DlSABlLlTY RlGHTS Disability Rights Pennsylvania
PENNSYLVANIA 1800 John F. Kennedy Blvd., Suite 900
Philadelphia, PA 19103
(215) 238-8070 (Voice)
(877) 375-7139 (TDD)
www.disabilityrightspa.org

April 3, 2020

Roger Severino

Director, Office of Civil Rights

U.S. Department of Health & Human Services
200 Independence Avenue, S.W.
Washington D.C. 20201

Re: Complaint of Disability Rights Pennsylvania concerning
Pennsylvania’s Interim Crisis Standards of Care for Pandemic
Guidelines

Dear Mr. Severino:

Disability Rights Pennsylvania (DRP) together with the advocacy
organizations listed below submit this Complaint to challenge
Pennsylvania’s health care rationing scheme, entitled “Interim Pennsyl-
vania Crisis Standards of Care for Pandemic Guidelines (March 22, 2020)
(PA Guidelines), https://int.nyt.com/data/documenthelper/6850-
pennsylvania-triage-guidelines/02cb4c58460e57ea9f05/optimized/full. pdf,
(attached as Exhibit A), which discriminates against and jeopardizes the
lives of people with disabilities. The PA Guidelines violate Title Il of the
Americans with Disabilities Act (ADA), Section 504 of the Rehabilitation Act
(RA), and Section 1557 of the Patient Protection and Affordable Care Act
(ACA). DRP requests a finding by your Office that the PA Guidelines
discriminate against individuals with disabilities in violation of federal law.

Complainants

DRP is the organization designated by the Commonwealth of Pennsylvania
as the protection and advocacy system pursuant to federal laws, including

the Developmental Disabilities Assistance and Bill of Rights Act, 42 U.S.C.

§§ 15041-15045, and the Protection and Advocacy for Individual Rights

Protecting and advancing the rights of people with disabilities


https://int.nyt.com/data/documenthelper/6850-pennsylvania-triage-guidelines/02cb4c58460e57ea9f05/optimized/full.pdf
https://int.nyt.com/data/documenthelper/6850-pennsylvania-triage-guidelines/02cb4c58460e57ea9f05/optimized/full.pdf

Roger Severino
April 3, 2020
Page 2

Act, 29 U.S.C. § 794e. DRP is charged under these laws with protecting
individuals with disabilities against abuse and neglect, with advocating for
such individuals to assure protection of their rights, and to pursue legal
remedies in furtherance of these rights. DRP files this Complaint on behalf
of itself and its constituents, individuals with disabilities who are at risk of
harm from Pennsylvania’s health care rationing scheme, together with our
co-complainants, advocacy organizations from across the state.

This Complaint follows similar complaints that have been filed with your
Office from the protection and advocacy agencies in Washington,
https://www.centerforpublicrep.org/wp-content/uploads/2020/03/OCR-
Complaint 3-23-20-final.pdf, Alabama,
https://www.centerforpublicrep.org/wp-content/uploads/2020/03/AL-OCR-
Complaint 3.24.20.docx.pdf, Tennessee, http://thearc.org/wp-
content/uploads/2020/03/2020-03-27-TN-OCR-Complaint-re-Healthcare-
Rationing-Guidelines.pdf, and Kansas,
https://www.centerforpublicrep.org/wp-content/uploads/2020/03/Kansas-
OCR-complaint-3.27.20-final.pdf.

Pennsylvania’s Interim Crisis Standards of Care

In light of reports that the COVID-19 pandemic could lead to a shortage of
health care resources resulting in rationing, DRP and other advocacy
organizations in Pennsylvania wrote to the Governor and other state
officials on March 27, 2020. DRP urged the Governor to adopt a
mandatory, non-discriminatory policy and that he involve the disability
community in the development of that policy. The Governor issued a public
statement expressing a commitment to non-discrimination principles after
receiving that letter but did not share or make publicly available the PA
Guidelines. The Governor also did not communicate with DRP or other
members of the disability community to discuss or receive input on this
issue.

On March 31, 2020, DRP learned through a news report that Pennsylvania
had issued the PA Guidelines. Contrary to the Governor’s assurance, the
PA Guidelines, dated March 22, 2020, do discriminate against individuals
with disabilities and were created without the input of the disability
community.
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The PA Guidelines include “Triage Guidelines.” PA Guidelines at 27-37.
For adults (defined as individuals over age 14), crisis triage officers are
directed to allocate health care resources for those patients determined to
need critical care using the following method:

For each critical care patient, the crisis triage officer will
calculate a “Priority Score.” PA Guidelines at 29-30. This
score is assigned to all patients with critical illness — not just
those with COVID-19. /d. at 29. Up to eight points are
assigned to each patient based on two factors: (1) the patient’s
prognosis for short-term survival (up to four points), and (2) the
patient’s prognosis for long-term survival. /d. at 29-30. The
second factor assigns two points to patients with “major” co-
morbid diagnoses or four points to those with “severely life-
limiting” co-morbid diagnoses. /d. at 30. Those co-morbid
diagnoses include, for instance, moderate and severe
Alzheimer’s disease or dementia, cancer with a less than 10-
year survival expectation, moderately severe or severe chronic
lung disease. /d. The lower a person’s score, the higher his or
her priority. /d.

Once the patient’s Priority Score is determined, she or he will
be assigned to a color-coded priority group — red, orange, or
yellow with red as the highest priority and yellow as the lowest.
PA Guidelines at 31-32. To qualify for the red category, a
patient must have a Priority Score of 1 to 3; to qualify for the
orange category, a patient must have a score of 4 to 5; and to
qualify for the yellow category, the patient must have a score of
6 to 8. /d. at 33. Since co-morbid diagnoses deemed to impact
long-term survivability will add either two or four points to the
patient’s Priority Score, id. at 30, the likelihood that a patient
with a co-morbid condition deemed or perceived to impact long-
term survivability will qualify for the red group is either nearly nil
or completely non-existent even if that patient is likely to live for
years if treatment were provided.
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= The PA Guidelines also allow critical care to be withdrawn from

patients if there are patients in the queue for such care and the
patients already receiving the care are deemed to be clinically
deteriorating based either on a recalculated score or based on
“overall clinical judgment.” Id. at 34. The PA Guidelines seem to
permit withdrawal of critical care even before the expiration of
the therapeutic trial period deemed necessary for the patient
and even if more time on a ventilator would result in improved
longer-term survivability.

Although there are separate Pediatric Triage Guidelines for patients age 14
or younger, the overall framework is the same -- children are given a
Priority Score between 1 and 8 based on prognosis for short-term survival
and prognosis for long-term survival.

The PA Guidelines Violate Federal Law

Title 1l of the ADA prohibits public entities (such as state and local govern-
ments) from excluding people with disabilities from their programs,
services, or activities, denying them the benefits of those services,
programs, or activities, or otherwise subjecting them to discrimination. 42
U.S.C. §§ 12131-12134. Implementing regulations promulgated by the
United States Department of Justice (DOJ) define unlawful discrimination
under Title Il to include, inter alia: using eligibility criteria that screen out or
tend to screen out individuals with disabilities, failing to make reasonable
modifications to policies and practices necessary to avoid discrimination,
and perpetuating or aiding discrimination by others. 28 C.F.R. §§
35.130(b)(1)-(3), 35.130(b)(7)-(8).

Section 504 of the RA similarly bans disability discrimination by recipients
of federal financial assistance, including Pennsylvania agencies and most
hospitals and health care providers. 29 U.S.C. § 794(a). The breadth of
Section 504’s prohibition on disability discrimination is co-extensive with
that of the ADA. See Furgess v. Pennsylvania Dep’t of Corrections, 933
F.3d 285, 288 (3d Cir. 2019); Berardelli v. Allied Services Institute of
Rehabilitation Medicine, 900 F.3d 104, 114-18 (3d Cir. 2018).
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Finally, Section 1557 of the ACA provides that no health program or activity
that receives federal funds may exclude from participation, deny the
benefits of their programs, services or activities, or otherwise discriminate
against a person protected by Section 504 of the RA. 42 U.S.C. § 18116;
45 C.F.R. §§ 92.101(a), 92.101(b)(2)(i). This includes an obligation to
make reasonable modifications in policies, practices, and procedures
necessary to avoid discrimination. 45 C.F.R. § 92.205.

In enacting the ADA, Congress intended to create a “clear and comprehen-
sive national mandate for the elimination of discrimination against indivi-
duals with disabilities,” 42 U.S.C. § 12101(b), which it found included
discrimination in “health services.” 42 U.S.C. § 12101(a)(3). Moreover,
DOJ has explicitly instructed that Title Il of the ADA applies to emergency
preparedness efforts of state and local governments, writing:

One of the primary responsibilities of state and local
governments is to protect residents and visitors from harm,
including assistance in preparing for, responding to, and
recovering from emergencies and disasters. State and
local governments must comply with Title || of the ADA in
the emergency- and disaster-related programs, services,
and activities they provide.

DOJ, Emergency Management Under Title Il of the Americans with
Disabilities Act at 1 (July 26, 2007),
https://www.ada.gov/pcatoolkit/chap7emergencymgmt.htm. This policy
makes plain that federal non-discrimination laws are applicable to
emergency situations, such as the coronavirus pandemic.

The PA Guidelines’ explicit use of “co-morbid diagnoses” — preexisting
conditions that are disabilities — to assess a patient’s “Priority Score” and
thus his or her access to health care in a crisis without an individualized
assessment of immediate-term survivability violate these federal disability
laws. Specifically, individuals with “major comorbidities” are immediately
given two points — even in situations where such “co-morbid diagnoses” do
not impact immediate-term survivability. Only individuals with three points
or fewer are eligible for the “red” — highest priority — group. Accordingly,
when there are shortages that limit health care access only to patients
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assigned to the red group, individuals with diagnoses deemed to have
major co-morbidities are likely to be excluded.

In addition, the PA Guidelines refer “severely life-limiting” co-morbid
diagnoses as conditions that are “associated” with survival of less than one
year. ltis far from clear that the Guidelines require an individual
assessment of immediate survivability to place a patient in this category. It
is likely that individuals with disabilities that are perceived as “severely life-
limiting" will be universially swept into this category. Doctors must not
assume that any specific diagnosis or disability automatically indicates a
poor prognosis for near-term survival or an inability to respond to treatment:
people with disabilities regularly outlive the prognoses doctors ascribe to
them, often by decades. There must be a thorough, individualized review of
each patient.

