbreaks. The questionnaire was based
on the HSE checklist document and used several questions froman earlier survey undertaken in HSE Sout h- East;
consequently it was not piloted. The questionnaire was posted to the Director of Nursing or general nanager of all
facilities and was returned by email or post. W sent a reminder enail one nmonth later, and followed up non-responders
by tel ephone and enmil copy of the questionnaire. Data was manually entered and anal ysed in SPSS version 21.
Descriptive analysis was carried out to describe preparedness of LTCFs for an influenza/lLl outbreak. Associations

bet ween vari abl es were tested using chi-square distribution. Significance was set at 5% (p=0.05).

Resul ts
Denogr aphi cs

In total 97 out of 166 (58% LTCFs responded; 83% of responders were non-HSE facilities. N nety-nine percent of
responders provided residential care facilities. Additionally, 37% provided respite services, 20% day centre
facilities, and 11% provi ded other facilities such as palliative care. Most (89% facilities reported over 50% of
residents were aged 80 or ol der.

I nfl uenza vaccination for clients

Al (100% responders recomrended influenza vaccination to clients and staff. Vaccination rates of residential clients
were uniformy high (range 75-100% . Conmon barriers to client vaccination were anxi ety regardi ng the vaccine (49.5%
and consent issues (23.7%. Less common barriers included; |ow awareness of vaccine (5.2%, difficulty accessing
vaccine (2.1% and personal choice (2.1%.

I nfl uenza vacci nation for staff

In contrast, healthcare worker (HCW) vaccination rates varied greatly (range 0-94% . Forty-three percent of

respondi ng LTCFs reported a HCWvaccination rate of e 40% (HSE target for 2013/2014). Significantly nore non-HSE LTCFs
had HCW vacci ne uptake rates of e40% when conpared with HSE facilities (p=0.019) (Table 1). The adm nistration of the
vacci ne by a general practitioner (GP) attached to the LTCF was significantly associated wth HCW vacci ne uptake rates
of e 40% (p=0.035), conpared with the admi nistration of the vaccine at a HSE clinic or by the HCW personal GP.
Facilities providing day centre or respite care were significantly less likely to have HCWvacci ne uptake of e40% (p=
0.003). In HSE facilities, lack of access to influenza vaccine (25% of respondents) was a significant barrier to HCW
vacci nation when conpared with non-HSE facilities (5.2% (p= 0.01). The barriers to HCWvacci nation nost frequently
identified by managers were anxiety related to the vaccine (94% and |ack of awareness of the need to vaccinate

to protect thenselves and the residents (21% (Figure 1). Leading anxieties were fear of adverse reaction and needl e
phobi a.

Qut break detection and managenent

Most (73% LTCFs had an influenza outbreak plan specific to their facility. Those with a plan were significantly nore
likely to have HCW vacci nation rates of e 40% (p=0.013). Ninety percent of LTCFs had a process to nonitor for
influenza-like illness (ILI) in clients, whereas 80% al so had a process in place to nonitor staff. Mdst LTCFs believed
that they had timely access to viral swabs (81%, masks (93%, vaccine (94% and antiviral medication (83% in the
event of an outbreak of influenza.

Prepar edness for Qutbreak
Eighty three percent of LTCFs reported that they were nostly or fully prepared for an outbreak of influenza/lLl; 94%

were aware of the HSE Checklist docunment. The majority of facilities had an appointed influenza | ead (80% and a |ead
GP (78% . However, having an influenza lead (p=0.592) or a |lead GP (p=0.289) did not have a significant effect on HCW
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vaccine rates. Approximately 9% of LTCFs provided training and education in influenza preparedness for staff on
commencenent of enploynent, 34% provided It annually at the start of influenza season and al nost 24%provided it at
both of these times. Education was provided by the staff influenza lead or local infection control nurse in the
majority of cases (84%.

Interaction with Public Health

Most (75% LTCFs reported previous contact with Department of Public Health, while 23% had previous contact
specifically with regard to an influenzal/lLl outbreak. Eighty nine percent of responders reported that Public Health
were hel pful or very hel pful. Suggestions on how Public Health could support LTCFs preparedness for an outbreak of

I nfluenza/l LI included: provision of nmore education sessions and resources e.g. posters, leaflets, influenza

i nformati on packs; advocacy for the use of nedication protocols to facilitate admi nistration of the vaccine by trained
i n-house staff, and dissem nation of nore information to increase public awareness of the seriousness of influenza
illness.

