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Catastrophic Disasters In

United States
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2005 Hurricane Katrina

Mississippi River 1,547 deaths

Peshtigo, WI 1,182

Johnstown, PA 2,200+
Galveston, TX 5,000+
East River, NY 1,021+

Okeechobee, FL 2,000+
NYC/Wash DC 3,000
Gulf Coast/MS/LA 1,000+
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By CHRISTOPHER DREW
and SHAILA DEWAN

NEW ORLEANS; July 19— Shear-
rived at Memorial Medlcal Center to
freat several patieals as Hurrlcane
Katrina's winds were gathering and
did not leave tntil days tater, when
the water and the temperafure and
the body count had risen byomd en-
durance:

By the time the ordeal ended;her
{riends and supporiers say, Dr, AnNna
M. Pou was one of the few doctors
left in & hospital that had become a
nightmare,

(rverheated patients were dying
around her, and only a few could be
taken away by helicopter, the only
means of escape for the most {ragile
patients until the ‘water receded
Medicines wers running low, and
with no electricity, patleats living on
machines were running out of bat-
tery power. In the chaos; Dr. Pou was
left 1o care for many patients she did
nad know.

But did she cross a line during
these farrowing days, using. lethal
injections o kill several patients who
were in extreme distress? The at-
tormey general of Louisiana says D
Pou did, and on Tuesday rocom-
mended that she be prosecuted for
murder,

Her supporters, though, say there
is another explanarion; she was us-

ing druge to try 1o calm and comfart

patients who had nearly rmx

their Hmit

Engens Myers, o pm[euqr"ﬂ;_;hqs

University of Pittsburgh wha
train Dr. Pou, said that what
wld fhim shortly after the

her's home yesterday in New Orleans. Sh She an and tw RN

anwlh.

b5 at Memorial Medical

T =
wo nurses A are accused of Killing pn.he o

__M
New York Times July 2006




Who Should Get Influenza Vaccine When Not All Can?

Emanuel, Wertheimer
12 May 2006 Science 312 (5775), 584.

“save the most lives” [burning building/emergency]
“women and children first” [Titanic]

“first come, first serve” [ICU/emergency]

“save most quality life years” [cost effectiveness rationing]
“save the worst-off” [organ transplant]

“save those most likely to recover” [PCN for syphilis in
WWII]

“save those contributing to the well being of others”
“save those most likely to make society flourish”



AHRQO Documents

“Altered Standards of Care in Mass Casualty Events”
(2005)

“Providing Mass Medical Care With Scarce Resources:
A Community Planning Guide” (2006)

Maximize lives saved

“Graceful degradation of care” resulting in poor
patient outcomes is the option of last resort
Be prepared to allocate scarce resources

“Engineered degradation of services” must be
conducted in the context of effective incident
planning and response

Recognize that standards will change; protocols for triage will need
to be adaptable



Concept of Operations for Triage of
Mechanical Ventilation in an Epidemic

John L. Hick, MD, Daniel T. O’Laughlin, MD

Abstract
The recent outbreak of severe acute respiratory syndrome and the growing potential of an influenza pan-
demic force us to consider the fact that despite great advances in critical care medicine, we lack the capacity
to provide intensive care to the large number of patients that may be generated in an epidemic or multisite
bioterrorism event. Because many epidemic and bioterrorist agent illnesses involve respiratory failure, me-

Academic Emergency Medicine 2006; Volumel3, Number 2: 223-229
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Development of a triage protocol for critical care

during an influenza pandemic

Michael D. Christian, Laura Hawryluclk, Randy 5. Wax, Tim Cook, Meil M. Lazar, Margaret 5. Herridge,
Matthew P. Muller, Douglas R. Gowans, Wendy Fortier, Frederick M. Burkle, Jr.

=] Seerelated article page 1393

ABSTRACT

Background: The recent outbreaks of avian influenza (HgMN1)
have placed a renewed emphasis on preparing for an in-
fluenza pandemic in humans. Of particular concern in this
planning is the allocation of resources, such as ventilators
and antiviral medications, which will likely become scarce
during a pandemic.

Methods: We applied a collaborative process using best evi-
dence, expert panels, stakeholder consultations and ethical
principles to develop a triage protocol for prioritizing access
to critical care resources, including mechanical ventilation,
during a pandemic.

