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This document is intended to accompany the “Implementation Manual for the framework and toolkit for infection prevention and control (IPC) outbreak preparedness, Readiness and Response at the National Level” to support the key actions related to the development and assessment of the preparedness and/or contingency plans.
The focus of this document is to serve as a practical tool for the development of a simulation exercise with focus on IPC at national, sub-national, district and health-care facility levels. A simulation exercise is defined as a “…learning activity rooted in a simulation of a situation. In a training context, exercises are used to develop learner competencies and give them practice in carrying out their roles in the plans. They can also be used to validate plans and test well-established procedures. Simulations enable the learner to practice skills or behaviors in a low-risk environment”. (1)
This document does not intend to cover the broad spectrum of simulation exercises but rather focuses on the IPC elements only. The exercises covered in this document can function as an independent IPC activity or can be integrated with other response pillars during Public Health Emergencies (PHE). The content of this document addresses instructions for planning and facilitating simulation exercises, covering two modalities: i.) field simulation exercise (FSX); and ii.) table-top exercises (TTX). The content of the document is organized in such a way that the users can go directly to the modality of their choice.
To note, both the field FSX and TTX are meant to be collaborative in their approach to problem solving and not an assessment for individuals. The preparatory phases at the beginning of the exercises can help build a team, develop relationships and understanding each other’s expertise / domains of authority.  













[bookmark: _Toc195599338]1. Field simulation exercise (FSX) in health-care facilities 

A FSX is one form of full-scale exercise, focusing on more specific capacities or series of capacities. (2). 
Objective
The purpose of conducting simulation exercises is to replicate real-world scenarios in a controlled and secure environment. This enables health and care workers to assess their IPC capacities within the context of PHE.
Target audience
The target audience for this exercise is IPC focal points at health care facility level, health-care facility managers, and IPC partners (e.g. emergency response teams, non-governmental organizations). Including other participants such as supply services, unit managers and housekeeping personnel (or environmental services) can be helpful to increase the capacity to obtain practical inputs from the facility perspective. Relevant IPC focal persons at national, regional, and/or district levels can also be included in this exercise to facilitate a broader perspective.
Scope
The scope of this FSX is the implementation of proper IPC measures, focused on acute care health- facilities environment, in the context of an actual or fictional disease outbreak with modes of transmission that may require droplet, airborne, or contact precautions. 

1.1 [bookmark: _Toc195599339]Planning and facilitation instructions

· Funding will need to be considered early in the planning stage. Considerations for the above-mentioned resources, as well as travel, accommodation, refreshments and other relevant expenses should be assessed and planned for in advance. It is also important to obtain agreement from the facility where the simulation will take place If this simulation is taking place only within a single facility and with local participants, funding required may be minimal in the instance that resources and materials can be procured within the facility.
· A dedicated team should be identified to plan, execute, and assess the simulation exercise. This plan should describe the specified roles and responsibilities for both participants and facilitators engaged in the simulation.  The team should provide a comprehensive outline of the sequence of events, beginning with the initial setup and concluding with the end of the exercise.
· The practical sessions are divided into pre-briefing, simulation activities, and debriefing. A detailed description of the simulation environment and the essential resources, such as the locations/areas, equipment/supplies, and technologies should be included. For each participant in the field simulation, a list of essential supplies should be developed and may include alcohol-based hand rub, personal protective equipment (PPE), cleaning and disinfection materials, among other items. 
· This exercise can be facilitated as an independent IPC activity or be integrated with other response pillars during PHE, preparedness and/or readiness.
· While the scenario is designed for acute health-care facilities, it can be adjusted for other health-care settings. Modifications can be made as needed to best suit your context or scenario of preference. 
· Scenarios can be conducted sequentially or concurrently, depending on the number of participants and the capacity of the hosting health-care facility. Each scenario will include a set of questions to engage participants, prompts to stimulate critical thinking, and planned injections to elicit specific responses and facilitate the exercise's flow.
· An inject is a scripted piece of information inserted into an exercise, aimed at one or more participants (players), which is designed to elicit a specific response and facilitate the flow of the exercise. Injections can be written down or orally presented by the facilitators to the participants.
· During the delivery of the field simulation exercise, participants will play different roles according to the scenarios. Participants should be oriented that when making decisions about the IPC measures to be implement in each situation in the simulation it is important that they consider the actual hospital environment, rather than an ideal scenario. The responses to questions should be practical and feasible.
· The duration of the field simulation exercise will depend on objectives, setting availability, number of participants and number of trainers. The time allocation should be communicated to all participants and one person in the facilitators' team should act as a timekeeper.
· Communicate with health authorities of the region and district where the simulation will take place to avoid panic and fear within the population. It is also advisable to inform local media to ensure there is no misunderstanding of the simulated event. 
· The language used during the simulation is important. Participants whose first language is not that in which the simulation is taking place may have challenges to deliver the requested actions or to understand some concepts.  Consider implementing regular pauses to summarise key points and ensure understanding from all participants/players. 
· Following the simulation exercise, compose a final post-simulation report documenting both the achievements and challenges encountered. This report serves as a valuable tool for evaluating and enhancing future simulation exercises. 