These exclusions are wholly at odds with federal non-discrimination laws
as they de-prioritize certain people based on their disability diagnosis. See
Wagner v. Fair Acres Geriatric Center, 49 F.3d 1002, 1015 (3d Cir. 1995)
(holding that nursing home could violation Section 504 of the RA and Title Il
of the ADA by excluding a person with Alzheimer’'s disease who would
require a higher level of care); Lovell v. Chandler, 303 F.3d 1039, 1053 (9th
Cir. 2002) (holding that state’s exclusion of people who were blind or
disabled from a new managed care program violated Section 504 of the RA
and Title Il of the ADA), cert. denied, 537 U.S. 1105 (2003). This Office’s
recent Bulletin similarly expressed that it is unlawful to make treatment
decisions based on “judgments about a person’s relative ‘worth’ based on
the presence or absence of disabilities.” HHS Office of Civil Rights,
Bulletin: Civil Rights, HIPAA, and the Coronavirus Disease 2019 (COVID-
19) at 1 (Mar. 28, 2020), https://www.hhs.gov/sites/default/files/ocr-bulletin-
3-28-20.pdf.\

The ADA and RA, as described above, bar the use of eligibility criteria that
screen out or tend to screen out individuals with disabilities from access to
services. Patients with “major” co-morbid diagnoses will more than likely
be screened out because those diagnoses will automatically add two points
to their score, so they are unlikely to have a score of three or lower to
qualify for the red group. Patients who are determined to have “severely
life-limiting” co-morbid diagnoses regardless of their individual immediate-
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term survivability or actual prognosis over time by definition are screened
out of the red group to receive treatment in crisis conditions, as they are
assigned 4 points, which is beyond the 3 point maximum.

One of the core tenets of the ADA and RA is that decisions by covered
entities must not be based on myths, stereotypes, and unfounded
assumptions about people with disabilities; rather, they must be based on
individualized determinations using objective evidence. See School Bd. of
Nassau County v. Arline, 480 U.S. 273, 284-85, 287 (1987). The use of co-
morbid diagnoses in instances in which a person’s immediate-term
survivability is not negatively impacted as a result of the diagnosis
contravenes this tenet.

Strikingly, the PA Guidelines are clear and upfront in their departure from
this tenet. They state on page 25 that “[u]nder the Crisis Standards of Care
Guidelines, the focus of medical care will shift from the individual patient
to promoting the thoughtful use of limited resources for the best
possible health outcome of the population as a whole.” (emphasis in
original). As your Office stated in its March 28" Bulletin, federal disability
rights laws “protect the equal dignity of every human life from ruthless
utilitarianism.” Bulletin: Civil Rights, HIPAA, and the Coronavirus Disease
2019 (COVID-19) at 2.

Equally troubling is that excluding individuals with co-morbid disabilities
without an individualized determination of immediate-term survivability
makes presumptions about quality of life, which is a proxy for disability
discrimination. The Department of Health and Human Services rejected
Oregon’s plan to ration Medicaid services in the early 1990s that included
criteria based upon quality of life and likelihood of treatment returning the
patient to an asymptomatic state, concluding that such criteria violate the
ADA based on stereotypical assumptions about people with disabilities’
quality of life. See Timothy B. Flanagan, ADA Analyses of the Oregon
Health Plan, 9 Issues in Law & Medicine 397 (1994) (reprinting federal
analyses that Oregon’s proposals to ration health care violated the ADA).
In your Office’s recent Bulletin on COVID-19, it reaffirmed that “persons
with disabilities should not be denied medical care on the basis of
stereotypes, assessments of quality of life ....” Bulletin: Civil Rights,
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HIPAA, and the Coronavirus Disease 2019 (COVID-19) at 1 (emphasis
added).

In addition, the PA Guidelines allow critical care to be withdrawn from
patients — even before the end of the therapeutic trial period determined to
be necessary for the patient — if there are patients in the queue for such
services and the patients already receiving the services are deteriorating
(based on worsening “scores” or “overall clinical judgment”) or have a
“highly co-morbid condition that portends a very poor prognosis ....”
Federal non-discrimination laws, as described above, require reasonable
modifications to policies, practices, and procedures if needed to avoid
discrimination. Patients with underlying disabilities (or more severe
COVID-19) may require critical care for longer periods of time than other
patients without those conditions. Failure to allow their use of resources for
a longer period is a denial of a reasonable modification resulting in
discrimination by denying them access to care. Moreover, allowing
someone’s subjective “overall clinical judgment” to justify such a portentous
decision allows clinical biases against people with disabilities and quality of
life considerations to creep into decision-making in violation of federal non-
discrimination laws.

Finally, patients who use ventilators in their daily lives must be allowed to
continue to use this personal equipment while receiving COVID-19
treatment at the hospital without risk that they will be subject to PA
Standards’ criteria for withdrawal of care. The triage officer cannot
reallocate that equipment to other patients under any circumstances.

OCR Must Protect Vulnerable Pennsylvanians with Disabilities

As you well know, we are in the midst of an extraordinary crisis that is
straining existing health care resources. DRP is aware of the pressures on
the health care community and understands the difficulties of the choices
that we as a country are facing. Yet, we cannot allow these circumstances
to justify wholesale violations of civil rights laws intended to protect people
with disabilities. Indeed, these circumstances make it even more important
to assure full and vigorous implementation of those laws so as to literally
prevent the deaths of people with disabilities based on their disabilities.
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As a result of the PA Guidelines, and the message that they send about the
worth and dignity of people with disabilities, Pennsylvanians with significant
disabilities are experiencing intense fear and anxiety. People with
disabilities fear that, should they need critical care or ventilators during the
COVID-19 crisis, they may be excluded and denied based on disability, and
may even face preventable death.

Gina Marie Coccia is a 55-year-old woman with intellectual disability,
insulin-dependent brittle diabetes, obesity, airway disease, an
immunodeficiency disorder, and congestive heart failure, among other
medical issues. Gina lives a full and wonderful life in the community with
her mother and legal guardian, Audrey Coccia, and her family. Gina and
her family are extremely fearful that she will be denied life-saving critical
care if hospitalized with COVID-19 because she would be given a low
Priority Score based on her disabilities rather than her immediate-term
survivability if given treatment.

Accordingly, DRP requests that your Office immediately investigate and
issue a finding that the PA Guidelines unlawfully discriminate against
individuals with disabilities. Urgent action is needed given the pace at
which the pandemic is spreading and demand on health care resources is
rising. We further request that your Office immediately instruct Pennsyl-
vania to work with the disability community to develop mandatory, non-
discriminatory guidelines for use if health care must be rationed. Those
guidelines should include:

. An explicit statement in the crisis standards of care that
ensures these broad principles of non-discrimination, equal
treatment, and respect for the value and dignity of people with
disabilities serve as a foundation to inform the decision-making
process;

. A reminder to decision-makers of possible biases against
people with disabilities that could arise and must be negated;

= Health care professionals must base all treatment decisions on
objective criteria, rather than assumptions, stereotypes, or
myths.
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Health care professionals cannot use any specific diagnosis,
disability, iliness, health status, or pre-existing condition as a
consideration or factor in whether to provide health care.

Health care professionals cannot consider quality of life
(including, for instance, presumptions about the value of the
lives of people with disabilities or the possibility that treatment
will result in cognitive or functional limitations) in assessing
whether to provide health care.

Health care professionals cannot use an individual's prognosis
for short-term survival or long-term survival as a consideration
in whether to provide health care where based on objective
medical evidence the patient would survive in the immediate
term with appropriate critical care treatment.

Health care professionals cannot refuse, deny, withhold, or
withdraw treatment for a patient based on the expectation that
he or she will require treatment (e.g., use of a ventilator) for a
longer time than others who need treatment.
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We greatly appreciate your prompt consideration of this urgent matter.
Please contact me at 215-238-8070 ext. 221 or
kdarr@disabilityrightspa.org with any questions or responses to this
Complaint.

Respectfully,
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Kelly Darr
Legal Director

On behalf of:
Achieva

Achieva was founded in 1951 by a group of family members who all
desired the same thing, to ensure their children with disabilities had the
same chances in life that all children should be given. Their commitment
helped to establish a nationwide movement that changed the long history of
isolation and segregation for both children and adults with disabilities.
Achieva is the only agency of its type in southwestern Pennsylvania that
provides lifelong supports. From early intervention therapies, in-home
support, to older adult protective services for medically fragile senior
citizens, Achieva provides services through the entire lifespan. Achieva is a
nonprofit parent organization that has comprehensive services and
supports and serves thousands of people with disabilities and their families
each year.

Since its founding, Achieva has worked to ensure the rights of children and
adults with disabilities are upheld by local, state and federal governments.

Bucks County Center for Independent Living

We are a center for independent living which empowers people with
disabilities to live as independently as they choose in their communities.

The lives of individuals with disabilities are not disposable.
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Center for Independent Living of North Central PA

As a CIL we are a community-based disability rights/healthcare provider,
who employs and serves the most at risk of contracting and dying from
complications of COVID-19.

We provide life-sustaining services in the community critical to keeping
people in their homes as ordered preventing further spread and strain on
our healthcare system and save the lives of our people. Additionally, during
this pandemic, accessible communication and advocacy are even more
critical for our staff & consumers at this time. Healthcare rationing, service
interruptions, and PPE shortages are already affecting our population.

Disabled in Action of PA

Disabled in Action of Pennsylvania (DIA) is an organization of disabled
people who work to make civil rights for those with all disabilities a reality.

We are an organization run by and for people with disabilities who will be
impacted by rationing schemes and are concerned for our community and
protection of our civil rights.

Institute on Disabilities, Temple University

The Institute on Disabilities at Temple University is one of the sixty-seven
University Centers for Excellence in Developmental Disabilities Education
Research, and Service funded by the Administration on Developmental
Disabilities, U.S. Department of Health and Human Services. The scope of
work and dedication to our constituents continues to grow, touching more
people with disabilities, families, communities, students, education,
employers and policymakers. Our more than 20 programs have an impact
on people's lives throughout Pennsylvania, nationally and internationally.

The Institute on Disabilities at Temple University learns from and works
with people with disabilities and their families in diverse communities
across Pennsylvania to create and share knowledge, change systems and
society, and promote self-determined lives so that disability is recognized
as a natural part of the human experience.
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PA ADAPT

ADAPT is a grassroots group of disabled activists who engage in
nonviolent civil disobedience to end the institutional bias.

We are a group of activists by and for people with disabilities who will be
impacted by rationing schemes and are concerned for our community, and
protection of our civil rights.

Partnership for Inclusive Disaster Strateqgies

The only national nonprofit organization with a mission of equal access to
emergency and disaster programs before, during and after disasters for
people with disabilities.

We are the nation's experts on disability rights, accessibility, and inclusion
throughout all phases of disaster and emergency operations.

Pennsylvania Council on Independent Living

Membership organization made up of Centers for Independent Living
across the State of Pennsylvania.

We support people with disabilities & at least 51% of our personnel have a
disability.

The Arc of Greater Pittsburgh

The Arc of Greater Pittsburgh and its parent organization, Achieva, was
founded to protect the legal rights of children and adults with disabilities; to
advocate for access to equitable health care, home and community
services, and educational services and to protect them from abuse,
neglect, and exploitation.

For almost 70 years, The Arc of Greater Pittsburgh has worked tirelessly to
ensure that children and adults with disabilities are not discriminated
against in health care settings, school classrooms, and workplaces. The
Arc of Greater Pittsburgh has worked to ensure that stereotypes and biases
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against people with disabilities are dispelled and replaced with accurate
facts about their abilities and contributions to their communities.