Di scussi on

Preparedness and mitigation of influenza outbreaks within LTCFs requires high |evels of vaccination of HCW and
residents, early recognition of illness and tinely response. We found that 43% of LTCFs reached the HSE target of 40%
HCW vaccine rate, with HSE-run facilities significantly nore likely to be under target. G obally, inmunisation rates
of HCW against influenza are |ow, despite it being a reconmendation inmost countries. Studies of HCW in Gernmany and
the UK found influenza immunisationgrates of 18% and 34%respectively. '~ Qur findings of reported barriers for HCW
are consistent with other research. Vacci ne rel ated anxi ety was an al nost universally reported barrier to HCW
vaccination in our study (94%. Anxiety can be di m nished by inproving understanding with further education. Many HCW
percei ve thensel ves to be healthy and therefore either not at risk of influenza or able to successfully fight off the
influenza virus. Sinilar to previous studies, we found that HCW dq not necessarily see that by having influenza

vacci ne thensel ves, they are protecting their vulnerable clients. " Twenty-one percent of responses were in this
category. Additional education and discussion would hel p HOW understand their ethical responsibility to protect
clients frominfluenza. Qur study highlights the connection between |ack of access to vaccine and bel ow target vaccine
uptake in HSE run facilities. Inproved staff access should be facilitated through the delivery of the vaccine at

place of work, preferably at unit level, as well as the provision of ;yggcination clinics outside of usual working
hours. These measures have been shown to inmprove HCWvaccine rates. ' 7'~ W found that the administration of the
vaccine by GPs attached to the LTCF was associated with reaching the uptake target and this npdel coul d be considered
by all LTCFs. The appointnent of a designated flu lead in each LTCF receiving education and training, supported

by a nedication protocol would facilitate on-site delivery of the vaccine to HOW. In LTCFs with day/respite and
residential services, clients are nore vulnerable to the introduction of circulating comunity influenza strains. A
significantly lower |evel of staff vaccine uptake was identified and this should be a target in future canpaigns.

Irish guidelines recommend that residents of LTCFs shoul g receive seasonal influenza vaccine, ¥ with a Wrld Health
Assenmbly target of 75% vaccination rate for this group.” Wile all responders achieved this target, barriers were
identified, nanely; personal anxiety about the vaccine (52% and consent issues (25%. For clients unable to give
consent, this should be sought fromnext-of-kin at time of admission to the LTCF. Most LTCFs reported a majority of
clients aged 80 or older. Previous studies informus that in this age-group vaccine effectiveness has been estimated
at 30-40% "~ Even at |ow effectiveness levels, while not sufficiently protecting elderly residents frominfluenza,
vacci nation of residents does protect against hogpitalisation and death. ™ Vaccination of staff has been shown to
reduce nortality and |ILI anmongst LTCF residents. Responders had a high awareness of the HSE checklist and those
facilities with a witten outbreak plan were significantly nore likely to reach the HSE HCW vacci ne target. Although
LTCFs reported easy access to viral swabs, masks, vaccine and anti-virals, an anti-viral supply problemoccurred in
Ireland this season and it was clear that nost LTCFs were relying on the national commercial supply chain. Securing
this supply would permit tinmely response to outbreaks. LTCFs felt that increased public awareness of the seriousness
of influenza was warranted; LTCFs repeatedly requested facilitated educational sessions to infogmstaff about

i nfl uenza out breaks and preparedness. Wil e guidance material has been nade available to LTCFs, assi stance from Public
Heal th departments in nmeeting with senior staff and providing educati on sessions to HCW can be a val uabl e support.

A strength in our study was that we received responses fromboth private and HSE-run LTCFs allowing us to identify
problens that nay be related to a specific type of LTCF. Responses were received fromLTCFs of all sizes which gave us
an overvi ew of the preparedness across the sector. The response rate of 58% although suboptimal, was anticipated. It
is possible that non-responders nay be | ess prepared than those who responded. However, the ratio of HSE/ non- HSE
responses reflects the regional situation. The majority of LTCF nanagers reported a high | evel of preparedness for an
i nfluenza outbreak in the areas of outbreak policies, 1llness nmonitoring protocols and influenza | eads. However, the
low rate of HCWi nfluenza vaccination coverage identified is a najor obstacle to optimal preparedness for influenza
outbreaks. It is clear that nore nust be done to increase vaccine uptake rates. The good working rel ationship
identified between Public Health and the LTCFs for the elderly should be capitalised on to devel op specific canpaigns
to increase HCWvaccination rates. Innovative ways to increase access to the vacci ne and educati onal progranmmes
targeting flu nmyths should be key el enents of any targeted canpaign.
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