Pre-briefing
· Facilitators should pre-brief participants before commencing with the simulation exercise. 
· The pre-briefing is the moment to inform participants about the objectives of the simulation exercise, the roles they will play, the expected duration of the activity, and the anticipated learning outcomes.
· The duration of pre-briefing should not be long, and participants can be seated in a room.
· Facilitators should communicate with participants about the rules of the space to ensure there are no disruptions to the regular operation of the facility or breaches in patient privacy. 
· Psychological safety is paramount for effective group work. When people have psychological safety in group settings, they feel that they can speak freely, openly and innovate (brainstorm) and therefore effectively work together. Participants need to know that they are in environments where they will not be criticized or judged, and it is acceptable to make mistakes and collectively work towards group consensus. Rules must be co-created, set and formally agreed upon before initiating the exercise to generate and maintain psychological safety and appropriate interactions during the event. 


Debriefing
· The debriefing is the moment for the facilitator to discuss the exercise with participants at the conclusion of the simulation. The debriefing allows participants to share their perspectives on their learning and understanding of the content, delivery style, and to pose questions on IPC policies, procedures, and guidance documents for outbreak response.
· The debriefing should ideally be held in a comfortable space, where participants can be seated. The duration of debriefing may vary from 30 min to 1 hour, depending on the objectives for the simulation. 
· The debriefing can be a non structured discussion or have a checklist of the questions to the participants to target particular points in the simulation. The checklist can be used by the facilitator to be sure all relevant points have been covered.
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Scenario card 1:  Screening and triage 







Description: You live in a nation that frequently hosts a significant influx of international travelers. In December 20YY, a mysterious pneumonia outbreak was detected in the neighboring country, “Fakecountry.” By January 12, 20YY, local authorities determined that this outbreak was linked to a novel respiratory pathogen now known as Disease “X”, The affected individuals in this cluster displayed symptoms resembling those of an acute respiratory infection. It was determined that this new virus transmits human-to-human through the air and by direct and indirect contact transmission routes. So far, all affected patients with Disease “X” require hospitalization. With concerns about a potential surge in cases and widespread transmission, several hospitals have been preparing for the admission of Disease “X” patients.

Question 1: As the IPC focal point, how would you prepare your health facility to set up screening and triage areas to identify a surge of individuals with suspected Disease “X”? Please outline the specific steps, resources, and protocols you would employ to ensure an efficient and effective case identification. (Note: screening is rapid identification of potential infected patients, while triage is related to identification of clinical severity).
Prompts:
a. About the screening area: how to set up (if not existing) or scale up (in case of an existing screening plan, but with a surge of many patients)?
b. How to screen and triage for suspected cases?
c. What forms and supplies are required for screening and triage?
d. What case definition or questions might you ask based on the information you know about Disease ‘X’? If unsure, who might you speak to/look for guidance on this information? 








Inject 1: On Jan 30, a 30-year-old male patient named Hamza presented to the health-care facility with a fever, cough, chills and muscle pain and a recent travel to Fakecountry. Based on the patient’s signs and symptoms, the patient requires immediate medical intervention and admission to the general medicine department.


Question 2: What IPC measures should be implemented for a patient who has travelled to Fakecountry and has signs and symptoms of an acute respiratory infection?

Prompts:
a. Would this patient be considered a suspect case?
b. What kind of IPC source control should be implemented?
c. Where should the patient be placed and under what transmission-based precautions?
d. What PPE should the health and care worker wear to care/transport the patient to the general medicine department?