The Arc of Pennsylvania

A statewide advocacy organization representing individuals with intellectual
and developmental disabilities and their families

Individuals with disabilities deserve the same rights to medical treatment as
non-disabled people.

Cc: The Honorable Tom Wolf
Governor for the Commonwealth of Pennsylvania

Dr. Rachel Levine, Secretary
Pennsylvania Department of Health

Teresa D. Miller, Secretary
Pennsylvania Department of Human Services

Robert Torres, Secretary
Pennsylvania Department of Aging

Gregory G. Schwab, Esquire
General Counsel of the Commonwealth of Pennsylvania
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About the Guidelines

Thase guidelines were deveicped by the Pennrsyivania Depanment of Health (PADOH) and The
Hospital & Healthsystem Association of Pennsytvania (HAP) as a result of an emerging coronavirus
{COVID-19) global dsease outbreak. The COVID-19 Pennsylvania Crisis Standards of Care Guidelines
{CPACSCG) are to be considered as the gudeline for pandemic disaster situations,

The purpose of this document is 10 guide the allocation of patient care resources during an
overwhelming pubiic health emerngency of aey kind when demand for services deamatically exceeds
the supply of the rescurces needed. These interin Guidelines represent a consensus view of the
entire Crisis Standards of Care Stakeholder Workgroup, The decument will be updated as needed and
should be modified by facilities to meet the needs and abiities of each hospital. Application of these
guidelines wil require and depend on physician judgment at the point of patient care. The views
expressed in the publication do not necessardy reflect the official policies of the US. Department of
MHealth and Muman Services or the Pennsyivania Department of Health,

Scope of this Document

When a situation Is statewide: These trage guideiines apply to all heakhcare professionals,
chrics, and facilities in the Commonwealth of Permsylvania. The guidelines apply to all patients.

When the situation is limited: By geography 10 2 specific area of the state, these padelines will only
pply 10 the madical community affected and the immnediate surrounding communities, However, if
non-dmpacted community medical facilities are overwhelmed as a direct result of the event
(population displacement, resource shortages, staffing shortages) consideration will be provided to
extend the protections on a case-by-case basis.

When activated: Guidelines should be activated in the event of & disaster declaration declared by
the povernor of the Commonweaith of Pennsylvania, individual healthcare faclities and
organizations will manage thew responies through ther designated emergency operations plans
and indident command structures. In tum, local hospitals will communicate with both local and
state health department emergency operations centers 35 well as thewr regional healthcare
coaltions to provide situational awareness and coordnation regarding local response efforts and
requests,
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Special Note: Novel Coronavirus (COVID-19) Response

This document Is an early cutput of what was Intended to be a comprehensive document developed by a
multi-tiered team over an 18-month period. Recognizing 2 need for a robust Crisis Standards of Care plan
within the Commonwealth of Pennsylvania that could be tactically implemented by healthcare faciities
ACr0ss the State, & steering committee wis comenad in the fall of 2019, However, 1he rise of a novel
Coronavirus ([COVID-19) required that this document be “fast tracked” to be an interim gudance document
and plan for the current global pandemic. This document should be viewed a5 2 "work in progress™ and will
lkely inchude language or content that has not been as fully vetted as was the onginal intent,

With that in mind, we ask all healthcare providers 10 use this document as the framewark that it was
intended to be and recognize that once the current crisis is behind us, the broader review and
improvement of this document will take place, enturing that this document has the support of the
Commonwealth’s healthcare community.

We continue to thank and appreciate all our Commonweaith's healthcare providers, faciities and systems
in the work that you do each and every day Lo erdare A Healthy Pennsyhvania for All,

Andrew Pickett
Director, Bureaw of Emerpency Preparedness and Response
Penngytvania Department of Health

Mark R. Ross
Vice President, Emergency Management
The Hospital & Healthsystem Association of Pennsylvania



Quick Reference Resources: Centers for Disease Control and Prevention (CDC)

The following resources are provided as quick reference tools and are current as of this update.
Geadalines are freguantly updated by the Centers for Disease Control and Prevention. To check for the

most recent Information for healthcare professionals go to: hitps/ Seoww cdegov/coronavious/2019-

pe¥/heplndexhami or Pennsylvania Department of Mealth PA Health Alert Network [MAK] or by calling the
PA Department of Health 1.877-PA-HEALTH (1-877-724-3258)

Persons Under iswestigation (PUI)

e Interim Gudance for Public Health Personnel Evaluation Persons Under Investigation (PUSs) and
Asymptomatic Close Contaces of Confirmed Cases at Their Home or Noa-Home Residential Settings

¢ Evaluating and Reporting PUI Guidance

Chnical Care
e Cinical Care Guidance
o Disposition of Hospralzed Patients with COVID-2019
¢ Inpatient Obstetric Mealthcare Guidance

fection Comtrol
o Guidince and Resources oo Infection Control
o Interim Infection Prevention and Control Recommendation for Patients with Confirmed
Coronavirus Disease 2019 {COVID-19) or Persons Under Investigation for COVID-19 in
Healthcare Settings
o Interim Guidance for Collection and Submssion of Postmortem Specimens from Deceased
Persons Under Inmvestigation (M) or COVID-19, Febraary 2020

Supply of Personal Protective Equipment
¢  Guidance and Resources on Mealthcare Supply of Personal Protective Equipment
o Strategies for Optimizing Supply of PPE
o Strategies for Optimizing Supply of N9S5 Respirators
e Frequently Asked Questions About Resprators and Their Use

Home Care
o implementing Home Care of Pecple Not Reguiring Hospitalization
o  Preventing COVID-19 from Speeading in Homes and Communities
o Disposition of Non-Hospitalized Patients with COVID-19



Additional References:

We would like to take this opportuntty to thank those that went before us in developing Pandemic and
Crisis S2andacds of Care Plans throughout the country, Their work was essentisl in allowing us 10 develop
the Pennsylvania PCSPC. The following documents were key 1o the end product you see today:

Arizona Department of Mealth, Anzona Crins Standords of Core Mon: A Comprebensive and
Compassionate Resporie, Febeuary 2015

Biddison ELD, Gwon MS, Schoch-Spana M, et al. Scarce Resowrce Allocotion Duning Disasters: A
Mixed-Method Community Engogement Study, Chest 2018,153:187-95,

Calfornia Hospal Association, Emergency Preparedness. Prepaving Hospitols for Disasters.

Centers for Disease Control and Prevention, Commaunty Mitigation Guidelnes to Prevent Pandemic
Influenre « United States, 2017

CHEST Consensus hitp.//www.chestnet ong/Publications/CHEST - Publcations/Guiselines-
Consensus-Statementy

Crizis Standards of Care, CHEST 2014; 146 (4_Suppl): 85 - 345. ABBREVIATIONS: CCTL 5 Crinical Care
Team Leader; CHEST 5 American College of Chest Physicians, October 23, 2014,

Daugherty Biddaon EL, Faden R, Gwon HS, et al. Too Many Patients.. A Fromework 10 Guide
Stotewide ANocation of Scarce Mechankea! Ventiation During Disasters. Chest 2019;155:348.54.

[thicol Guwidance for Disaster Response, Specifically Around Crisis Standards of Core: A Systemctic
Review, Leider et o, AIPH Law and Ethics, Sept 2017

Florida Department of Health, Pandemic Influenza: Triage and Scarce Resource Allocation
Guidelines V10,5, Aprd 5, 2011,

Guidelines for Crisis Scandards of Care during Disasrers, June 2013, American College of Emergency
Physicians ACEP Disaster Preparedness and Resporse Commnttee Workgroup, Leader: Amy Kaji,
MD, MPH, FACEP Workgroup Members: Bhakti Hansoti, MD Milana Boukhman, MD

Institute of Medicine 2012, Crisis Standards of Care: A Systems Framework for Catastrophic Disaster
Response: Volume 1: istroduction and CSC Framework. Washington, DC: The National Academies
Press. https//dol org/10.17226/13351.

Jobers Hoplies Canter for Health Security, What US Hospitals Should Do Now to Prepare for COVIO-
19 Pondemic, February, 2020

Kenneth V. Iserson, M.D., MBA, FACEP, FAAELM Professor of Emergency Medicine Director, Arizona
Bioethics Program The University of Arizona, Tucson ki@u arizona edy

Novdest Decisions-Resource ANocation-[ihicol Justificotion port 1

Hovdest Decisions-How To Ration Heaithcore Resowces port 2

Novdest Decisions-Who Allocates Scarce Meofthoore Resowres port 3

Minnesctas Department of Health, Crigs Stondoards of Cove

Nevada Division of Public and Behavioral Health, Developing @ Srandard of Healthcare Duning
Cotastrophic Public Mealth Emergencies, Nevodo Crisis Stondords of Core (CSC) Plon, June 2017

Oregon Crisis Care Guidance Current Janvary, 2017
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e Pediotric Disoster Preparedness Guvdelnes for Mospitals, Caldornia Mospital Association

e Rady Children's Hospital, Pediotric Sarge Mon Documents . Post- Disoster Rewnification of Children:
A Notionwide Approoch: National Consensus Conference, hatps.//www. rehsd orp/pedsugeplany
o Stanford Mospral and Chmics, Lucile Packard Children's Mospital, Templote For Crisis Standords of

Care Plon Prepored for the CHA Disaster Plasming, foe Califarmia Hospitals Conderence by Draft
October 15, 2012

o Temporory Suipension or Modification of Statutes and Regudations in New York State During
Emergencies: A colaboration between Healthcare Association of New York and the oguols
Healtheare Association, August 2014

e Utah Crsis Standards of Care Guidelines, Version 2, June 2018

e White D8, Katz MH, Luce IM, Lo 8. Who should receive Afe suppovt duving 0 public heaith
emergency ? Using ethicel principles 10 impvove ollocation decisions. Ann istern Med 2009.150:132-
8.
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Introduction

Disasters such as Murricanes Katrina and Sandy, and the earthquake In Maith, have served as vivid reminders
of the challenge of providing healthcare when demand for healthcare services sharply rises and places
overwhelming demand on resowrces and medical staff, ol in the midst of severe infrastructure damage,
Severe pandemic influenia, catastrophic terrocist incidents and other natural disasters have the potentis
10 place even greater demands on our healthcare system,

Catastrophic events occur over a longer timeframe and are more widespread, such as a pandemic. For
example, an infloenza pandemic can occur when 2 non-human (noved) iInfluenza virus changes in such a
way that it can fect humans easly and spread easly from person to person. The cutbreak would begn in
ane or seversl locations and then grow, based on the speed and type of transmission, Viral pandemics tend
10 come in wirves of 4 10 6 weeks where numbers begin small, grow 10 8 peak and then level off again,
Thare & frequently at least one additional wirve of patients,