Results: The triage protocol uses the Sequential Organ Fail-
ure Assessment score and has 4 main components: inclusion
criteria, exclusion criteria, minimum qualifications for sur-
vival and a prioritization tool.

Interpretation: This protocol is intended to provide guidance
for making triage decisions during the initial days to weeks of
an influenza pandemic if the critical care system becomes
overwhelmed. Although we designed this protocol for use
during an influenza pandemic, the triage protocol would
apply to patients both with and without influenza, since all
patients must share a single pool of critical care resources.

CMAF 2006:175(11):1 377-B1

mand for intensive care unit (ICLU) resources, solely for pa-
tients with influenza, would peak at 171% of current ICU
bed capacity and 118% of the ventilator capacity. These fig-
ures do not talke into account the current usage rate of criti-
cal care for patients without influenza, which is nearly at
1o0%. Nor does this model factor in the availability of hu-
man resources. Surge response strategies®® (e.g., scaling
back elective procedures, opening additional critical care ar-
eas and implementing the use of “mass critical ecare™*-**)
will partially mitigate the sudden demand for medical care
during an influenza pandemic; however, these strategies
will be inadeguate to fully address the demands on the
health care system.

When resource scarcities occur, the tenets of biomedical
ethics and international law dictate that triage protocols be
used to guide resource allocation.*'¥ International law re-
quires a triage plan that will equitably provide every person
the “opportunity™ to survive. However, such a law does not
guarantee either treatment or survival.** We have developed
this triage protocol in an effort to ensure the equitable and ef-
ficient use of critical care resources if scarcities occur during
an influenza pandemic.

Methods

In December 2004, at the request of the steering committee
of the Ontario Health Plan for an Influenza Pandemic (OH-
PIP), a group of clinicians with expertise in critical care, in-



DRAFT FOR PUBLIC COMMENT
MARCH 15, 2007

Allocation of Ventilators in an Influenza Pandemic:
Planning Document

NYS Workgroup on Ventilator Allocation in an Influenza Pandemic
NYS DOH/ NYS Task Force on Life & the Law

Executive Summary:

A powertful strain of avian influenza has generated concern about a possible
pandemic, though scientists do not know with certainty whether or when a pandemic will

occur. However. the better-prepared New York State 1s. the greater its chances of

Powell, Tia, Christ, Kelly C., Birkhead, Guthrie S. Allocation of Ventilators in a Public Health Disaster
DISASTER MEDICINE AND PUBLIC HEALTH PREPAREDNESS 2008 2: 20-26
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United States Government Aceountability Odfice

GA{:} Report to Congressional Requesters
June 2008 EMERGENCjY
PREPAREDNESS

States Are Planning
for Medical Surge, but
Could Benefit from
Shared Guidance for
Allocating Scarce
Medical Resources

GAD-08-G68
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Summary
of a
Workshop Series

Clare Stroud. Bruce M. Altevogt. Lor1 Nadig.
Matthew Hougan. Rapporteurs

Forum on Medical and Public Health Preparedness
for Catastrophic Events

Board on Health Sciences Policy

http://www.nap.edu/catalog/12787.html
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|IOM Regional Workshops
on Crisis Standards of Care

March — May 2009
4 meetings: Irvine, Orlando, New York, Chicago

Obijectives:

Highlight local, state, and regional efforts under way to establish crisis
standards of care policies and protocols

Improve regional efforts by facilitating dialogue and coordination among
neighboring jurisdictions

Participants:
Federal, state, and local officials
Representatives from a wide range of healthcare provider communities
Emergency managers
Hospital and healthcare administrators



|IOM Regional Workshops
on Crisis Standards of Care

Some states, localities, and healthcare institutions have developed, or started to
develop, crisis standards of care policies

Many others have not; workshop participants cited the difficulty of the
medical, legal, and ethical issues as well as a lack of resources

Areas identified by workshop participants for future work include:
Development of consistency within and across regions
More evidence-based research
Engagement with providers and the community
Increased attention to palliative care

Many of these areas were addressed in the subsequent IOM letter report,
released in September 2009



