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1. PURPOSE

This Standard Operating Procedure (SOP) provides operational guidance for the assessment,
management, monitoring, and investigation of suspected or confirmed hantavirus exposures,
particularly where Andes virus infection is suspected due to its documented but uncommon
potential for person-to-person transmission.

The SOP establishes procedures for:

e Risk assessment of exposures

e Identification and categorisation of contacts

e Monitoring and follow-up of exposed persons

e Infection prevention and control (IPC)

e Occupational health management

e Laboratory coordination and specimen handling

e Clinical escalation pathways

e Public health reporting and outbreak coordination

e Integration into Incident Management System (IMS) and Public Health Emergency
Operations Centre (PHEOC) workflows

This SOP is intended for immediate operational use and should be implemented in conjunction with
national IPC guidance, clinical management guidance, and laboratory biosafety protocols. It was
developed using the attached draft operational protocol as a foundation.

2. BACKGROUND

Hantaviruses are enveloped RNA viruses belonging to the family Hantaviridae and are primarily
transmitted to humans through exposure to infected rodent excreta, including urine, faeces, and
saliva (1,5,6). Human infection generally occurs following inhalation of aerosolised contaminated
particles in endemic environments (1,2,5).

Two major clinical syndromes are recognised (1,2,5):

1. Haemorrhagic Fever with Renal Syndrome (HFRS), mainly associated with hantaviruses
circulating in Europe and Asia.

2. Hantavirus Pulmonary Syndrome (HPS), also referred to as Hantavirus Cardiopulmonary
Syndrome (HCPS), mainly associated with hantaviruses circulating in the Americas.

Most hantaviruses are not associated with human-to-human transmission. However, Andes virus,
primarily reported in parts of Argentina and Chile, has demonstrated limited person-to-person
transmission in household and healthcare settings (3,5,7). Published evidence suggests transmission
usually requires prolonged close contact or exposure to respiratory secretions and bodily fluids (3,7).

Given increasing global travel and imported disease risks, suspected Andes virus infection requires
enhanced public health management and contact monitoring.

3. EPIDEMIOLOGICAL CONTEXT



3.1 Geographic Distribution

Hantaviruses occur globally and are associated with distinct rodent reservoirs:

Region Common Hantaviruses Main Syndrome
North and South America Andes, Sin Nombre HPS/HCPS

Europe Puumala, Dobrava HFRS

Asia Hantaan, Seoul HFRS

Africa Sangassou and related hantaviruses = Rare human disease

3.2 Modes of Transmission
Primary transmission occurs through:

e Inhalation of aerosolised rodent excreta
e Direct rodent contact

e Rodent bites (rare)

¢ Contaminated environmental exposure

Potential secondary transmission with Andes virus may occur through:

e Close prolonged face-to-face exposure
e Exposure to respiratory secretions
e Exposure to blood or bodily fluids
e Aerosol-generating procedures (AGPs)

4. RISK ASSESSMENT (UPDATED)

Operational risk assessment should consider travel history, exposure type, clinical severity,
occupational exposure risk, and epidemiological linkage to endemic areas or confirmed cases (1,2,8).
Operational risk assessment must distinguish between two epidemiological scenarios, as this
determines the intensity and scope of the public health response.

Scenario 1: Zoonotic Exposure (Primary Transmission Pathway)

This represents the most common mode of hantavirus transmission globally and involves exposure
to environments contaminated with infected rodent excreta. Cases may occur sporadically or in
clusters linked to a shared environmental exposure. In this scenario, routine contact tracing is
generally limited and focused on co-exposed individuals. Rodent species in South Africa do not carry
hantavirus, making this transmission pathway inapplicable in the country.

Scenario 2: Suspected Person-to-Person Transmission (Andes Virus Only)

Person-to-person transmission has been documented exclusively for Andes virus and requires strict
epidemiological criteria for confirmation. These include:

1. onset of illness in secondary cases occurring 1-6 weeks after the index case,
2. documented close contact with the index case during the infectious period, and



3. absence of a shared environmental or zoonotic exposure source (Argentina Ministry
of Health, 2025).