1t is estimated that a pandemic of similar severity to the 1968 (H3N2 virus) flu would, find 38 milion
needing medical care, 1 millon hospitalizations, of whach 200,000 would need ICU care in the United
States, Pernsyivania has 154 general acute care hospitals comprising of 34 416 koersed beds, of which
there are 3,947 ICU beds on 8 given day. The spread would aliow for some preparation for 3 surge of
patients reguring hosprakzation and critical care, but because a pandemic woold likely affect ol states, the
possidlity of federal sssistance i severely limited,

PManning for these types of overwhelming situations can help healthcare organizations and providers,
supported by the entire emergency response system, to take proactive steps that enable them to provide
patients with the level of care they would usually receive, or care that is functionally eguivalent, for as long
43 possible. In catistrophic disasters, however, healthcace rescurces may become 5o scarce that re-
allocation decisions ae needed, stafl may have 1o practice cutside of their noemal scope of practice, and
the focus of patient care may need 10 switch to promating becefits 1o the entite population over benefits
10 individuals. In such crisis situations, Strategies are Necessary to avoid greater iliness, injury, and death by
enabling move effective use of kmted rescurces. In addition, the use of a fakr, just, and eguitable process
for making decisions about who should receive treatments that have limited avalability, such as
ventilators, Iscruckal,

The Instaute of Medicine (HOM) has defined “Criss Standards of Care™ a3 8 substantial change in usus
healthcare operations and the level of care it is possible to defiver, which is made necessary by a pervinive
{e.g. pandemic influenza) o catastrophic (e g, eathquake, hurricane) disaster. CSC guidelings are the
MEIns 10 MOouUNt a response to an incident that far exceeds the usual health and medical capacity and
capabilities of a3 medical community. Medical care shifts from focusing on indwviduals to promating the
thoughtful use of imited resources for the best possible health outcomes for the population as a whole.
Resources are shifted to patients for whom treatment would most bkely be lifesaving and whose functional
outcome would most likely improve with treatment, Such patients should be given priority over those who
would lkely die even with treatment and those who would likely survive wathout treatment,
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The Agency for Healthcare Research and Quality (AHRQ) developed the following characteristics of altered
standards of care that might Be manifest during a surge situation:

o Equipment and supples will Be in short supply and will need 10 be alocated 1o save the most ives.
e  There will be an insuficient number of trained staff.
o Severe delays and backiogs in emergency and hospital care will ikely exist,

o Treatment decisions may need to be based entirely on cinical padigment a3 other diagnostic 1ools
become inaccessible.

The Centers for Disease Control and Prevention wtilines a dus approach of containment and mitigation
strategies for slowing the spread and minimizing the impact on the community. Nonpharmaceutical
inerventions (NPi) inclade:
o Personal - Dally personal protective measures, inchuding home isolation of il persons, hand
hygiene
o  Community ~ Social diszancing measures, to keep sick away from uninfected, including school other
mass gathering measures
e [Ervironmental - Surface cheaning and disinfectamts

Purpose

The purpose of the Interim Pennsylvania Crisis Standards of Care for Pandemic Guidelines (IPACSCRG) is to
provide & Tramework fof responding 1O & catastrophic event and the challenges & brings 10 personnel,
resources, and treatment decisions. These guidelines are 10 be implemented only for disasters or
pandermics when numbers of seriously il patients greatly surpass the capability of available care capacity
and normal standards of care can no longer be maintained, and then only after a disaster declaration from
the Governor.

COVID-19 specifically presents an unusual challenge with limited data on its method of transmission,
mortidity, and monalty rates, N i unchear at this time how wideigread and impactiul a full scale
pandemic would be in this area. This document serves as 2 supplemeant 10 Emergency Operations Plans
(EOP) already in place at acute care facilities.

By acknowledpng the grim reality that patient care In the midst of catastrophe will be extremely limited,
we hope 10 foster additional initiatives in planning, education, and practice by which we can do better in
our roles as healthcare providers, even in the face of such adversity, The IPACSCPG should not be
considersd a substitute for the good planning in Emergency Management that healthcare organizations
have already undertakan, 1t is intended 10 serve 35 a guide 10 the rational allocation of SCarce Msources
after other measures, such as resource sparing and sharing strategies, have been exhausted.

The Interim Pennsylvania Crisls Standards of Care for Pandemic Guidelines (IPACSCPG), consistent with the
principles of al-harard preparedness, are applicable to any catastrophe in which the demand for patient
care greatly outweighs the supply of the resources needed. However, due 1o special circumstances that
some stustions may crese, we have ncloded appendices that specfically address pandemics, scarce
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resource strategios, emergency medical treatment and Libor act [EMTALA), 1135 disaster waivers, and
muteal ad agreements.

Ethical Foundations

in the wake of 8 catastrophe, the need for healthcare professionals to cace for patients will undoubtedly be
Straioed. However, it is necestary 10 strive 1O suitain the patient-provider relationship, ensuring that
patients are cared £0r in an athical manner and mitigate Potential Misconceptions about the care they
receive. During an event with sCarce resources, some patients may not be prioritized for all therapies, bt
other curative and/or comfort care treatments should be provided. There is also an ethical duty to
maximize preparedness efforts and adopt prevention strategies that will minimize the scarcity of resources
and the need to ration resources at some time during a disaster. The IPACSCPG s based upon several
ethical principles that have been recognized as central 1o a pust process:

Fairness « every Bospal should attempt 10 be fair 10 ol those who are affected by the disaster,

Consistency - these standards will be applied equitably across populations without regard 10 patient race,
gender, creed, color, sexudl orlentation, pender identity or expression, disabiity, ethnicity, religion,
socloeconomic status, or in violation of the Pennsylvania Muman Relations Act (PHRA),

Proportionality ~ any akteration in the standard of care will be commensurate with the degree of
emergency and the degree of scarcity of arvy Emited resources,

Transparency ~ the IPACSCPG was developed with input from the community and efforts will be made to
eogage and eductate our community about the PACSORG.

Solidarity - when there are limited resowrces, consider the greater good of the entire community.,

Additionally, research finds that certaim Issues need to be addressed within a crisls standards of care
frammework, Specically:

e Swuate underlying justifications and norms to achieve fairness and equity

e Consider both broad and specific ethical ssues, include scenario examples

o [stablish expectations of duty 10 care and recprocity, iInduding obligations and support
o Select criteria for resource allocation

¢ Integrate both ethical and technical considers in plans

Pennsylvania Resources

At the time of implementation of the Interim Penmsyivania Crisls Standards of Care for Pandemic Guidelines
(IPACSCPG), the Pennsylvania Emergency Management Agency and/or Pennsyivania Department of Mealth
will have most Mkeldy establshed o Department Operations Center (DOC). This center focuses on internal
agency Incident management and response. DOCS are often established within the Emergency Operations
Center (EOC) 1o optimize communication channels for local, regional, or statewide response. Health care
providens should contact DOH at 1-877-PA-HEALTH (1-877-724-3258) or local health departments about
possidle cases of COVID-19.
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Pennsylvania General Acute Care Hospitals
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A Continuum of Care

Theee levels of care are defined by the Institute of Medicine (1OM) and are the basis for determining likely
levels of surge, resources, and staffing during a disaster. The following levels are the basis for Crisis
Standards of Care planning:

Conventional care: the demand for care & less than the supply of resources. Level of care Is consistent with
daily practions in the institution.

Contingency care: the demand for care surpasses conventional resource svadabilty, but £ & possible 10
mantan a functionally equivalent level of care by using contingency care strategies. The facility’s
[mergency Operations Plan is activated,

Crishs care: the demand for care surpasses resource supply despite contingency care strategies. The normal
standard of cace cannot be maintained.

Refer to Figure 4 on the following page for more information on defining the three levels of care.
Determining the Available Level of Care

I is importan to develop useful indicators to recognice where the incident has placed the health care
system on the supply and demand curve, and then plan for trigpers 1O alert the system 10 move from
CONVEtional to contingency and to crisis care, as well as back again during the recovery phase.

A list of system-wide potential triggers that might require activation of the IPACSCPG would Include:

®  An event {or dasase) that affects a large portion of the state’s population and/or healthcare
103005

o Lack of or critical shortage of essential equipment or medications such as mechanical ventilators,
axygen, antibiotics, antiviral medication Of specific antidotes; vasopressorns or other critical cace
medications; intravenous flulds or blood products; operating room equipment, space and staff, and
hospital and/or ICU beds.

e Lack of or critical shortage of critical infrastructure, such as power, water and communications;
Security 1o mantain the safety of healthcare providers and patients; lack of personal protective
equipment; lack of trained staff, and lack of or shortage of staff support (food, housing, water, etc.).

In the midst of a crisis, there & a very real risk of providing a lower standard of care than is necessary under
the circumstances. Past experience, such as that of Memorial Hospal in the aftermath of Hurricane
Katring, has shown that & is common to exaggerate the severity of a situation when immersed in the
extreme stress of a orisis. The difficulties inherent in making Informed decisions during a crisis situation
cannot be overemphasized. It s always difficult to understand where 3 single healthcare entity is on the
supply/demand curve 81 any given time, much less the healthcare system as & whole, There will be kmited,
Of aven Inaccurate, information regarding the scale of a disaster, the current and future demand for patient
care services, and the current and future supply of rescurces.
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Medical Surge Strategies

There are four core strategies (the Four D's) to be employed (generally in order of preference) during or in
anticipation of a scarce resource situation:

¢ Develop Care Capacity ~ Develop extra supplies by stockpiing and developing supply chain
resiliency.

e  Delay Care ~ Delay care for less wrgent condions and focus on more emengent ssoes. Triage: delay
care for patients with less wgent Issues. Delayed closure; delay closing wounds, Nurses or techs can
cleanae and dress the wound and instract the patient 10 retuen in 72 1o 96 hours for sture closure,

e Degrade Care ~ Early discharge of patients to lower levels of care to make space for new patients.
Plan for alternate care sites, Expand the scope of practice for nurses through the use of standerg
orders. Reuse tems after approgeiate disindection or steriization. Substitute essentially equivalent
device, drug or personnel for one that is more available (e g morphine for fertanyl). Adspt
equipment, drugs, or personne! that are not equivalent but can provide a similar level of care (e.g.
anesthesia machine foe mechanical ventilation). Conserve resources by wiing lower doses of
changing utilization practices (e.g. minimizing use of oxygen-driven nebulzers).

o Denial of Treatment- Realiocate resources to those patients with » better prognosis or greater
need. Withdrawal of care.

Demand for
Health Care
Services

Supply of
Resources

Figure 5: Throogh enhesced preparadness, we can procoice conventiong and concisgency car for as mich of the time
thof we are ovwrwhedmed as pocible, (o stinimise the ameant of time that Criss Stundards of Care would be reguired.
Crists Standards of Care: A Systems Framework for Cotastrophic IXsaster Response
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Contingency Care Strategies

The goal of any hospital and healthcare systems should be 10 remain in a state of contingency care for as
long o is possible and to avosd initiating Crisis Standards of Care. Examples of strategies that may be
considered when conventional care Is no longer sustainable and contingency care is needed include but are
not limited to the following:

Move - Move appropriate patients from critical care units to “step-down™ units and stable “step-
down” patients to a general flcor, Utilize a trained team of case managers and discharge planners to
work with the house supervisors i determining where patients can be moved,

Early Discharge or Transfer = Early dscharge o transfor of appropeiate patients 1o home or long-
term care facibties.