Inject 2: After being transferred to the general medicine department, you were informed that Hamza has tested positive for Disease “X”. His symptoms have progressed, and he is now displaying severe symptoms, prompting the physician to admit the patient to intensive care unit (ICU). Unfortunately, there are no airborne infection isolation rooms (AIIR), (formerly know as negative pressure isolation room) in the ICU.









Question 3: How would you safely isolate and transfer the patient to the ICU?

Prompts:
a. What is the appropriate patient placement: how would you manage the fact that there are no AIIR available? 
b. What is the appropriate PPE for health and care worker and patient during the transfer process from the ward to the ICU?
c. Outline the patient transport route from the general medicine unit to the intensive care unit.
d. What will you communicate to the receiving unit?









Inject 3: There is a surge of suspected cases fitting the case definition for Disease “X” and suddenly the isolation capacity needs increasing.



Question 4: How will you manage the need for more isolation capacity?

Prompts:
a. Is there another space in the health-care setting that could be repurposed?
b. What will you communicate and request from the local health authorities?


[bookmark: _Toc195599341]Scenario card 2:  Risk assessment and patient placement 









Description: Hamza has just arrived at the ICU to be managed for Disease “X.” Later that day, you arrive on the unit to provide training to health and care workers on the IPC measures that should be implemented to prevent transmission within the unit. After the training, you decided to perform an audit on the IPC practices of the health and care workers. During your audit, you notice a nurse enter a multi-bedroom to collect a blood sample from her patient. The patient is an 80-year-old woman that has a history of MRSA.


Question 5: Where would you advise the health and care worker to put on the PPE and take off the PPE for a multi-bedded room? 

Prompts: 
a. Where should the boxes of gloves be placed to allow changes as required between procedures and patients?
b. What could you do if there is no sink for hand hygiene within the room?













Inject 4: After the nurse has put on the appropriate PPE, and before she could collect the blood specimen, the patient in the neighbouring bed, who is less than 1 metre from the other bed, requested for the nurse to help her to get some water and then close their curtain. You noticed the nurse helped the patient and closed the patient’s curtains with her gloves on and then goes back to her first patient to collect the blood specimen.


Question 6: Was there a breach in IPC practices? If so, what was it?

Prompts:
a. Was there a breach in the use of PPE?
b. Was the distance between the beds appropriate?
c. Does the other patient also have MRSA? 













Inject 5: After speaking to the nurse about the breach in IPC practices, you continue your audit on the floor. You walk into another private room, where a patient named Bluew had started to have increased bowel movements from baseline. Bluew’s room shared a bathroom room with the adjoining room. 


Question 7: The nurse who is caring for this patient, wants to know whether Mr. Bluew needs to be placed on transmission-based precautions? If so, what measures should be put in place?

Prompts:
a. Will you check if the increase in stool output is caused by non-infectious causes?
b. If no, will you isolate the patient under contact precautions?
c. What should be done in relation to the bathroom and toilets?

Scenario card 3: Healthcare-associated outbreak management/exposure management








Description: There has been a report of a respiratory healthcare-associated outbreak on the general medicine ward. Three patients displayed symptoms resembling those of an acute respiratory infection and have been placed on droplet precautions in single patient rooms

Question 8: How would you contain this outbreak?

Prompts:
a. What IPC measures (e.g. isolation, environmental cleaning and disinfection) will you implement?
b. Will you communicate and coordinate with the surveillance team to conduct case investigation? How can you establish case definitions and reporting mechanisms?
How will you implement inpatient surveillance systems to monitor and detect additional cases?








Inject 6: The next day, a nurse reported that two patients in a four-bedded patient room developed symptoms of fever, cough and chills.

Question 9: What are your next steps upon receiving this information?

Prompts:
a. What will be the procedures about the patients’ placement? Would you isolate the roommates?
b. Would you conduct a terminal clean of the room or any other additional environmental procedures?
c. What information needs to be communicated to health and care workers, patients and visitors?









Inject 7: Three patients were identified as having been exposed to the index patient during the period of infectivity; two of them developed symptoms of fever, cough and runny nose and one patient is currently asymptomatic.

Question 10: What are your next steps for managing symptomatic patients and their asymptomatic contacts?