3. Does the organization vou represent have policies in place for
“standards of care during a mass casualty event™?

30°%

I
Yes, the The The Mo, the | am unsure if Mot applicable

organization arganization is organization organization my organization
alreacy has currently has started to has not taken is working on
policies in developing talk about any steps to developing
place policies developing develop policies

tinlicies ainlicies



The NEW ENGLAND
JOURNAL o« MEDICIN E

ESTABLISHED IN 1812 JUNE 18, 2009 VOL. 360 NO. 25

Emergence of a Novel Swine-Origin Influenza A (H1N1)
Virus in Humans

Novel Swine-Origin Influenza A (H1N1) Virus Investigation Team™*
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OF THE NATIOMAL ACADEMIES

September 24, 2009

Nicole Lurie, M.D., M. S P.H.
Assistant Secretary for Preparedness
and Response
Office of the Assistant Secretary for
Preparedness and Response
Department of Health and Human Services
200 Independence Ave.. S'W.
Washington., DC 20201

Dear Dr. Lurie:

On behalf of the Institute of Medicine (IOM) Committee on Guid-
ance for Establishing Standards of Care for Use in Disaster Situations,
we are pleased to report our conclusions and recommendations. At the
request of the Office of the Assistant Secretary for Preparedness and Re-
sponse. Department of Health and Human Services., the IOM convened
this committee to develop guidance that state and local public health of-
ficials and health-sector agencies and institutions can use to establish and
implement standards of care that should apply in disaster situations—



Guidance for
Establishing Crisis
Standards of Care for
Use In Disaster
Situations

INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES



When To Adopt Crisis Standards of Care?

If contingency plans do not accommodate incident
demands, healthcare practitioners will be faced with:

ssevere shortages of equipment, supplies, and
pharmaceuticals

«an insufficient number of qualified healthcare
providers

soverwhelming demand for services

slack of suitable resources

Under these circumstances, it may be impossible to
provide care according to the conventional standards
of care used in non-disaster situations, and, under the
most extreme circumstances, it may not even be
possible to provide the most basic life-sustaining
interventions to all patients who need them.




Crisis Standards of Care

A substantial change in usual
healthcare operations and the
level of care it Is possible to
deliver, which is made necessary
by a pervasive (e.g., pandemic
Influenza) or catastrophic (e.g.,
earthquake, hurricane) disaster.

INSTITUTE OF MEDICINE

OF THE MATIOMNAL ACADEMIES



Crisis Standards of Care

This change in the level of care
delivered is justified by specific
circumstances and is formally
declared by a state government,
IN recognition that crisis
operations will be In effect for a
sustained period.

INSTITUTE OF MEDICINE

OF THE MATIOMNAL ACADEMIES



1.

2.

3.

4.

5.

6.

Recommendations

Develop Consistent State Crisis Standards of Care Protocols with
Five Key Elements

Seek Community and Provider Engagement
Adhere to Ethical Norms during Crisis Standards of Care

Provide Necessary Legal Protections for Healthcare Practitioners
and Institutions Implementing Crisis Standards of Care

Ensure Consistency in Crisis Standards of Care Implementation

Ensure Intrastate and Interstate Consistency Among Neighboring
Jurisdictions

INSTITUTE OF MEDICINE

OF THE MATIOMNAL ACADEMIES



CRISIS STANDARDS OF CARE:
OPERATIONAL
CONSIDERATIONS

John Hick, MD

Emergency Management Summit March 4, 2010



Continuum of Disaster Care
1

Incidentdemand / resource imbalance increases »
Risk of morbidity / mortality to patientincreases >
< Recovery

Conventional | Contingency Crisis

Space Usual patient Patient care areas re-purposed (PACU, Facility damaged / unsafe or
carespace fully | monitored units for ICU-level care) non-patient care areas
utilized (classrooms, etc) used for

patient care

Staff Usual staff Staff extension (brief deferrals of non-emergent RIEIHEESERETHENETIEL X0y
calledin and service, supervision of broader group of unable to adequately cae for
utilized patients, change in responsibilities, volume of patients even with

documentation, etc) extension techniques

Su ppl[es Cachedand Conservation, adaptation, and substitution of Critical supplies lacking,
usual supplies supplies with occasional re-use of select supplies EESNERCRIAIERELN LGS
used sustaining resources

Standard Usual care Functionally equivalent care Crisis standards of care’

of care
- r 3 .

Normal operating T Extreme operating
conditions conditions

Indicator: potential Trigger: crisis standards
for crisis standards? of care?