Expand - Expand patient care aeas 10 ncdude hosprtal corridors and hallways,

Rapid Admission Process = Use of 2 ragid admission process to move appropriate patients from the
emergency department (ED) to hospital wards to make more room in the ED.

Withholding of Treatment= More consistent withholding of care that is either futile (any cace that is
unlikely to be beneficial) or unnecessary (armvy care that has ungroven benefit). This indudes reducing
the use of imaging and [aboratory rescurces wihen resdonable,

Prioritize ~ Prioritize emergent procedures and surgeries and postpone non-emergent and elective
procedures and surgenies,

Cohoet Appointments = Use ¢ither a temporal strategy (sick visits at beginning or end of the day) or
a different physical location for sick/well visits in the outpatient setting.

Leverage Technology - Expand usage of tele-medicine and online evaluations for both primary,
speciaky, urgent, and emergent care. This may aliow for further triage and efficient provider usage
during times of s2aff shortage while alvo decreasing expodure,

Documentation -~ Documentation should be increasingly focused on what is needed for patient
care. Routine documentation practices (especihilly redundant documentation in multiple sites) may
be minimized.

Checklists - Checkists or a “short form™ medical record may be developed to speed the recording
of critical idormation, inchuding pertinent assessment, diagnosis and treatment information, and
medications administered. Instead of performing and documenting routine assessments, consider
only thase assessmaents that ane essential 1o Monitar that patient’s condition, Hard copy forms may
be developed and avallable In case of loss of computer, printer, or Internet capablities.

Expanded Staff Roles - In the clinical setting, current available staff may become inudficient;
shortages of specfic types of practitioners may require expanding the roles of others. Move
providers 20 areas reeding additional resources, such as the emengency department and/or critical
care areas. Expanded staff roles also should occur incrementally and only for as long as necessary.
Those perfoeming expanded roles shoudd be under the supervison of an eaperenced, licensed MD
or DO, APEN, RN or other person of appropriate discipline for the specific types of care, who
delegates and drects 2 team of healthcare workars and owersees 2 patient caseload. Planning
should imcorporate volunteers who are part of the Medcal Reserve Corps (MRC) system and other
volunteers involved in onganized efforts in the state. All staff should receive training and drill their
expanded roles, # possitle, S2aff and volunteers should 350 receive pust--time training as needed.
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Reduce Nursing Care Requirements ~ Adjustments may need to be made in the frequency of
Haaiiments and routine care, 8., & diadetic patient having four glucometer measurements each
day may have them done twice a day, vital signs may be taken only twice a day for stable patients. If
possible, rely on patient families for patient hygiene and feeding assistance whenever possidie,
Specfic treatments or Interventions that are scheduded to be administered on a regular basis may
have the interval Detween them extended. For example, if 3 patient is scheduled to have respiratory
nebulizer treatments every six hours, the treatments may be reduced to every elght hours
tolerated. Some treatments of interventions may be discontinued completely if the potential harm
1o the patient is minimal, if there is an absolute lack of staff 1o perfoem the task or If no equipment
5 available. Decision-makers should strive 10 preserve equity between needs of patients.

Modification of Consent/Refusal Process — During a prolonged emergency stuation, some of these
regurements may need 10 be modified, or ¥ there is not suMicient time 1o cbtain the indormed
consent/refusyl from a person authorized to make healthcare decisions for the patient, e g. next-of-
kin. Make certain that apgropriate numbers of hard copies of these documents are avadable in Case
of computer or printer fallure,

Infection Comtrol Standards « Change mfection control standards to permit group solation for
confermed cases of COVID-19 rather than single person Isolation unts,

Family Support Center - Change privacy and confidentiplity protection procedures temporanly to
allow for the establishment and activation of a Family Support Center. During a pandemic, visitation
10 the hospital may not be feasible or advised, The Canter will have the responsibility of confirming
the identification of the refative, conducting updates and staging virtual visits if possible.

Focus on Proven Medical interventions — Increased focus on proven medical interventions and
therapies that provide signficant benefit, while foregoing those interventions lacking clear evidence
of benefit.

Preserve axypen capacity,

Communicate with HAP regional emergency management representatives and other facilties both
within the region and outside for sssatance in sccepting patients, as well & sharing stafing,
pharmaceuticals and necessary equipment.

Attempt to Comply with Regulatory Requirements — While dificult, faciites may make every
Mrempt 1o comply with regulatory requirements during a prolionged public health emaergency and
to document such attempts contermporaneously. If it is not possible, the efforts should be
documented. When no longer able to comply, faciities should utikze the process for requesting
emergency modifications and suspensions of regulstory requirements from both state and federal
regulatory agencies (¢.8., Health Insurance Portabiity and Accountabilty Act (HIPAA), provisions of
the Emergency Medical Treatment and Labor Act (EMTALA), stafing ratios, scope of practice
restrictions).



Crisis Care Strategies

Examples of strategies that may be considered when contingency care is no longer sustaimable, and the
PACSCPG i in effect, nchude, but are not limited toc

The contingency care stratepies previously listed.
Ensure facility security by restricting access to the faciity to only 0ne of two entrances.

Other access points should be locked and guarded. Access to the emergency department should
50 be restricted and unformed police presence should be in place, # at all possidle,

Create patient care areas in pre-designated locations, such as the hospital cafeteria(s), radiology
suites, corridors, srium, athietic centers or research bulldings.

Emengency Department access should be reserved for immediate-naed patients; ambulatory patsnts
may be diverted to other pre-designated ambulatory care settings, such as urgent cares and doctor’s
offices.

Create aiternate care sites by requesting local, regional, state and/or federal response assets (such
& Pennsybvania Surge Medical Assistance Tearms, Dissster Medical Assistance Teams, Medical
Reserve Corps) to be deployed.

More drastic changes 1o scope of practice may be needed, requiring healthcare staff to take on
expanded roles, and function cutside thelr speciakties.

More drastic reduction of nursing care requirements.

Apply principles of accepted triage and graded scoring system to determine who should receive
aggressive medical treatment and who should receive palliative care only. Under some

circumstances, resource intensive interventions may be withheld,
Credential providers on an emergency o temporary basis,

Increased withholding of treatment and exclusive focus on medical interventions and therapies that
have proven and sgnifican benefit, wheile foregong interventions and therapees that Lack dear evidence of
benefit or have high resource utilzation,

Documentation should be limited only to what is needed for patient care.
Place limits on oxygen use, such as stopping all hyperbaric treatments.
Utilization of sccepted triage guidelines and wue of the Crisis Triage Officer or Committee

Transferring Patients to Other Healthcare Facilities

In 3 pandemic stuation, other local facilities will hkely be in the same overloaded stuation that your facility
5 facing, a0 they will rarely be able 10 accept transfers. Ambulance availability may also be impacted by
the event,

In the normal course of care delivery, many hospitals do not regularly care for certain popufations (bum or
pediatric patients) and would normally transfer such patients out of thekr facility to a higher level of care. A
disaster situation may necesstate keeping patients not normally cared for at a spectic faciity, despite the

high level of stress this would place on any system. Planning for potential situations where providers would
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have 10 practice outside ther normal scope and comfort ares includes an assessment of hospital and sta¥
capabilitins and providing guidance for surge situations. Such guidance should include » robust plas of how,
whare and what 2 surge would entail, what would be expected of staff members as well as potestially
avgmenting their capabilities through “just in time® training assets.

Smaller Hospitals and the IPACSCPG

Smaller hospitals, especially those in rural aress, are faced with limited resources and suppornt from other
agencies, Challenges include more distant locl public health degurtments, limited technoiogy, 8 grester
reliance on volunteers, limited medical transport units and greater distances from tertiary care facilities, As
a result, advance planning for medical surge and aliocation of scarce resources is oritical. Furthermore,
these facilties should recognize and plan for their potential role in caring for populations they might not
normally treat, such as pediatric, obstetric, or critical care patients,

A scalable plan, similsr to what has been discussed i this document, should be developed 1o meet the
needs of the individual facilnty. It is understood that most naral hospitals do not have the staffieg capacity
1o fill all the positions suggested in the Hospital Incident Comenand System (HICS) plans or an Emergency
Operatiors Center.

Therefore, It would be reasonable for hospital leadership to look to different healthcare resources in the
community to fill those vacancies.

The hospital may look to private or retired healthcare providers [with notdfication well in advance of an
event), such as local pediatricians of internal medicine physicians, 10 help guide decisions in their aces of
expertise. Community religious leaders might meet some of the needs normally falling to haspital-
empioyed ethicists and pastoral care. it will e up to each hospital’s executive committee, as well a3 risk
management, to determine the roles community resources could fulfil within their faclity.

Furthermore, & will be advantageous for all hospRals to actively participate in Pennsylvana's establshed
Regional Healthcare Coalitions. This will ensure consistent decsion-making in all areds of the Region as well
a3 decresse the burden of dual functioning roles on stal from the sfected hospitals, This type of
committee could consist of representation from area healthcare personned, long-term care and pediatrics.
Integration of faciity plans into the reglonal emergency operations and response guidelines will occur
during times of scarce medical resources.

The Hospital and Meathsystem Assocation of Perrsyivania works under contract from the Department of
Health to coordinate and oversee these regional coalitions, Figure 6 shows the healthcare coalitions across
Pernsytvania,
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CRISIS TRIAGE OFFICER TEAM



Crisis Triage Officer Team

Under the Crisis Standards of Care Guidelines, the focus of medical care will shift from the individual
patient to promoting the thoughtfiul use of limited resources for the best possible health outcome of the
population as a whole. Resources are directed to patients for whom treatment would most likely be
Ifesaving and whose functional outcome would most bkedy improve with treatment. Such patients should
e given priceity over those who will lkely die even with trestment and those who will Bkely survive
without trestment,

Because this change reperesents a significant paradigm shift in how we normally care for patients and
prioritize treatments, it & important that Crisls Triage Officers (CTOs) be identified beforehand from among
the facilty’s medical staff. These physicians should be familiar with the concepts of disaster operations
specific to the Incdent, and should include trauma surgeons, intensive care physicians, emergency
physicians, infecticus disease and/or intemists with extensive hospital experience. Whenever possitide,
CTOs should be identified abead of tirme 30 that they Can receive Irening i mass casualty triage, ethics,
COMMUMCAtIONS, INCAeNt MAanagement, and Crisis Ne10u Cr Management,

During an incident in which Crisis Standards are implemented, these CTOs showld not be involved in the
care of indhidual patients, but instead will be implementing the CSC Guidelines at the hospital level by
making resource allocation decisions for individual patients. They will report to the Operations Section
Chief, who is part of the Command Staff within the Hospital Inodent Command System (MICS), Senior
House Nursing Supervisors should aluo be identified 1o oversee the bed avalabilty and patient placement
and work closely with the Operations Section Chief and the CTOs,

Depending on the number of CTOs avallable, {which may be dependent on the sze of the faclity and scope
of the incident) a CTO may be working independently, or peeferably as a small group of 2-4, which will be
termed the Crisis Triage Officer Team (CTOT). When there are adequate personmel resources, additional
members for this CTOT may include other physicians or nursing supervisors, For the purposes of this
document, the CTO and CTOT can be used imterchangeably as they represent the same role,

£ach hospital must be prepared 1o receive patients from EMS as well as those that seif .present, and match
patients to their appropriate treatment according to need and Skethood of benefit. Initial treatment may
Inchude resuscitation, operative management, critical care, inpatient care, wound care, e1c. This sorting wil
hkely be best accomplished by an experienced team of providers, such as emergency doctors and nurses,
and trauma physicians and advanced practice clinicians, The greater foous should be beyond merely
categonizing patients based on acuity, and instead every attempt should be made 1o match patient need to
fRSOUrCRs.