Prompts:
a.	How will you manage the patients who are symptomatic (suspected cases)?
b.	How will you manage the patients who were exposed? (contacts) What would be your considerations related to cohorting exposed patients?
c.	How long will you monitor the patients and when will you test them?








Inject 8: During the investigation, at least three health and care workers were suspected as having been exposed without wearing appropriate PPE.


Question 11: What are your next steps to manage the exposed health and care worker?

Prompts:
a. How will you assess whether these health and care worker were exposed?
b. What will be the IPC recommendations based on risk categories for these exposures?
2. Tabletop exercise (TTX)
A TTX is a discussion-based event that uses a progressive simulated scenario, together with series of scripted injects, to make participants consider the impact of a potential health emergency on existing plans, procedures and capacities. A TTX simulates an emergency in an informal, stress-free environment.
A TTX is a cyclical process, much like a quality improvement Plan- Plan-Do-Study-Act (see Figure 1). The action and learning points are to be evaluated at the end of the session and taken forward to ensure that the valuable learning is taken forward.
The herein proposed TTX uses a fictional communicable disease.

[bookmark: _Hlk195539222][image: ]Figure 1. Tabletop exercise as a cyclical process.
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Objectives
The objectives of the TTX may vary according to the national needs, including to develop or review a response plan; familiarize participants with their roles and responsibilities, and to identify and solve problems through facilitated and open discussion.
Target audience
The target audience should be defined based on the objectives established. This should include strategic, operational and tactical staff of the different functional areas that are needed, in an emergency IPC response, representing government and humanitarian partners. The assumption is that all participants should represent their role (i.e. IPC / logistics / management etc.). If they are playing a role outside of their area of expertise, consider that there might be a gap in knowledge / output from that area. Stakeholders representing various response levels and Subject Matter Experts (SMEs) are invited to participate in a low-level exercise to test current ways of working, and identify risks, learning points and action points for future planning. 
Scope
The scope of this TTX is the implementation of proper response to an infectious disease outbreak, at country level. The TTX can be adapted for individual country set ups and responses. 
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· Dependant on the objectives and scale of the TTX, funding will need to be considered early in the planning stage. Minimal funding is required for the actual delivery of the TTX as physical resources required are minimal; however, consideration for travel, accommodation, refreshments and other expenses should be assessed and planned for. 
· The necessary resources for TTX includes power point slides, scenario cards, space and location, tech support (computer, laptop and presentation screen), white board/flip chart and pens, note taking template, and refreshments.
· Decide on what infectious disease outbreak the TTX will be based on, considering the transmission route(s) and overall objectives of the TTX, as this will affect outcomes. For instance, an airborne respiratory virus will create different IPC resource considerations than a viral hemorrhagic fever. The infectious disease must be transmissible via human-to-human for the scenario to work effectively. 
· Psychological safety is paramount for effective group work. When people have psychological safety in group settings, they feel that that can speak freely, openly and innovate (brainstorm) and therefore effectively work together. Participants need to know that they are in environments where they will not be criticized or judged, and it is acceptable to make mistakes and collectively work towards group consensus. Rules must be co-created, set and formally agreed upon regarding generating, maintaining psychological safety and appropriate interaction behaviour during the event. 
· which the TTX is taking place, may have challenges to deliver the requested actions or to understand some concepts.  Consider implementing regular stops to summarise key points and ensure understanding from all participants.
· The TTX should be delivered face to face to promote group coherence and interaction. However, in extreme situations, the template could be adapted for virtual delivery, with consideration to how all team members will contribute.
· The TTX is to be delivered as per Figure 1, with an initial scenario brief, then questions and discussions, followed by two further scenario update, s and time for questions and discussions. This is to be followed by an evaluation and feedback session to establish risks, actions and learning.  The facilitator can guide questions and discussions to keep the participants on track, but participants should lead the generation of ideas / actions / responses.
· The duration of the TTX will depend on objectives, setting availability, number of participants (and trainers/facilitators?). The time allocation should be highlighted to all participants and one person in the facilitator's team should be the timekeeper.
· Roles during the TTX should be defined accordingly: 
· scribe: record of attendance, take notes during the TTX and record the decisions made during each scenario update, the risks that the group have identified that require action, the learning points for future planning or changes to policy, and the action points to be actioned after the completion of the TTX to improve policies/procedures/trainings (a template is available at Annex C). 
· facilitator: lead the TTX, read the scenario cards, answer any questions as able, adjust assumptions as necessary. 
· participants: engage in the TTX within their designated role. This will be dependent on the makeup of the group and outputs of the TTX. 