Strategies

Prepare
Substitute
Adapt
Conserve
Re-use
Re-allocate



Supply Strategies

Prepare  Stockpiled
supplies used

Substitute Equivalent
medications used

Conserve Oxygen flow rates
titrated

Adapt

Re-Use

Re-
Allocate

Oxygen only for
saturations < 90%
Anesthesia machine for
mechanical ventilation

Re-use NG tubes and
ventilator circuits
Re-allocate oxygen
saturation monitors,
cardiac monitors from
low-risk patients

Oxygen only for
respiratory failure
Bag-valve
manual
ventilation
Re-use invasive
lines

Re-allocate
ventilators



OXYGEN USE STRATEGIES MINNESOTA HEALTHCARE SYSTEM
FOR SCARCE RESOURCE SITUATIONS PREPAREDNESS PROGRAM

POTENTIAL
TRIGGER EVENTS: STRATEGY* RECOMMENDATIONS

INTERNAL DISRUPTION OF CONSERVATION 1. Meniter Use and Rovise Clinical Targets
. Emplay oxygan titratien pretacols to optimize flow or % to match targets for SP0z or Palk.

el e . Minimizz pverall oxygen use by optimization of flow.
= Disconti at aarliest possible time.
= SII%II:[I:Iin::I ﬁﬂﬁﬁ: e hl:?ﬁ;.gn;mg 0: Target Mete: Targeats may be adjusted furthar downward
Momnal Lung Adults 5PO: <R0% SPO; 0% depanding ¢n respurces available, tha patient’ clinical
INTERNAL SURGE TO Infants & Peds P02 <80% opr; o].4%  Presentation, or maasured Pal; datarmination.
HOSPITAL CAPACITY COPD History SP0: <BR% SP0z 0%
CONSERVATION Z High-Flow Applications

. Restrict the usa of high-flow adult cannula systems (Vapotherm™ type| as thase can demand 12 tg 40 LPW flows.

EXTERNAL NOTIACATION Restrict the usa of simpla and partial rebreathing masks to 10 LPA maximum.

L ]
BY GAS SUPPLER OF . Restrict use of Gas [njection Mebulizers as they genarally require pxvgan flows batwean 10 LPM and 75 LA
DELAYS OR SHORTAGES g

Eliminata the use of oxyoen-pawerad vanturi suction systems & thay may consuma 15 to 50 LPK.

SUBSTITUTION 3. Oxygen Censervation Devices
. Lga Covmizer™ type cannulas at 1,2 the flow satting of standard cannulas.
EXTERNAL NOTIFCATION . Replace simpla & partial rebreather mask use with Cymizer™ cannulas at flowrates of B-10 LPA.

atlbienll CONSERVATION & 4 0 C trators i Eloctrical P I Pr t

. Dxygen Cencontrators I Electrical Power ason
DEPARTMENT OF HEALTH SUBSTITUTION . Uza hospital-basad grindependent home medical equipment supplier oxvgen concentrators if available use to supplement
Ipwe-flow cannula uge, and presende the primary cxygen supply for more critical applications.

UPON A STATE SUBSTITUTION 5. Inhaled Medications

DECLARATION OF . Restrict the usa ¢f Small Volume Nabulizers when inhalar substitutas are availabla.

. Restrict continuous nebulization therapy.

EMERGENCY . Minimiza frequency through medicatien substitution that result in fawer trestments (6h-12h instead of 4hEh applications).

CONSERVATION 6. Air-Oxygen Blanders

* Eliminata the low-flow reference blesd gecurring with any low-flow metersd ceygen vz, This can amount to up to an
additignal 12 LMW, Resarve air-oxygen blender usa for machanical ventilators using high-fiosw non-metarad out ets
[Thesa da not utilize refarence besds).

. Dizconnect blendars when not in usa,

1. Expendable Oxygen Appliances
* Lse tarminal starilization or high-leval disinfection procedures for aevoan appliances, small & lage-bora tubing, and ventilator circuits
Bleach concentratipns of 1:10, high-level chemical disinfection, or irmadiation may be suitabla. Ethylane mxida gas sterilization
iz pptimal, but requires a 12 hour aaration cyele to prevent ethylena chiorhwdrin formation with polveingl chlgride plastics.