The CTO or CTOT will review all patients for whom those patients’ individual providers (treating phvysicians)
have requested a hmited and critical resource [such as ICU admession, ventilator support, or surgical care)
to determine which patients will receive the highest priority for recelving those Imited resources. In
addition, the CTO or CTOT will review patients currently recelving critical resources 1o assess ongoing need
for and priority in receiving those resources.



The CTO has the uRtimate redporability and suthority for making that decision, The CTO will communicate
the triage decisions 10 the treating physician. When possible the triage officer and the treating physician
should inform patients and family memders of the triage decision.

The CTO process has three components:

1. Inclusion criteria: These criteda attempt 10 ident#y patients who may be more likely to benefi from
admission to critical care and primarily focuses on respiratory fallure,

. A patient prioritization tool
3. Criteria for withdrawal of critical care

Crisis Triage Officer Training

A successful CTO would need both chinical experience in fields such as emergency medicine, trauma surgery
a0d critcal care a3 well 33 advanced traming i issues pertinent 1o Crisis care situations, such a3 Mlocation
of scarce resources, trisge decison guideines, ethics and legal issues,

Train PA educationad platform. The Permsyivania Emergency Management Agency (PEMA) and
Pennsylvania Department of Health have partnered with the Public Health Foundation [PHF) to offer
trvming for emergency response, Some of the current courses available inchode:

*  Disaster Triage for Epidemics - 10 1012019
* Introduction to Triage and Public Mealth: Mealthcare Response to Disaster [Podcast) - 1D 1012865

o  PrepTalks: Triage, [thics and Operations- healthcare Emergency Preparedness and Respomse - 1D
1081426
*  Personal Protective Equipment for COVID-19 < 1D 1090274

Train PA can be accessed via the following link: https./ralnore/pal

M A0



IMPLEMENTATION OF TRIAGE GUIDELINES



Implementation of Triage Guidelines

The heterogenety of disasters dictates that while the IPACSCPG provides gusdance in allocation of limited
resources, providers will need 1o have some flexibiity in impiementation of this guldance. Physician
Jodgement at individual faciities, coupled with Incident-specific guidance from local and state health
departments, will be necessary for effective implementation of the IPACSCPG. 1t is meant to prompt the
provider to carefully consider treatment allocation decisions when resource scaccity exists,

Pandemic Implemenmtation ~ The following assumations were made when the Pandemic Influenza
Guidelines were developed:
o There are not encugh beds 10 accommodate all patients needing hospital admission, and not
enough ventilators to accommodate all patients with respiratory fallure.
There is a need for sockal datancing and patient isolation,
Most patients can be trested a2 home,
Comfon care should be provided outside of the hospital setting,
Influenza patients eTher requine SUPECITIVE Care OF ventilator assistance.

Therefore, the plan was designed to provide a framework 1o fairly allocate scarce medical resources,

Under the Crisis Standards of Care Guideines, each faclity should evaluate their facility’s resource
avallabiity and, in consuitation with their Local and State Health Department, consider implementing
Critenia to restrict hospital admission. Use of a patient prioritization tool may be necessary to constrain
admission/transfer to critical care units,

e Patients arriving at the hospital, by private means or EMS, should first be triaged using a START,
SALT or JumpSTART triage systemn,

¢ Patients triaged as Black or Green should be placed in separate areas away from the main
treatment srea (either within the hoapitl or ancther location) for care,

e  Red and Yeliow patients should receive initial stabilzation,

e The Patent Prioritization Tool is to be used for patient pricritization. If the patient is suffering from
major burns, inclode the Burn Triage Decision Table in your decison-making,

o  Taking into consideration the resources immediately avaiabie (ORs, sergical equipment, surpecns
etc ), surgical patients should be re-triaged to determine priority for surgery.

o Patients determined 10 requine post-cperative ICU care should be trisged uiing the IPACSOPG and
included in the ICU priority of admission bst.

o TYaking into consideration the resources immedately avallable (ICU beds, staffing ventilators, etc )
patients requiring ICU care should be re-triaged, using the IPACSCPG, to determine pricrity for
admission to the ICU or other available beds,

e As stated in the Crisis Triage Officers section, the CTO peocess has theee components:

© Inclusion criteria; These criteria attempt 10 identify patients who require critical care for either
ventdator Of vasopressor support.

< A prioritization tool: The prioritzation tool & a multi-geinciple priority score that assigns prioeity
10 individual patients baded on their bkelhood of survival to hospital Sscharpe with critical cace

e B
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(e &, the saquential organ Talure assessment (SOFA) score) and presence of life-limiting
comorbidities, as typically used in the Pandemic Influenza plans,

o Criteria for withdrawal of critical care

Adult Triage Guidelines (over age 14)

ical Caen: Patients being considered for

. !
Awnd b ) o
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care should one of the following:

critical

1. Requirement for invasive ventilatory support
a Refractory hypoxemia (Sp02 <90% on non-rebreather mask or FIO2 >0.85) or Respiratory
acidosis (pH <7.2).
b, Cinical evidence of impending respirstory fallure.
<. Inabiiny to protect or maintain alrway.

2. Hypotension® with clinical evidence of shock**
2 Refractory 1o volume MesusOtation and requinng vasopressor of INOTrope Support that Cannot
be managed in 3 ward setting.
*Hypotension = Systolic BP <90 mm Mg or relative hypotension
**Clinkal Evidence of Shock = Altered level of conscousness, decreased urine output, or other evidence of
end-stage organ falure.

SpO2/FI02 ratio: SpO2 = Percent saturation of hemoglobin with cxygen as measured by a pulse cximeter
and expressed a5 % (e.g., 95%); FIO2 = Fraction of inspired oxygen, e.g. ambient air s 0.21 Example:
Sp0O2=95% and FIO2=0.21, the Sp02/F102 ratio Is cakculated as 95/0.21=452

The scoring system applies to all patients presenting with critical diness, not simply those with the disease
or disorders that arise from the public health emergency. For example, in the setting of a severe pandemic,
those patients with respratory fallure from Hinesses not caused by the pandemic finess will also be subject
10 the allocation framework

Exhical goal of the allocation framework: Consistant with accepted standards during public health
emergencies, the primary goal of the allocation framework is 1o maximize benefit to popefations of

patients, often expressed as doing the greatest pood for the greatest number.

This alocation framework is based prmmarily on two considerations: 1) saving the most Sves; and 2)
saving the most de-years, Patients who are more bkely 10 survive with intensive care are priontized over
patients who are less Bely 10 survive with intendive care. Patients who do not have serious comorbid
Hiness are given priority over those who have linesses that limit their Me expectancy. As sammarnized in
Table 1, the Sequential Organ Fadure Assessment (SOFA) score or another valdated peedictive tool
should be used 10 characterize patients’ prognosis for hospital survival. The presence of e limiting



comorbid conditions is used 1o charactenye patients” longer-term progaos.

For example, patients are assigned from 1 to 4 points according to the patient’'s total calculated SOFA
score (range 0-24). They are assigned points for the presence of comorbid conditions {2 points for major
Medmiting comorbidities, 4 points for severely ife-lmiting comorbidities (Table 2)). These points are
then added together to produce a total raw priorty score, which ranges from 1 to 8. Lower scores
indcate higher likelihood to benefit from critical care; priorty will be given to those with lower scores,

Table 1, Patient Prioritization Tool to Alocate Critical Care/Ventilators During a Public Health Emergency

Printiple Specification Point Syitem*
1 = & 3 4

Save the Progross for SOFA score SOFA score SOEA SOFA wore 2
mot bven ot term <6 (2§ score 911 12

warvival (SO0 A

wore*)
Save the Progrout for - Maor -~ Severely Mo
mot e- jorg-toers comorbid lemvting
yours warvrvad condmons condition;

|medal with death Mely

dssesirent of witslarsal within | yeur

Cormorted mgact on

CondEont) g term

vt

SSOF A Sequernal Ovgan Falure Assessment, which i ustd 34 30 example of how 30 WIegrate an ohjective measure of
acute sewerity of Bness,

** Perroos with the lowest cumulative s0ore would e given the highest priorty 10 receive machanical ventiation and
critical care wervices

Table 2. Examples of Major Comorbidities and Severely Life Limiting Comorbidities

Examples of Major comorbidities |aniociated Exarmples of Severely Life Limiting Comorbldities
| weh significantly decreased long term wrvivel) fasocied wthsurvival < 1yesr) |
o Nogerane Aliheimar’s dueace or relaced ¢ Severe Agheimer's Shueane or related
Sementiy Sementia

o Nalignancy weh a < 10 year expected o Natatatic cancer recesving only pallative
wrewal treasments

o New York Meart Association |NYHA) Cass o New York Meart Assocation INYHA) Oass v
Peart failure oot fadbyre

o Noderaely severe Cheona g dsease o Severe OWOoNK ung doease with FEV] < 25%
e g. COPD, IFF) predicted, TLC < 60% predicted, o baseline
End stage rend daease Pa02 < 55mm Hg
Severe, inoperatle multi-weniel CAD o Jerhosis with MELD scove 220

Other scoring considerations:

1_Pregnancy, Pregnant patients will be assigned a priceity score based on the same framework
used for non-pregnant patients. if 3 pregnant patient at or beyond usual standaeds for fetal viabiity,



the patient will be given & two-point reduction in her prioeity score (e 8., from » raw patient
prioeitization score of 510 3).