This distinction is critical, as Scenario 2 requires full contact tracing, active monitoring, and potential
isolation of contacts, whereas Scenario 1 does not.

4.1 General Risk Principles
For most hantaviruses:

e There is negligible risk of person-to-person transmission.
e Standard precautions are generally sufficient.
e Routine contact tracing is usually unnecessary.

For suspected or confirmed Andes virus (3,7,8):

e Limited person-to-person transmission has been documented.
e Enhanced precautions and contact monitoring are recommended.
e  Public health risk assessments should be conducted immediately.

4.2 INFECTIOUS PERIOD (NEW SECTION)

The infectious period for Andes virus is a critical parameter for defining valid exposures and guiding
contact tracing.

Incubation Period: Symptoms generally begin 1-6 weeks post-exposure, though they can appear
within 7 days to 8 weeks.

Initial Symptoms (Prodromal Phase): Lasts 3-5 days, including fever, muscle aches, and fatigue.

Severe Symptoms (Cardiopulmonary Phase): Rapid onset of respiratory distress usually follows
within 4-10 days, lasting only 24-48 hours in critical cases.

Environmental Survival: Hantavirus can remain active in rodent droppings or saliva for 2 to 3 days at
normal room temperature, and longer in the right conditions.

Infectious Period in Humans: While not usually communicable between people, when person-to-
person transmission does occur (rare), it is through close, prolonged contact with someone very
ill.The transmission risk is highest in the initial stages of the illness, when the virus is more readily
transmitted.

All exposure assessments must therefore be restricted to this defined transmission window to
ensure epidemiological accuracy.

5. OPERATION OUTBREAK CASE DEFINITIONS

5.1 Suspected Case



Anyone who shared or visited a conveyance where there has been a confirmed or probable ANDV
case, AND, with acute (or history of) symptoms compatible with ANDV infection, including fever
(38°C or above), myalgia, chills, acute gastrointestinal (e.g. nausea, vomiting, diarrhoea, abdominal
pain) or acute respiratory (e.g. cough, shortness of breath, chest pain, difficulty breathing)
symptoms.

5.2 Probable Case

A person with signs and symptoms of a suspected case that has been evaluated by a health
professional, AND, a known epidemiological link with a confirmed or probable ANDV case AND for
which laboratory results have not been conducted.

5.3 Confirmed Case
A person with laboratory confirmation of ANDV through RT-PCR or serology testing.
Non-case*: a suspected or probable case who tests negative for ANDV by PCR or serology.

*Non-cases who develop symptoms compatible with the suspected case definition after a negative
test and within the maximum incubation period after last exposure to a probable or confirmed case
should be retested and reclassified as appropriate.

6. CONTACT CLASSIFICATION (UPDATED)

Contact: A person who was exposed to a confirmed or probable case of hantavirus ANDV while the
case was infectious through interactions consistent with exposure to respiratory secretions, saliva,
blood, or other bodily fluids

6.1 High-Risk Contacts

High-risk contacts include individuals with direct exposure to infectious body fluids or respiratory
secretions of a confirmed or probable Andes virus case. This includes:

e Intimate or household contacts

e Sexual partners

e Individuals sharing utensils, bedding, or personal items

e Healthcare workers, healthcare facilities, emergency medical services and medical
evacuation services, involved in direct patient care without appropriate personal
protective equipment (PPE)

e Individuals involved in direct patient care or handling contaminated materials

e Aircraft passengers seated 2 seats in any direction of a case who was symptomatic during the
flight, extending to those seated across an aisle.

e Crew members (cabin/transport) in repeated and direct contact with a case

e Individuals within approximately two metres for prolonged periods (>15 minutes
cumulative), in a confined space.

Evidence from outbreak investigations confirms that exposure to bodily fluids represents the highest
transmission risk.