RE-ALLOCATION 8. Oxygen Re-Allocation Implementation
* Priritize patiants for oxygen administration during severa respurce limitations.

Oxygen MINNESOTA DEPARTMENT OF HEALTH  Orville L. Freeman Building / PO Box G4075 pimieieteuieget

OFFICE OF EMERGENCY PREPAREDMESS  B25 Robert Street M. / St. Paul MM 55164
w#w health.state.mn.usfoep/ healthcare  TEL: 651 207.5700 / TDD: 851 215.58080

5 Patlant Can Strotee 18 lor S oor oo Res sanos 3 Haatons Tor sratogy dellaiiions.
PACH TEP WS PPy gan Contermation Sim eglan' 12407

BIFARTHERT arEEALTH




System Components
_
o Command

- Control
o Communication
o Coordination



Coordination Elements
1

Federal government,

other states
A \
Jurisdictional Emergency Management /
State EQC (SEOC) P > Multi-Agency Coordination (MAC) Group
A
!
I
|
|
!
|
Y |
] Regional Medical Healthcare *___J
State Public Health Dept |« Coordination Center < > Facility
(RMCC)
State Disaster Medical Clinical Care Committee

Advisory Committee (SDMAC) Regional Disaster

Medical Advisory
Committee

Triage Team (facility or regional)




Tiered
System

Figure 1-2. MSCC Management Organization Strategy

HCF A

EMP = Emergency Management Program
EQF = Emergency Operations Plan

PH = Public Health

EM = Emergency Management

Federal response
(support to State and locals) T'Er 6

Interstate regional coordination
(management coordination
and mutual support) Tier 5

State response and coordination
of intrastate jurisdictions
(management coordination

e s TiEr 4
and support to jurisdictions)

2l Jurisdiction incident

management (medical
IMS :%nd emergency Tien
support—EQOC)

Healthcare “‘coalition™
(info sharing; cooperative

planning; mutual aid) Tend

Healthcare asset management
(EMP+EOP using

& TiER |
incident management)







MINTRAC

Logged in as Jehn Hick

Facilities Regional Status Alert Manager Command Center Resource Request Reports

Requests for Resources

Region Facility Reguested Request Resource Quantity  Actions Taken Fulfillment Active
West Metro University of M..iversty Campus 102472008 10:01 ventilator 1 0 of 11 fulfiled V]
East Metro United Ho=pital - St. Paul 10/24/2005 10:00 wentilator 6 0 of & fulfiled 9
West Metro lUnity Hozpital - Fridley 10/24/2008 0959 ventilator g 0 of & fulfiled V]
West Metro North Wemorial Medical Center 1042472008 08:59 wentilator i3] 0 of 13 fulfiled ]
Wesat Metro Regency Hozpita. - Golden Valley 104242008 09:57 ventilator 4 0 of 4 fulfiled V]
West Metro Methodist Ho=pi.. St. Louis Park wentilator " 0 of 11 fulfilled ]
Wesat Metro Children's Hozp..| - Minneapoliz ventilator 6 0 of & fulfiled ]
Wezt Metro Mercy Hospital - Coon Rapids ventilator ) 0 of & fulfiled V]
ViestMetro  Fairview Southd..ozpital - Edina ventilator 6 0 of & fulfilled V]
WestMetro  Abbott Northwes..| - Minneapolis ventilator 11 0 of 10 fulfiled v
“Demo *ImageTrend Hospital ‘entilators 2 0 of 2 fulfiled V]
Demo *ImageTrand Hozpital 8/29/2008 13:25 Wotorola Radio 25 Referred to all RHRC 20 of 25 fulfill=d 9
*Temo *ImageTrend Hospital 08/29/2008 13:14 Cot 1 0 of 1 fulfiled V]
*Demo *ImageTrend Hospital 08/2972008 13:13 Zoll Defibrillator 10 3 of 10 fulfiled 9
*Temo *mageTrend Hospital 2072008 12, Zoll Defibrillator 4 4 of 4 fulfiled V]
*Demo *ImageTrend Hozpital 08/28/2008 13:58 Bandaidz S00 300 of 500 fulfiled 9
*Nemo *mageTrend Hozpital JB/28/2008 12:30 Beskers 10 0 of 10 fulfilled V]
West Metro Hennepin County Medical Center B/20/2008 09:42 ventilators 10 4 of 10 fulfilled ]
*Nemo *mageTrend Hozpital JB/Z8/2008 08:14 o negative 2 0 of 2 fulfiled ]
*Oemo *mageTrand Hozpital (8/282008 08:07 Zoll Defibrillator 2 1 of 2 fulfiled ]
*Nemo *mageTrend Hozpital N8/272008 1734 Zoll Defibrillator 3 Acknowledged 2 of 3 fulfilled V]