[bookmark: _Toc195599344]2.2. Scenario cards for TTX

A scenario card is proposed in this instruction; this can be adapted to incorporate relevant information for various scenarios situations as shown in Box 2.1.

Box 2.1 Relevant information and scenario situation for the tabletop exercise
	Relevant information
	Scenario situation

	Infectious Disease
	Novel {insert here type of infectious disease chosen for TTX (i.e. respiratory / diarrhoeal / VHF etc.)}
 Unknown origin

	R0 number
	{Insert R0 number based on the infectious disease chosen for TTX}

	Incubation period
	{Insert incubation period based on the infectious disease chosen for TTX}

	Transmission route
	Unknown
Assumption: {insert assumed transmission route based on the infectious disease chosen for TTX}

	Fatality rate
	In-hospital fatality rate is about 15%

	Hospitalization rates and severity 
	Approximately 50% of cases require hospitalization, many of them requiring ICU support




Scenario card 1: Day 1[footnoteRef:1]  [1:  Timelines are to be adapted for the Scenario Cards depending on the incubation period of the chosen Infectious Disease.] 









Description: Your team is the National IPC lead for your country. One month ago, you received an early warning alert from a neighbouring country “Fakecountry” of an infectious disease of unknown origin, which is rapidly overwhelming the healthcare system. The Fakecountry is surpassing its bed capacity in many facilities and now has limited capacity within their Intensive Care Units (ICU). You have formed an IPC Task Force consisting of the relevant agencies in attendance on the TTX.


Questions Bank[footnoteRef:2]: [2:  This bank of questions can be adapted depending on the objectives of the TTX and chosen infectious disease.
] 

1. What is the purpose and role of the IPC Task force?
2. What further information do you require?
3. What other stakeholders would you invite to the IPC taskforce and why?
4. What actions are required to establish a good coordination of this IPC task force?
5. What would be the priority activities of the IPC taskforce? 
· (Outline how would you activate the IPC response plan (if it exists)?)
· What additional information is required?
· What are the main IPC issues of this outbreak that need to be addressed by the Taskforce?
· What are the key IPC activities required to address the identified issues?  Who will do it (how many teams will go to the field)? How? When? Where?
· Which health facilities will be prioritized and how will the IPC capacity in the health facilities be assessed?
· What resources are required to undertake the key activities? Who will provide those resources? 
· What material should be taken to the field/health facilities? 
Activity and report: Summarize the actions and decisions made, results of actions and plans for the next day. The Scribe should record decisions, risks, action and learning points- (template at Annex C). The group should summarise the actions at this point for the facilitator. 
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[bookmark: _Toc195599346]Annex A – Facilitators guide for the field simulation exercise (FSX)
This guide encompasses a list of potential responses and considerations that the facilitators can use to drive the discussion given the questions and prompts. It is essential that the facilitators and participants develop responses reflecting the actual situation as well the actual health facilities structure, material, and human resources. During the discussions, the spaces, equipment, and material resources should be directly observed to give the sense of reality and not only theoretical approach. Given that, in most of situations the “ideal” response is not possible, but is always possible to apply the IPC principles.