6.2 Low-Risk Contacts
Individuals with:

e Brief interactions
e Contacts with appropriate PPE use throughout exposure
e Casual or transient exposure

Any passenger or crew member on an aircraft with a case who was symptomatic during the flight if
seated >2 seats from the case and/or had no direct high-risk exposure. Evidence from airline
investigations demonstrates that such contacts rarely result in transmission.

Low-risk contacts generally do not require active follow-up, but passive follow-up (self-monitoring) is
indicated.

7. HEALTHCARE WORKER EXPOSURE MANAGEMENT

Healthcare worker protection measures should align with WHO, CDC, and national IPC guidance for
emerging respiratory and zoonotic pathogens (1,2,9,10).

7.1 Recommended PPE
For suspected, probable or confirmed Andes virus cases:

e Gloves

e Long-sleeved fluid-resistant gown

e NO95 respirator or equivalent

e Eye protection (goggles or face shield)

Patients should wear face or respiratory protection, at a minimum a fluid-resistant medical or
surgical mask.

For aerosol-generating procedures (AGPs) (9,10):

e Strict airborne precautions are recommended.
7.2 Aerosol-Generating Procedures (AGPs)
AGPs include:

e Intubation

e Bronchoscopy

e Open suctioning

e Nebulisation

e Cardiopulmonary resuscitation
e Sputum induction



These procedures should be minimised where possible and performed in appropriately ventilated
settings.

Hand hygiene practices must be maintained within the healthcare setting.

8. CONTACT MONITORING PROCEDURES

Close-contact monitoring recommendations are based on published Andes virus transmission
investigations and expert public health guidance (3,8).

8.1 Monitoring Period (Updated)
Close contacts should be monitored for:

e 42 days (6 weeks) from the last known exposure.
This reflects:

e Reported incubation periods ranging from 5 to 54 days from a limited number of cases
e Standard surveillance recommendations of 42 days

8.2 Monitoring Requirements (Updated)
Contacts should:

e Perform daily temperature checks

e Monitor for symptoms consistent with hantavirus infection ( fever, myalgia, headache,
fatigue, gastrointestinal or respiratory symptoms)

e Maintain a symptom log

e Report symptoms immediately to public health authorities

Active monitoring (e.g., daily follow-up via phone or digital tools) is recommended for high risk
contacts.

8.3 Symptoms Requiring Imnmediate Escalation (Updated)
Symptoms requiring urgent assessment include:
High priority symptoms:

e Fever (self-reported or measured)

e Dyspnoea or cough (new or worsening)

e Gastrointestinal symptoms (new or worsening)
e Hypotension

e Chest pain



Other symptoms

e Myalgia (new or worsening)
o Fatigue

e Headache (new or worsening)

e Chills

8.4 Testing decision (Updated)

Contact type

Signs/symptoms

Recommendation

Acutely symptomatic high-risk
contacts

Any of the signs/symptoms listed in
8.3

Test following consultation with an
ID specialist or calling the NICD
Hotline + isolate pending result

Acutely symptomatic low-risk
contacts

Fever, gastrointestinal symptoms,
dyspnoea or cough, chest pain

Test following consultation with an
ID specialist or calling the NICD
hotline + isolate pending result

Headache, muscle/back pain

Evaluate on a case-by-case basis

Asymptomatic contacts during 42
days after potential exposure

N/A

Testing not indicated.

9. SELF-ISOLATION AND QUARANTINE (UPDATED)

Isolation policies should be risk-based and scenario-dependent. Psychological support should be

offered to any contact.

Quarantine Requirements

High-Risk Contacts

e Quarantine for six weeks: Open windows to ensure adequate ventilation, use a dedicated
room, avoid sharing utensils, and maintain a distance of at least one to two metres from

other household members.

¢ May go outdoors for well-being purposes, provided a fluid-resistant surgical/medical mask is
worn and crowded public spaces are avoided.

Low-Risk Contacts

e No quarantine

e No movement restrictions required




Routine quarantine of asymptomatic contacts is not recommended.
However:

e Symptomatic contacts should immediately self-isolate.
e Symptomatic healthcare workers should not return to work until medically cleared.
e Home isolation may be appropriate for mild illness pending evaluation.