Mtomenwdhmhmummwmwkhethmm mmmaltmmm
directly supports the provision of acute care to others, should be given heightened priority. This can
be cperationalined by subtracting one point from the priority score of critical workers (e g, from »
raw patient prioritization score of 5 to 4). This category should be broadly construed to include
those individuals who play a critical role i the chain of treating patients and mamtaining societal
order, Impoctantly, it would net be appropriate to prioritize front-lme physicians and not prioritize
other front-line clinicians (e.g. paramedics, nurses and respiratory therapists) and other key
persconed (e.g., the maintenance staff that disinfects hospital rooms). Justifications for this
prioritization include saving public health responders 50 that they may help future patients, and to
promote the effectiveness of their work by signaling that certain protections are in place for the
risks these workers take during the public health emergency,

3. Categocical axchosion criteria: A central Seature of this allocation framework is that it avoids the
use of categorical exclusion crteria 10 indicate individuals who should not have access 10 critical
care services under any drcumstances dunng 2 public health emergency. Categorical exclusion may
be interpreted by the public to mean that some groups are “not worth saving.” leading to
perceptions of unfairmess. In a pubiic health emergency, public trust will be essential to ensure
compliance with restrictive measures. Thus, an allocation system should make clear that all
odividuals are “worth saving.” We strive to accomplish this by keeping all patients who would
receive mechanical ventilation during routine clinical circumatances olighle, and allowing the
awvalabikty of ventilators 1o determine how many eligible patients receive it, it should be noted that
there are some conditions that lead 10 immediate or near-immediate death despite aggressive
therapy such that during rostine chnical circumstances cinicians do not provide critical care services
(e . cardiac arrest unresponsive to approgriate ACLS, overwheiming traumatic injuries, massive
intracranial bleeds, intractable shock). During a pubic health emergency, diniclans should still make
clinical judgments about the appropristeness of critical care using the same criteria they use during
normal dinical practice.

It is accepted that this IPACSCPG Patient Pricvitization Tool is not perfect. It is hoped that it fosters
both dialogue and further research 1o develop and validate objective resource allocation tools in the
future. However, should a2 massive disaster occur today, the members of this committee believe
chindcans can be assured using this matrix, as it was developed and approved by knowledgeable
clmicans and ethicists with extensive experience in pubic health emergencies,

m.mmcsmmsmmwmemummmmmmz
each patient should be assigned 1o a color-coded triage prionty group, which should be noted clearly
on their chart/ENR (Table 3). This color-coded assignment of priority proups is designed 10 alfow
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triage officers 10 create operationally chear priority groups 10 receive critical care resources, For
example, individuals in the red group have the best chance to beneft from critical care imterventions
and should therefore receive peionty over all other grougs in the face of scarcity. The orange group
hat intermediate prceity and thould recenve critical care resources f there are available resources
after all patients in the red group have been allocated critical care resources. The yellow group has
lowest prionty and should receive critical care resources if there are available resources after all
patients in the red and orange groups hiave been allocated Critical Cace reiources.

1t Is important to note that all patients will be elgible to receive critical care beds and services regardiess
of their priority score. The availability of critical care resowrces will determine how many elgible patients
will receive critical care, Patients who are not able 1o receive critical care/ventilation will receive medical
care that includes intensive symptom management and psychosocial support, They should be reassessed
daily to determine If changes in resource avallability or thelr clinical status warrant provision of critical
care services, Whare availadle, speciaiist palliative care teams will be available for consultation, Where
palliative care specialsts are not avallable, the treating chnical teams should provide peimary palliative
care.

R0 et ients. In the event that there are ties’ in peionty
xmhm.nwmuamwwmkﬂmmhrdmbmmhmmmm
group, ide-cycle considerations should be used as the first tiebreaker, with peiority going to younger
patients. We recommend the following categories, which roughly correspond to major Ide stages
{age 12.40, age 41-60; age 61.75; older than age 75). The ethical justification for using the Mecydle
principle a3  Yebreaker is that it is » valuable goal to pive individdaals equil opportunity to pass
through the stages of Me—chidhood, young aduithood, middie age, and old age. The justification
for this principle does not rely on considerations of one’s intrinsic worth of social Wiy, Rather,
younger Individuals receive prionty because they have had the least opportunity to live through
Me's stages. There i a pracedent for incorporating Me-cycle considernations into pandemic planning,
The U.S. Department of Mealth and Muman Services” plan to allocate vaccines and antivirals during
an influen2a pandemic priontizes infants and children over adults. Empirical data suggest that, when
individuals are asked to consider stuations of absolute scarcity of Ife sustaining resources, most
belleve younger patients should be pricritized over older ones. Public engagement about allocation
of critical care resources during an emergency also supports the use of the lifecycle principle for
allocation decisions. The maral argument in favor of Ide-cydle-based aliocation i as follows: "It s
Always 3 misfortune 1o die . . . it is both 3 misfortune and a tragedy [for life] to be cut off
prematurely.”

i there are still thes after using the tiebreaker based on life cycle considerations, the riw SCore on
the patient priortization score should be used 33 2 tiebreaker, with priority going to the patient with
the lower raw score [e.g. 3 patient with a raw prioritization score of 1 should receive peionty over a
patient with » score of 3).

i there are still thes after these two tiebreakers are applied, 3 lottery {Le., random aflocation) should
Do Lied 1O Braak the ties.
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Table 3. Assigning Patients to Color-coded Priority Groups

VMJMOIMW 7Mmmmm

Prionity scoee 1.3

Highest priority

(reassess as needed)

Mospnal leadcn and triage off\(ers should make determinations twice dally, or more frequenw d
needed, about how manry priority proues will hiree access 10 critical care services, Thase
determinations should be based on real-bme knowledge of the degree of scarcity of the critical care
S0 ces, as well as niormation about the predicted volume of new Cases that will e prosenting for
care over the near-term [several days). For example, If there &s clear evidence that there &5 imminent
shortage of critical care resources (Le, few ventilators avafable and large numbers of new patients
dally), only patients in the highest priority group (Red group) should recelive the scarce critical care
resowrce. As scarcity subsides, more priority groups (e.g., first Orange group, then Yellow group)
should have access to critical care interventions,

The porposc of this section s to desaibe the process the tnue commztee should use to conduct
1EAsSLSSMEnts on patients who are recenving critical care services, i order Lo determine whether
he/she continues with the treatment.

£xhical gool of reassessments of patients who are recerving critical care services

The ethical justification for soch reassessment is that, in a puiic health emengency when there are
not enough crtical care resources for all, the goal of maximizing popudation outcomes would be
Jopardized f patients who were determined 1o be unkkely 10 survive were allowed indefinite use of
scarce critical care services, In addition, periodic reassessments lessen the chance that arbitrary



considerations, such as when an individusd develops critical diness, unduly affect patienty’ sccess 1o
treatment.

Apgroach 10 redssssEment
All patients who are allocated critical Cace services will be allowed a therapeutic trial of a duration 1o

be determined by the clinical characterstics of the disease. The decision about trial duration will
Eeally be made as early in the public Bealth emaengency as podsible, when data becomes avalable
about the natural history of the disease. The trial duration should be modfied as appropriate
subsequent data emernges which sugpests the trial duration should be longer or shorter,

The triage committee will CONdUCT penodic reassessments of patients receiving cntical
care/ventilation, These sssessments will iwolve re-cakculating SOFA scores, or other mortality
predictive tool used, and consulting with the treating dinical team regarding the patient’s clinical
trajectory. The assessoments will necessarily mvolve the exercise of clmical judgrment, Patients
showing improvement will continue with critical care/ventilation until the next assessment. if there
a0 patients in the queue for critical care senvices, then patents who upon reassessmant show
substantial clinical deterioration as evidenced by worsening SOFA scores or overall chnical judgment
should not receve ongoing critical care/ventiation. Although patients should generally be given the
full duration of a triad, if patients experience a precipitous decline or a highly morbid complication
which portends a very poor prognesis (e.g., refractory shock and DIC, massive stroke) the triage team
may make a decsion before the completion of the specified trial length that the patient is no longer
eligitie for critical care treatment

Patients who are no longer eligible for critical care treatment should receive medical care including

mensive symptom management and paychosocial support. Where available, specialist paliative care
teams will be available for consultation.
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Patient Prioritization Model
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Peduatric Trage Guidelows (Patients age 14 or younger)

Inclusion critenia for pediatric patients differ in important ways from the adult criteris and are listed below.
Although the content of the patient peiorization 1ood is dfferent from that for adults, the steps of the
prioritization process are the same as described above for adults. Below are noted several important

differences, incduding the content of the patient priceitization tool.

inclusion Criteria
Applies to all patients except those infants not yet discharged from the NICU.

Patients must have at least one of the following Inclusion Criteria

1. Requirement for invasive ventilsory support
& Refractory hypoxemis (Sp02 <90% on non-rebreather mask o IO >0 55)

b. Respiratory acidosis (pH <7.2).
¢. Clinical evidence of impending respiratory fallure.
d. Inabiity to protect or maintain alrway.

2. Mypotension® with clinical evidence of shock**
Refractory 10 volume resscitation and reguiring vasopressor or inotrope support that cannct be managed
" 2 ward setting.

*Hypotendion » Systolic BP: Patients age >10 » < 90 mm Hy: Patients ages 1 10 10 = < 70 « (2 x age in years);
Infants < 1 year old = <60; Relative hypotension

**Cinical Evidence of Shock « Altered level of CoOnSCOUINess, decreased urine oulput, or other evidence of
end-stage organ falure.,

Table 4. Patient Pricritization Tool to Allocate Critical Care/Ventilators During a Public Health Emergency

Printiple Spocfication Point System*
1 2 3 K
Save the Progrous for PMLOO-2 PELOO-2 PILO0-2 L0022
most bver ot term wore <12 worw 12-13 wore 14 wore k3
warvival (PELOD- 18
1 scere)
Save the Prognous for - Naor = Soverely Me-
ot Me- long-torrs comorbid lmiting
yoars warvrvad rondmont condhtions;
|medaal wih death bhely
assessvent of witstareal W | yedr
Cormorted EACt on
endBony org terrs
varvival

PELOD» Padianrk 109t ongan dyshunction
* Persons with the lowest cumuiative score wouls De given the highest pricrity 30 receive mechanical vemilation and crical
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Other Considerations

o Newborns with low survivabiity (< 20%) even after lengthy critical care stays (@.8. extrome pretenm
infants with very low birth weights] may undergo routine Neonatal Resuscitation Program (NRP);
however, in the event of scarcity of NICU beds, these newborns would mot be candidates for
continued aggressive resscitation and KU support, 10 include prolonged mtubation and ventiliator
support.

e The use of ECMO will be decided on an individual basis by the Crisis Triage Officer {with inpat from
the attending physician, and ECMO Medical Directors) Dased on prognodis, suspected duration of
LEMO run, and availability of personnel and other resources. Patients should have an estimated
survival of >70% with an estimated ECMO run of <7-10 days.