	Scenario card
	Question
	Potential responses

	1
	1
	a. Screening is usually established at an entrance that is easily accessible for all patients and visitors entering the facility. This place does not need to be a closed room, but rather a well-ventilated space that can be a table with chairs, a counter or a tent repurposed for this objective. Ensure appropriate signage or posters to advise patients and visitors to self-report symptoms of potential infection. Assign and train a staff member to perform the screening; does not necessarily need to be a specific health and care worker. The number of staff performing screening can be variable depending on the number of potential patients and visitors as well as number of entrances/screening stations. In case of a high surge of patients, two points of screening may be established in the same health-care facility. Make sure the security personnel/receptionists are oriented to help direct patients and visitors via the screening points or to facilitate screening themselves. 
b. Screen everyone arriving to the facility. Perform the screening according to standard syndromic screening questions identified by national or local level, or using WHO’s Syndromic screening for infection prevention and control measures during public health emergencies. Syndrome screening is defined as “the process involved in collecting syndromic surveillance information directly from individual persons using one or more methods, such as temperature check, observation and health declaration forms, with subsequent follow-up interventions (including testing and other health measures”. 
c. The form should include questions to identify risk of infection, as well as capturing instances of symptoms + travel history associated with Disease ‘X’. Screening questions should be readily available at all screening stations (can be paper based, electronic, etc.). Be sure to define the procedure for when a suspected case is identified. This should include a standard flow of patient pathway to designated spaces for patient placement according to the results of screening and to avoid crossing screened and not screened individuals. In case of emergency services, the clinical triage performed by trained personnel should immediately follow the screening step. An alternative passive screening is possible, using touch screen kiosk and wall poster to direct patients to inform staff if they have symptoms. Personal protective equipment (PPE) should always be available to screeners. A distance is recommended to be maintained (1m or more or physical barrier); in that case no PPE may need to be worn. PPE must be accessible (gloves, gowns, goggles or face shields, medical masks, filtering facepiece respirators) for staff to facilitate placement of patients with syndromes of infection requiring transmission-based precautions.  The following resources can be necessary:
· One table or support to accommodate the material.
· One chair for screeners, one for patients/visitors.
· Alcohol-hand rub and / or Veronica buckets for hand hygiene.
· A form with a list of prompt screening questions to facilitate the activity. 
· A form or ledger to list the names and dates of people being screened. 
· One or two no-touch thermometers to identify persons with fever.
· Batteries for the no-touch thermometers.
· 2 or 3 sets of PPE (gloves, gown, masks, goggles/face shield and gown) should be easily available if suspected case is identified, and assistance is required. 
· A tissue box.
· A waste container.
d. A specific case definition for ‘Disease X’ may be developed nationally or locally, depending on the outbreak context. This information will include the known symptomatology of the disease as well as any other relevant risk factors. Some example questions might be:
· Have you travelled recently to Fakecountry in the last X days? 
· Do you have new or recent fever? 
· Do you have new or worsening cough in the last 24 hrs? 

	
	2
	a. This patient should be considered a suspected case, until a clinical evaluation is performed. Inform and educate the patient on what will happen next and about the  procedures that will be required.
b. IPC source control stops germs at their source, examples of source control include bandaging a wound, covering a rash, or wearing well fitted medical masks. The source control is related to the patient that is potentially infected and may be in the transmissible period of the disease. Advise the use of a mask to the patient, if tolerated. 
c. The patient should be placed in an isolation area, or, if not possible, at least separated 1 meter from others in a well-ventilated area, and the patient should continue to wear a medical mask. Depending on the characteristics of Disease “X”, health and care workers taking care of the patient should use medical masks (or respirators if inhalation is suspected as a mode of transmission), gowns, googles/face shield, and gloves. The PPE to be used to take care of confirmed patients should be the same for suspected patients.
d. The same PPE used when taking care of the patient. Important to avoid touching surfaces with contaminated gloves or hands.

	
	3
	a. Although there is no AIIR available, the patient should be placed in a well-ventilated single room. The doors should be closed to minimize exhaust of infection respiratory particles to the hallways. Ensure appropriate signage or posters at the entrance to the room indicating the type of transmission-based precautions (airborne and contact) and PPE required.
b. The same transmission-based precautions, including PPE should be used when taking care of the patient. Important to avoid touching surfaces with contaminated gloves.
c. The patient transport pathway to the ICU will depend on the structure of health facility. The best is to define the shortest route that is least likely to spread environmental contamination to other patient care areas (most direct route possible). 
d. It is important to communicate to the ICU in advance to allow the team to appropriately prepare receiving the patient (i.e., prepping the right isolation room, supplies, etc.) and ensure other necessary resources depending on the clinical conditions of the patient. The suspicion of Disease “X” should be informed, as well the status of specimen collection for microbiological confirmation, if already done.