Isolation Requirements
Individuals under isolation should:

e Remain at home except for essential medical care
e Avoid work, school, and public gatherings

e Use N95 respirators when in shared spaces

e Avoid sharing utensils and personal items

e Use their own toilets or bathrooms

Hospital admission should be considered where:

e Respiratory symptoms are progressing

e Haemodynamic instability develops

e Oxygen requirements increase

e Alternative diagnoses cannot be excluded

Symptomatic contacts requiring admission should ideally be placed in single-occupancy isolation
rooms. Cohorting of symptomatic contacts may be considered as an alternative arrangement if no
single-occupancy isolation rooms are available.

Current recommended facilities are Arwyp Medical Centre and Mediclinic Sandton in Gauteng, and
Mediclinic Vergelegen and Tygerberg Hospital in Western Cape, but cases must be discussed with
the NICD clinician on-call via 0800 212 552.

10. CLINICAL MANAGEMENT PATHWAY (UPDATED)

Clinical deterioration in hantavirus pulmonary syndrome may occur rapidly and requires early
recognition and escalation (2,4,7). Hantavirus infection follows a well-described biphasic clinical
course.

10.1 Early/Prodromal Phase (3-6 days)
Typical features include:

o Fever

e Severe myalgia

¢ Headache

e Gastrointestinal symptoms
¢ Malaise



o Fatigue
10.2 Cardiopulmonary Phase
Rapid deterioration may occur within 24-48 hours with:
e Dyspnoea
e Pulmonary oedema
e Hypotension
e Shock

e Respiratory failure

Early escalation is critical as mortality remains high (approximately 35-40%) despite intensive care
support.

Critical Escalation Triggers
Immediate ICU referral is required if:
e Rapidly declining platelet count (thrombocytopenia)
e Rising haematocrit (capillary leak)
e Hypoxia or respiratory distress
e Haemodynamic instability
Early recognition and transfer to critical care significantly improve survival outcomes

10.3 Supportive Management

There is no universally approved antiviral therapy for hantavirus infection, and management remains
primarily supportive (2,4,7).

Management should include:
e Oxygen support
e  Fluid management
e Haemodynamic monitoring
e Intensive care referral where indicated
e Treatment of alternative or concurrent infections where appropriate

11. LABORATORY INVESTIGATION

Laboratory investigation should be coordinated with reference laboratories and biosafety
procedures consistent with WHO and NICD guidance (10,12).

11.1 Recommended Specimens

For suspected cases:



e EDTA (whole blood)
e Serum (clotted blood/SST)
e Tissue (post-mortem only)

Samples to be appropriately packaged and transported to NICD Centre for Emerging Zoonotic and
Parasitic Diseases, att: Jackie Weyer, Centre for Emerging Zoonotic and Parasitic Diseases, Special
Viral Pathogens Laboratory

For post mortem investigations, contact the NICD.
11.2 Additional Investigations (Updated)
Additional investigations for differential diagnosis may include:

e Respiratory multiplex PCR
e Influenza testing

e RSV testing

e Full blood count

e Renal function tests

e Liver function tests

e Blood gas analysis

e Chest imaging

All non-hantavirus tests to be done at a private lab of chose for private patients or NICD for state
patients. Communication with the respective laboratories that hantavirus is part of the differentials
for the patient is important for sample prioritization.

11.3 Laboratory Biosafety
Laboratories must:
e Beinformed before specimen arrival
e Apply appropriate biosafety precautions (universal precautions in biosafety level 2
laboratories)
e Limit unnecessary specimen manipulation
e Follow institutional biosafety guidance
12. SPECIMEN TRANSPORT

Specimens should:

e Betriple packaged (UN2814 Biological substances/Category A shipping instructions (IATA
packaging instruction 620, P1620)

e Clearly labelled as suspected hantavirus material

e Accompany completed laboratory request forms

Chain-of-custody documentation is non-negotiable.