Records 1-21 of 21 | First | << | > | Last

J = Active & = Inactive

Request a Resource




Incident Triage

Incident Type

Situational awareness

Resources
Shortfalls

Triage

Decision basis
Decision-making

Declarations and
protections

Regional assistance

Early no-notice
Poor

Highly Dynamic
Stabilization care
Primary, Secondary
Clinical assessment
Ad hoc

No

Resources

Later, or biologic
Good

Relatively static
Definitive care
Tertiary
Decision tools
Structured

Yes

Decisions, resources



lonal Triage

Req

Research/Analysis

Outcome Monitoring

(Check & balance)

Triage Officer(s) &
Support Team
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Central Tri Committee

Supply/Demand
(Situational Awareness)
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i triage of mechanical ventilaSon/critical care becomes
necessary assess gxaslng critical care patients
according to:

SOFA score

Expacted duration of mechanical ventilafion

Any severe, lifelimiting underlying disease states
Cther diseass-specific factors

Order patients from most sick to least sick and
reassess daily or as conditions warrant

¥

Mew patient requires mechanical ventilaBion - Assess
patient 20FA score, expected duration (rough) of
mechanical ventilation. and underlying disease states or
other contributing data/prognosticators (as above)

v

Patient has exclusion criteria 7

Existing patients that no longer require crtical care

qu::: {‘

YES

L

(improwed) or mest exclusion criteria (worsening)?*

lrm:u

Treatment trial of ventilation if available for new patient,
if no ventilator aveilable confrast needs of new patient
against exasiing *most sick” patientis) - Compelling

reason to reallocate from currently ventilated paSients?

l‘r’EE

Reallocate ventilator resources o new patient, transition
care for prior wentilated patient to available support gean
circumstances including appropriate palliative care

MO

Triage out of critical care area
with appropnate tranaition
care for condition and
reassess resource evailability




Operational Issues

Process for planning vs. process for response

Response conops:
IMS recognizes situation
Clinical care committee
Triage plan
nformational issues
Resource reguests
Personnel management




Clinical Care Committee

Determine resources and alternative
methods / sites of care

Alter staff responsibilities to increase
patient care time

Reviews outside guidance and makes
changes as needed

Makes recommendations for next
operational period for services to be
provided and triage criteria to be used



Triage Team

Small number of staff (? Critical care, other) of
equal ‘rank’

Make allocation decisions based upon clinical
Information about patients (not leaving this to
the primary / bedside physician)

‘Bed czar’ has ultimate authority to implement
recommendations, change bed status, etc.

Triage team functions for smaller area
hospitals and transfer considerations should
be defined



STEP TWO: Compared to other patient (s) requiring and awaiting mechanical venfilotion, does this patient have significont differences in
prognasis of resource ufilization in one or more cotegories below

of importance / weight.

I. Orgam system

femction™®

2. Deration of bemafit /
proguesis

11 Juration of need

e

q :'-w[u 5@ o mechanicol
entilation

™ The Sequenticl digan Faile hssesiment

[aiFk h famed
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Vontilator re-allocated
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High petent
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. Poar pm%nnsls hazed upon
epidemialagy of specific
disamse / injury (ag; pandzmic
influenza)

b. Sewere underlying dissose with
poar shart-tam (Enlag <] year)
pragnesis

Lorg duration —e.q., ARDS
particulary in setting of pre-
extsting lung dissnse
(estimate = T days on ventilabar)

Worsening ventikatary parameters
ower fimet

el El:n'h-d ||-i-u'|'|u; -i!-a-m-e-: i':l:l'ErI

1. Cangesties heort balbwe with 2pdion

rerrisenibk u-:hm with pul renary =dema

2. Seeern chionic luag disense inchaing |:-l.h|:-||r|l fibrsi, cpsic fibrmsis, akshuctve or mshiciee
5 s mwhrudull-fln?h“m :