	
	4
	a. This will depend on the structure of the health facility and the number of cases expected/already received/are receiving. One option can be to repurpose spaces within the facility, but this option requires important considerations: 
· Identify areas in the health facility which have available essential structure (e.g. medical gas panel, spaces for beds, etc.) that can be repurposed to attend to the surge demand. 
· Consider how the patient flow can be optimized if these areas are repurposed, including the flow from the screening area to inpatient area. 
· Assess existing space within the health-care facility to determine if it can be modified to make available additional space for patient care. 
· Assess which kind of services can be cancelled to accommodate the situation, balancing the impact of cancelling or pausing those services.
· Some options within the facility that participants can consider: an intensive care unit can be fully repurposed to attend only patients with Disease “X”; ff routine surgical procedures are canceled, the operating room can be repurposed for inpatient care. Other options can be discussed by the participants, according to their context and experiences.
· Consider the possibility to negotiate transfer options with neighboring facilities to receive overflow patients. Establish safe referral and transfer systems to partnered health-care facilities. During intense surges in patient care needs or during community outbreaks of infectious diseases, consider establishing or repurposing existing community infrastructure temporarily to function as surge capacity.
b. The local health authorities should be immediately communicated about the number of suspected or confirmed cases. Request to review the health system patient pathway may be necessary. Additional support for PPE procurement to keep up with the surge demand as well other IPC commodities (e.g. alcohol-based hand rub, cleaning supplies) can be requested. Other needs can be discussed by the participants, according to their context and experiences.

	2
	5
	a. If no anteroom is available, this should be improvised with a small bedside table or equivalent to accommodate PPE before the entrance of the room for the donning procedure. Hand hygiene resources should be available for the doffing procedure. The doffing procedure can be done inside the room, just before leaving, for gloves and gowns removal. Alternatively, if space is limited, the doffing of PPE can be done just outside the room, provided the proper waste receptacles are available, hand hygiene stations can be accessed, and all other necessary materials are accommodated without impeding the clinical workflow. In all cases, the removal of googles and masks or respirators should be performed after leaving the room, considering the risk of transmission through the air. Hand hygiene resources should be available for the doffing procedure where it is performed. A proper space with recipient for disposal of mask should be established. A proper space and procedure for google or face shield cleaning and disinfection should be established. When deciding the donning and doffing area, always consider the space available, need for recipients for both disposable or reusable materials, flow of health and care workers, , safety of hallways / corridors. Gloves box should be available inside the room to allow glove changes to be performed per the 5 moments for hand hygiene, including between care of different patients and whenever necessary.
b. The use of alcohol-based hand rub is preferred for unsoiled hands. Alternatively, soap and water should be used when hands are visibly soiled. If the room has no access to alcohol-based hand rub or running water, Veronica buckets (or any bucket with a lid) can be used. 

	
	6
	a. The PPE should be to care for only one patient each time. Clean surfaces should be not touched with gloved hands, unless the health worker is entering  a contact isolation space (which is the case). The nurse should perform hand hygiene and change the gloves before going back to the first patient. Advise the nurse team to be well prepared before performing a procedure, this includes organization of material and drawing curtains for privacy.
b. The distance between beds should be more than 1 metre.
c. There is no information if the other patient has MRSA.  However, whether the other patient also has MRSA or not, this does not affect the IPC measures (standard precautions) which requires hand hygiene and PPE changes between care of different patients. 

	
	7
	a. There is a need to review the patient records and interview the health care workers to identify other underlying reasons most probably causing the increase in stool, e.g. exacerbation of a chronic condition, a new treatment (e.g. enteral nutrition, antibiotics, laxatives or suppositories), a recent medical procedure (e.g. surgical resection, radiation therapy), a dietary allergy or intolerance, psychological stress, or another non-infectious cause. 
b. If in doubt if the reason is infectious or if no obvious other cause, the cautionary principle should be adopted If stools are loose or watery, consider starting contact precautions and the use of a dedicate toilet.
c. A new placement of the patient should be identified, with a dedicated toilet, at least. If rooms do not have individual toilets, enable the use of a bed pan or commode for exclusive use by the patient, or identify a latrine in the collective area that could be exclusively dedicated to this patient.

	3
	8
	a. Alternatively, the three patients could be placed in a cohort room. It would be necessary to identify other patients that share the same room and place them on droplet precautions to observe if they will develop symptoms. Collection of specimens for etiological identification is relevant for both patients with symptoms and suspected cases. Reinforcement of environment cleaning disinfection, hang hygiene and PPE use should be performed to ensure the health and care workers are performing appropriate IPC measures.
b. Yes, the communication with surveillance team is essential. The case definition should be done in cooperation with the surveillance team, considering the existing definitions at national level for acute respiratory infections. Reporting mechanisms should be established to ensure that both suspected cases and confirmed cases will be reported.
c. Daily active monitoring should be implemented, investigating any new signs or symptoms that are compatible with new potential cases. The nursing team should be oriented to perform the daily monitoring, with supervision of the local IPC focal point.