13. PUBLIC HEALTH RESPONSE ACTIONS (UPDATED)

Evidence from international investigations demonstrates that while person-to-person transmission is
rare, it requires precautionary response.

In a CDC-led investigation of an imported Andes virus case:
e 53 contacts were identified across multiple states
e No secondary cases occurred

e Monitoring for 42 days was implemented for all contacts
13.1 Immediate Actions Following Identification
Upon identification of a suspected imported case:

Notify provincial public health authorities immediately.
Notify NICD and relevant surveillance units.

Conduct rapid risk assessment.

Initiate contact identification.

Establish monitoring database/linelist.

Assess travel exposures.

Assess healthcare exposures.

Activate incident coordination if required.

PN R WN R

13.2 Contact Tracing Requirements
Operational line lists should capture:
e Unique identifiers
e Exposure type
e Last exposure date
e Risk classification
e Daily monitoring status

e Qutcome

Occupational Health Units and provincial outbreak response teams should maintain synchronised
records.

A contact tracing line list template is available on request through outbreak@nicd.ac.za.
14. AIR TRAVEL AND PORT-OF-ENTRY CONSIDERATIONS

Evidence supporting transmission during commercial air travel remains extremely limited, and no
major documented airline-associated outbreaks have been reported in the literature to date (3,8).

However, for suspected Andes virus cases:

e Passengers seated in close proximity for prolonged flights may require risk assessment.


mailto:outbreak@nicd.ac.za

e Cabin crew exposure assessments should be considered.
e Port Health Services should be informed where applicable.

Risk assessments should consider:
e Duration of exposure
o Symptom severity during travel
e Respiratory symptoms during flight
e  Proximity to index case

15. INCIDENT MANAGEMENT SYSTEM (IMS) INTEGRATION

Where escalation occurs, the following IMS functions should be activated:

IMS Function Responsibility

Operations Case and contact management
Planning Situation reports and forecasting
Logistics PPE and transport coordination
Finance/Admin Resource tracking

Risk Communication Public messaging

Surveillance Monitoring and reporting

16. DATA MANAGEMENT
16.1 Minimum Data Variables
The operational linelist should include:

e Unique case ID

e ContactID

e Exposure date

e Exposure setting
e Risk category

e Monitoring status
e Symptom status
e Laboratory status
e Qutcome

16.2 Recommended Platforms
Suitable operational systems include:

e Excel (Preferred)

e REDCap

e Go.Data

e DHIS2 Tracker

e Provincial outbreak databases



17. RISK COMMUNICATION

Risk communication messaging should align with WHO outbreak communication principles and
avoid unnecessary public alarm while maintaining transparency and operational readiness (1,8).

Risk communication should:

e Avoid unnecessary public alarm

e Clearly distinguish Andes virus from other hantaviruses

o Emphasise the rarity of person-to-person transmission

e Reinforce standard IPC measures

e Provide guidance to healthcare workers and exposed contacts

18. OPERATIONAL ESCALATION TRIGGERS (UPDATED)

Escalation to provincial or national coordination should occur if:

e Any secondary case is identified

e Epidemiological linkage between cases is unclear

e Healthcare-associated exposure occurs

e (Cases are identified within a defined transmission chain

e Clusters occur in high-risk environments (e.g., cruise ships, healthcare facilities)

19. LIMITATIONS

Evidence for Andes virus person-to-person transmission remains limited and relatively uncommon.
Recommendations may evolve as additional scientific evidence becomes available.

Operational decisions should always incorporate:

e Case-specific risk assessments

e Consultation with infectious disease experts
e Updated national guidance

e Emerging scientific evidence
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21. SOUTH AFRICAN RISK ASSESSMENT



21.1 Overall Risk Estimate

The current estimated risk of sustained hantavirus transmission in South Africa is assessed as very
low, while the risk of a sporadic imported Andes virus infection is considered low but plausible,
particularly in the context of increasing international travel and global connectivity (1,2,8).