3. Corvirol rereaes syrhen, salid pogan, or bematopoishic molgeeecy with oo proge osis a1 recoveny
4. Cirhasis with ascies, Betory ol varieol blasding, fieed cooguapathy oo snosphadapathy
i

diseczes requiring carfnsans hore oo
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Appeals Process

Clinical appeal

Allowed by family or caregiver if clinical

Information used to base a triage decision has
changed (for the better)

Reviewed by clinical triage officer / team
Process appeal

Allowed by family member or caregiver if process
of applying decision tool or the tool itself is flawed

Does NOT affect the clinical decision
Reviewed by regional ethical advisory panel



CRISIS STANDARDS OF CARE
APPLICATION: SCENARIOS

Steve Cantrill, MD

Emergency Management Summit March 4, 2010



Planning Scenarios

Support and implementation for
Crisis Standards of Care
Pandemic Influenza
Major Earthquake
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Pandemic Influenza



Fandaemic Intfiuenza — Flanning
Examples for Crisis Standards of

Care

State:
Multidisciplinary group to advise on ethical,
medical, legal, public, EMS and emergency

management ISsues.
Recommendations and criteria for implementing:

Expansion of scope of practice
Declaration public health emergency

Improved liability protection for volunteer and non-
volunteer healthcare providers

Alteration of nurse-patient ratios
Stockpiling antivirals, PPE and other supplies



Fandaemic Intfiuenza — Flanning
Examples for Crisis Standards of

Care
State:

Multidisciplinary group to advise on ethical,
medical, legal, public, EMS and emergency
management ISsues.

Draft guidelines for alteration in the healthcare
system during a pandemic:

ICU admission criteria using Sequential Organ Failure
Assessment (SOFA) scoring

Criteria for ventilator use/removal
EMS transport criteria and EMS approved destinations

Development of state-wide monitoring criteria and
process



Fandaemic Intfiuenza — Flanning
Examples for Crisis Standards of

== Care
- Regional:

Establish, where appropriate, a Regional
Medical Coordinating Center (“Hospital
EOC”)

Investigate and designate potential locations
for alternate care facilities including staffing
plans



Fandaemic Intfiuenza — Flanning
Examples for Crisis Standards of

Care
Hospital:

Development of criteria for supply
substitution, adaptation, conservation, re-use
& re-allocation

Education of all staff concerning
Implementation of crisis standards of care,
Hospital Incident Command System (HICS),
etc

Designation of internal alternate care sites,
expanded triage areas and potential staffing
changes

Ir~tAalrli~Arllh Al A AnrndvicaAaiidtE A~ O li_iAaAal C,ArA



Major Earthquake

Magnitude 7.8 earthquake
Mid-afternoon, Southern California

Extensive structural damage including
andslides

0SS of power

_0oss of highway and major road integrity
_oss of cellular and landline phone service
Multiple structure fires













Examples of Hospital Activities for
Crisis Standards of Care

All elective surgeries cancelled
Assessment of available resources

Supply conservation initiated (such as oxygen,
IV fluids, etc)

Institution of trauma and burn triage criteria,
iIncluding triage of expectant patients

Lean forward towards critical care triage
Alteration of charting requirements



Examples of Hospital Activities for

Crisis Standards of Care
]

o Implementation of disaster credentialing
procedures for physicians and nurses.

o Tetanus vaccination for only high-risk wounds
due to limited availability of tetanus toxoid.



Examples of State Activities for
Crisis Standards of Care

Department of Health develops guidance for
use of blood products and dialysis and oxygen
replenishment

Emergency Gubernatorial Order authorizing
crisis standards of care In affected
communities

Additional healthcare provider legal
protection

Allows for establishment of alternate care
facilities
Interim guidance for tetanus immunization



Resources

Institute of Medicine report on Crisis
Care:

AHRQ — Providing Mass Casualty Care with Scarce
Resources

Chest - May 5, 2008 supplement:


http://www.iom.edu/en/Reports/2009/DisasterCareStandards.aspx
http://www.iom.edu/en/Reports/2009/DisasterCareStandards.aspx
http://www.ahrq.gov/research/mce/mceguide.pdf
http://chestjournal.chestpubs.org/content/133/5_suppl/1S.full
http://www.health.state.mn.us/healthcare/index.html
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