	
	9
	a. The patients with symptoms should be kept in the same room, under droplet precautions. The roommates should be isolated under droplet precautions, if possible, in single rooms, to see if symptoms develop or not. If not, they can share the same room and be observed about the development of symptoms. 
b. Terminal clean can be done by rotating patients in the rooms, aiming to minimize the environmental contamination. Performing terminal clean helps to reduce potential bioburden and start from a ‘cleaner’ baseline. Terminal cleans, however, do not replace the need for routine cleaning and disinfection, that should be reinforced, with especial attention to high touch surfaces and the environment around the patients done daily, ideally twice daily.
c. Health and care workers should receive refresher training about IPC measures to prevent acute respiratory infections and droplet precautions. They should be oriented regarding self monitoring about the signs and symptoms and to not show up to work if symptomatic. The patients and visitors should be oriented about the procedures for droplet precautions and to avoid visiting susceptible individuals (e.g. aged person, immunocompromised). 

	
	10
	a. The first step is to collect additional information to understand the exposure level, including the type and duration of exposure. Depending on how long the patients are hospitalized, it is important to understand potential exposure in the community that could explain the signs and symptoms as well as those that may occur while hospitalized. 
b. The patients with symptoms can be placed in individual isolation rooms or in a cohort together in the same room, so long as the patients have the same presenting etiology. The non symptomatic patient should be isolated in an individual room for a period of observation.
c. Considering the known or estimated incubation period for Disease “X” to define the monitoring period for the observation of the non-symptomatic patient.

	
	11
	a. The first step is to collect additional information to understand the exposure level, including the type and duration of exposure. This can define the likelihood of the health and care worker to develop the infection, and the categories can be low, intermediate or high. This assessment should consider the information available up to the moment regarding the Disease “X” risk factors for transmission. This should be done in accordance with occupational health service, if available in the facility. 
b. Consider recommending the health and care worker to be temporarily absent from work and encouraged to quarantine at home until the period of observation has lapsed (i.e. incubation period/quarantine period), if the exposure was classified as high or intermediate. Consider establishing, in cooperation with the administration of the health facility, a mechanism to avoid financial loss for the health and care worker during this period of absence in such circumstances. It may be necessary to develop surge staffing plans to support an effective outbreak response. 











[bookmark: _Toc195599347]Annex B – Suggestion screening for Disease “X”

Suggestion for screening questions:
1. Does the person have any of the following symptoms?
☐Fever and/or chills
☐New onset of cough or worsening chronic cough
☐Shortness of breath
2. Does the person have close contact with an individual diagnosed with Disease “XXX” in the last 14 days?
3. Did the person travel outside of the country in the past 14 days? If so, what country did the patient travel?
4. Did the person have close contact (household) with someone returning from Fakecountry in the past 14 days?

Table A.1. Possible screening results and respective actions
	Possible results
	Actions

	If the response to ALL the screening questions is NO:
	Follow standard and transmission-based precautions as applicable

	If the response to Question 1 is YES and Question 2, 3 and 4 is NO
	Follow transmission-based precaution and place the patient in droplet-contact precautions 

	If response to the screening question is Yes for:
· Question 1 and 3 or 4
· Question 2
	



Note: Details on the syndromic screening are available at: Syndromic screening for infection prevention and control measures during public health emergencies



















[bookmark: _Toc195599348]Annex C – Scribe template for the tabletop exercise (TTX)

Suggestion for screening questions:

Attendance register:
	Name
	Role
	Contact details

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Record of TTX Decisions / Actions:
	Decisions /Actions
	Justification

	
	

	
	

	
	

	
	

	
	



Risks:
	Risk Identified
	Action: Treat – Tolerate - Transfer

	
	

	
	

	
	

	
	

	
	



Learning Points:
	Learning identified
	Comments/observation

	
	

	
	

	
	

	
	

	
	



Action Points:
	Action Required
	Responsible Person
	Timings 
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