The overall risk profile for South Africa is summarised as follows:

Risk Category Estimated Risk
Imported sporadic case Low

Secondary household transmission = Very low
Healthcare-associated exposure Low—moderate
Sustained community transmission = Extremely low
Large outbreak occurrence Very low

Endemic establishment Extremely unlikely

At present, there is no evidence of endemic Andes virus circulation in South Africa or neighbouring
Southern African countries (5,6).

21.2 Factors Increasing Importation Risk

International Travel and Connectivity
South Africa maintains extensive international connectivity through:

e 0. R. Tambo International Airport

e Cape Town International Airport

e King Shaka International Airport
Major international maritime ports including:

e Port of Cape Town
e Port of Durban
e Port Elizabeth Harbour
Travel routes linking South Africa with South America commonly transit through:

e S3do Paulo

e Buenos Aires

e Santiago

e Doha

e Dubai

e Addis Ababa
Imported hantavirus infections among travellers returning from endemic regions have been
documented internationally (2,3,7).

Cruise Ship and Maritime Importation Risk
An additional emerging consideration for South Africa is the increasing volume of:

e Expedition cruise tourism
Antarctic tourism

South Atlantic maritime travel
Eco-tourism voyages



Scientific expedition travel

Cruise vessels travelling between:

South America

Antarctica

South Atlantic Ocean territories
Southern African ports

May create opportunities for importation of travel-associated infectious diseases, including rare
zoonotic pathogens.

Particular operational concern exists for vessels travelling through or originating from:

Argentina

Chile

Ushuaia

Punta Arenas

Falkland Islands

South Georgia and the South Sandwich Islands

These regions overlap with known hantavirus-endemic areas and serve as common embarkation
points for Antarctic expedition cruises (8,13,15).

Antarctic and Sub-Antarctic Expedition Risk

South Africa maintains scientific and logistical connections with:

SANAE |V Research Station
Marion Island

Prince Edward Island
Gough Island

Personnel movement involving:

Scientists

Environmental researchers
Naval support teams
Logistics personnel
Expedition tourists

May involve transit through South American ports or prolonged shipboard exposure environments.

Although no documented maritime Andes virus outbreaks have been reported, operational risks
may include:

Delayed diagnosis during voyages
Limited onboard isolation capacity
Shared ventilation environments
Prolonged close-contact exposure
Restricted medical evacuation capability
Delayed laboratory confirmation



Cruise ships and research vessels may therefore function as amplifying environments for exposure
monitoring challenges, even where actual transmission risk remains low.

South Atlantic Ocean Island Considerations
Operational risk assessments should additionally consider maritime movement involving:

e Tristan da Cunha

e Goughlsland

e South Georgia

e Falkland Islands

e Prince Edward Islands

These locations may involve:

e Long-duration voyages

e Limited healthcare infrastructure

e Delayed evacuation capability

e Shared sleeping and dining arrangements
e Restricted laboratory access

Imported illness on vessels servicing these territories may therefore place increased operational
burden on:

e Port Health Services

e  Maritime medicine teams

e Provincial outbreak response teams
e National laboratory referral systems

21.4 Healthcare and Maritime System Risk Assessment
The highest realistic operational risks within South Africa remain:

e Delayed recognition of imported infection

e Failure to obtain travel and maritime exposure history
e Inadequate infection prevention and control measures
e Unprotected aerosol-generating procedures

e Delayed laboratory referral

e Occupational healthcare worker exposure

However, maritime and cruise-related operational vulnerabilities additionally include:

e Delayed onboard reporting

e Limited onboard diagnostic capability

e Incomplete passenger manifests

e Multi-jurisdictional coordination requirements
e Cross-border contact tracing complexity

e Port Health surge requirements



Healthcare facilities and Port Health authorities should therefore prioritise:

e Early travel and maritime history screening

e Cruise ship illness reporting mechanisms

e Enhanced IPC for unexplained severe respiratory illness

e Occupational health preparedness

e Rapid escalation pathways

e Immediate consultation with NICD and provincial outbreak response teams

22. SOUTH AFRICAN OPERATIONAL RISK SCORING

Risk Domain Likelihood Potential Impact Overall Risk
Imported sporadic case via air travel Possible Moderate Low—moderate
Imported sporadic case via cruise ship Rare but plausible = Moderate Low
Secondary household transmission Rare Moderate Low
Healthcare-associated transmission Possible Moderate Low—moderate
Shipboard exposure clusters Rare Moderate Low

Sustained community spread Very rare High Very low

Large outbreak Extremely unlikely = High Very low
Public concern/media amplification Possible Moderate Moderate
Port-of-entry detection failure Possible Moderate Moderate
Maritime reporting delays Possible Moderate Moderate

23.2 Ports of Entry and Maritime Preparedness
Preparedness activities should be strengthened at:

e 0. R. Tambo International Airport
e Cape Town International Airport
e King Shaka International Airport
e Port of Cape Town

e Port of Durban

Operational measures should include:

e Syndromic screening awareness

e Maritime illness notification procedures

e Travel and voyage-history assessment

e Cruise ship reporting pathways

e Rapid referral mechanisms

e Port Health notification procedures

e |solation assessment capability at ports

e Escalation pathways for suspected imported high-consequence infectious diseases

Preparedness planning should additionally include:

e Passenger manifest retrieval procedures



e Shipboard contact tracing protocols

e Coordination with maritime authorities

e International Health Regulations (IHR) maritime notification procedures
e Medical evacuation coordination plans

24. INCIDENT MANAGEMENT SYSTEM (IMS) ESCALATION TRIGGERS
Escalation to provincial or national IMS/PHEOC coordination should occur if:

e A confirmed imported Andes virus case is identified

e Secondary transmission is suspected

e Healthcare-associated transmission occurs

e  Multiple healthcare workers are exposed

e Multiple airline passengers require tracing

e Cruise ship passengers or crew require tracing

e lllness is identified onboard a vessel approaching South African ports
e Cross-border coordination becomes necessary

e Significant public concern develops

e Laboratory confirmation is pending in a critically ill patient

25. RECOMMENDED OPERATIONAL WORKFLOW
Step 1: Detection

e Identification of suspected case

e Immediate IPC implementation

e Isolation precautions initiated

e Assessment of air or maritime travel history

Step 2: Notification

¢ Notify provincial communicable disease control structures
e Notify NICD immediately

e Notify Port Health Services if maritime exposure involved

e Notify Occupational Health if healthcare exposure involved

Step 3: Risk Assessment

e Determine travel and voyage history

e Assess exposure type

e Evaluate severity

e Identify close contacts

e Assess shipboard or cruise exposures where applicable

Step 4: Laboratory Coordination

e Arrange specimen collection
e Notify receiving laboratory



e Coordinate transport
e Consider shipboard specimen transport logistics if offshore

Step 5: Contact Monitoring

e Establish operational linelist

e Categorise contacts

e Initiate 42-day monitoring where indicated

e Coordinate maritime passenger tracing if necessary

Step 6: Escalation

e Activate IMS/PHEOC structures if required

e Coordinate risk communication

¢ Initiate inter-provincial or international coordination where necessary

e Coordinate with maritime authorities and Port Health Services where applicable

26. CONCLUSION

The overall risk posed by hantavirus, including Andes virus, to South Africa currently remains low
(1,2,8). However, increasing international travel and ongoing hantavirus activity within parts of the
Americas create a realistic possibility of sporadic imported infections.

The primary operational vulnerability is likely to arise from:

e Delayed clinical recognition

e Healthcare-associated exposure

e Failure to identify travel-associated risk
e Delayed IPC implementation

Preparedness efforts should therefore focus on:

e Early recognition

e IPCreadiness

e Occupational health monitoring

e Laboratory coordination

e Risk communication

e Integrated surveillance and incident management coordination

At present, there is no evidence supporting a high likelihood of sustained transmission or endemic
establishment within South Africa (5,6).
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