There & 8 relative paucity of empincal research on strategies to identdy, in real-time, pediatric patients
who are unlikely to benefit from ongoing ICU treatment, Therefore, use of serisl PELOD-2 scores for this
purpoie should be used with caution, The aseiuments will mecessarily imwolve the exercise of clincal
podgmant, Patients showing improvemaent will continue with critical care/ventilation until the next
assessment. i there are patients in the queue for critical care services, then patients who upon
reassessment show substantial clinical deterioration as evidenced by high and significantly worsening
PELOD-2 scores and overall clinical judgment should not receive ongoing critical care/ventilation. Although
patients should generally be given the full duration of a trial, if patients experience a precipitous decline or
2 highly morbed complcation which portends a very poor prognosis (e g, refractory shock and DiC, massive
intracerebesd bleed) the triage team may make & decivion before the completion of the specified tris
length that the patient i no longer eligible for critical cace treatmant, If possible such deciions should be
made in consultation with a pediatric critical care expert.
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TERMINATION OF CRISIS STANDARDS OF CARE



Termination of Crisls Standards of Care

As the severity of an eventt subsides, the scarcity of certain resources may be resolved at different tiones

{e g critical care beds may be avallable, but ventilators may remain scarce). Each Insttution should apply
the hospital triage plan based on the avadabiity (or lack thereof) of resources during dady assessments.
When resources are no longer scarce, termination of Crisis Standards of Care should occur, and the
Pecrsytvania Department of Health should be notified by the institution, Faciities should strive 1o return to
Contingency or Conventional standards of care as quickly a3 possible.
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COMMUNITY PARTNERS IN THE CRISIS STANDARDS OF CARE
GUIDELINES



Community Partners in the Crisis Standards of Care Guidelines:

Roles and Obligations

Every indwidual, institution, and business within the Commonweaith of Pennsytvania has a role in
supporting owr resiliency.

Pennsyivania Residents

Individuals must maximize thelr own preparedness to the best of their abiity and means. We need to let
Our residents kaow that our medical care system may be unable 10 take care of every need in & timely
fashion. People may need 1o take care of their own familes and neighbors 10 the best of their abiities.
Resdent preparedness canmot stop at just having a “72-howr kit®, but should include CERT (Ceizers
Emergency Responde Training) education and encugh first aid training that some individuals in the
commueity could care for mince mguries themselves, Individuals going to a hospital for treatment should be
prepared for extended want times and dffering levels of care from what they are used to receiving on &
normal day.

Communities

Community preparedness must include methods of ensuring care for wuinerable and special needs
populations. Some of the methods available for this include 211 referrals, Special Needs Registries
{ovaiable through local emergency management) and local church preparedness organizations.

Casaity Collection Points, such as fire stations, points of dapensing (PODS), or CERT Gathering Points,
need to be pre- determined and advertised beforehand so that communities and EMS agencies are familar
with their locations. Field triage can then be conducted there, and the patients allocated and transported
a5 appropriate, thereby reducing strain on overwhelmed EMS agencies and hospitals.

Ambulatoery Healthcare Services

Outpatent healthcare entities shoudd have pland Lo continge 1O see patients and thys reduce the demand
for care 81 hospitals, This should include private physicians, dlinics, urgent care centers and pharmacies,
£ach entty should take the opportunity to become better tramed In disaster life support methods and
determine what their role will be in a2 disaster situation and educate their personnel,

Making these decisions in advance is essential, as Mstory has shown that medical professionals without a
datingt plan and role 10 play are less elfective participants as they could Be. Just a5 homes should have 72-
hour kity, it is essential for ambulatory healthcare services 10 be prepared with education, additional
medical supplies and food and water support for ther employees.,

Pharmacies
As 2 community partner, pharmacies could take a significant patient load from hosptal emergency
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departments by being willing and able to work with patients who have 1032 or run out of prescriptions for
chronk conditicns. Act 8 of 2018, Emergency Prescription Refil Bill aliows:

o Pharmacists are peemitied 1o dispense up 10 30 days emergency supply with certain conditions,
such as drug 0ot available in 72-hour supply, not a controlled subatance, and essential 1o Maintain
Me.

Public Health and Government

Publc health emergency preparedness planning can foster efforts to eliminate scarcity through the
implementation of consistent and coordinated plans to share, stockpile, and estimate needed resources in
advance of 3 predictable publc health emergency scenario. Additional strategies may Include sharing
resources with other entities and possibly transferring patients to other settings that will have access to
Adequate resources.

PManners should anticipate, to the degree possidie, the types of healthcare needs and rescurce shortfalls
that will ocour and identify policy and operational adjustments that will be needed in response.

o Aszess regional and state surge capacity [beds, ventilators, etc.) to meet expected needs.

o Create procedures and policies for use of supplemental providers,

o [nsure policies are in place to test and manage deployment of nonhospital personne 51 both the
community and hospital levels.

e [nsure that 3 plan for managing volunteers is in place.

e Develop communication process so the community understands the raticnale bebind resource
Mocation policies.

e Stockpile supplies and equipment including penional protective egupment (PPE) (0.8, gloves,
masks).

o  Estimate increased need for medical equipment/supplies and develop strategy 10 acquire additional
equipment/supplies # needed. Consider asking for access to the Strategic National Stockpile (SNS).

e Develop healthcare risk communication messages, including critenia for seeking healthcare, such as
postponement of elective procedures or surgeries,

Hospitals

All hospitals and acute care faclities are reguired by law 10 have emergency preparedasss plans. These
plans currently detail medical surge, evacuation, isclation and othar plans specific to each facility’s Hazard
Vulnerability Assessment [HVA). Hospitals must consider the following as part of their catastrophic
planning:

Heospital Command Center — in addition to activation of the Mospital Incident Command System and
Emergency Operations Center for overall coordination of response activity, hospitals should consider
addtional tasks that will Mkely arise, including (but not limated to):

¢ Develop 3 well-trained group of case managers or discharge planners to assist in determining



patient movement and arranging those moves,

Activate a Family Support/Assistance Center Decause the hospital may find itselfl with multiple
unaccompanied/unidentified minors and or aduits unable to communicate.

o Identifying and reunifying these patients with loved ones
& Laison with the Red Cross in establishing missing person inks

o Coordinate assistance for families that may have been made homeless during a disaster, as
faenidies without a home to g0 t0 may use the hospital as a sheltering faciley

o Provide or refer 10 services to address emotional and logistical needs that families may face

Develop healthcare risk communication messages, incduding crtena for seeking healthcare, such as
postponement of elective procedures or surgeries. Mospital administration should work with the
facility’s Public Information Officer (PI0), The Hospital and Healthaystem Associstion of
Pennsybvania’s PO and local/state health department to create messagng.

Lach faclity must determime where patients recenving comfort care wit be housed and supported,
and should instrute a team 10 provide counseling and care cooedination as well as work with the
famibes of loved cnes who have been denied life-1ustaining trestment,

Plan to provide paychological and emotional peer suppart and expert consultation 1o medical stall
making triage decsions.

Develop facility access guidelines:

o Define essential and non-essential visitors and develop policies for restricting vistors during 3
pandemic or other crisls, and mechanisma for enforcing the policies.

o Plan to limit hospital entry to a few key entrances.
o Plan for increased security needs.

Personnel Issues - Institutions should incresse the “supply™ of human resources if possible, SERV-PA
i a registry for Pennsytvania’s medical and non-mnedical volunteers.

o For technical support, the SERV-PA sopport center can be reached at: 1-877-771-0911
Develop a plan 1o expand stalf capacity and meet stalfing needs.

o Granting privilepes to volunteer, Koeraed, independent practitionery,

o Documents required for granting tlempocary privieges.

o Reguirements for oversight of medical volunteers,

o Utikzation of memnbers of the Medical Reserve Corps (MRC) and/or DMATS.

o Confirmation of documentation/primary source werification,

Use of healthcare profession students.

o Prospectively training individuals whose normal rofes will be less urgently required during a
mass casualty or disaster event to work in areas of lkely shortfall,

Develop 3 plan 10 essure that the emvironment of each facility be as safe as possible by instituting
infection prevention and control measures as dictated by the drcumastances, by working with staff
10 create policies that promote stalf safety, aod by educating stall as 10 these protections and
policies in advance of an emergency.
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Staft safety Baging with s2all planning for their famiies, Facilities should work with their staff to
ensure that their families are prepared foe & prolonged public heath emergency, and ol staff
should be ssuited in developing famidy emergency plans,

Faciities should develop and implement policies 1o protect ther staff, For example, facilities
may stockpile personal protective equipment (PPE) and other infection control modalities, and
fit anvd train staf 1o use the equipment when performing aerosol generating procedures,
cardiopulmonary resuscitation, etc.

Faciities may also have a supply of antiviral medication for staff who have inadvertent exposure
to patients with latent or active disease, and staff showld understand the limitations of such
medications. Staff should understand the Skelihood and timeframe for securing vaccines,
antwirals and other therapeutics, their limitations, and the established priorities for thelr
administration.

Policies should be developed that address workplace absences during prolonged publc health
emergencies to care for sick family members, including leave policies and policies for payment
of salaries.

Facilities may consider providing care for both well and sick famiy members at the faclity or at
alternative care sites, and may plan for transportation, housing, and dietary issues that will
eMarpe as supporting infrastructures break down,

Faciities should encourage sick employees to stay home and implement procedures that enable
wel employees who are not physically needed at the faciity to work from home.

All employees should have advance knowledge of the options that will be available to them.

o Develop plans 10 support $1aff families 10 ensure ther willingness 1o come 1o work,
¢ Develop contingency plans for staff absences.

¢ Create procedures and policies for use of supplemental providers such as staffing agencies or
Medical Reserve Corps personnel,

e Ensure policies are in place 10 test and manage deployment of nonhaspital persannel at both the
community and hospital levels.
o Develop 3 plan for managing volunteers,

e Initiate discussions of aliocation of hospital resources. Hospital administrators should meet with the
hospital ethics committee early in the planning process to establish a hospital process for scarce
resource aliocation that is consistent with the guidelines in this document,

Teaining - Adcpting altered standards of care, even temporarily, will have a sigeificant mnpact on healthcare
defivery operations and therefore on the seeds of providers 10 traning and education o serve in those
circumstances. Hospitals should not assume that individual providers will know how to defiver
appropriate care In a mass casualty event, but rather should develop or identify training programs to
ensure a knowledgeable and systematic, coordinated response effort. Mospitals could even consder
nchuding requirements for physician disaster traming i the granting of privileges. A wide array of
preparedness training has been designed and is being defivered throughout the country. A beginning st of
the types of trainieng svadable includes but is not imited to the following:

o  General dsaster response, including an introduction to altered standards of care and how the move
to such standards may affect triage and treatment decisions as well as facility conditions.



e Legal and ethical basis for allocating scarce resources in a mass casualty event.

*  MHow to treat populations with special needs (e.g., children and elderly persons),

e How o recognize the signs and symetoms of specific hazards and a trend of similar types of signs
and symptoms.

*  Mow to trest specific conditions,

e How Lo recognize and manage the effect of stress on caregivers and thelr patients,

Specific training regarding triape and being responsible for allocation or denial of scarce resources must be
provided 10 ED physicians, intendivists and wrpeons who might have to serve a3 Crisis Triage Officer or a5
the Medical Subject Expert in the Hospital Incident Command Structure,

While all physicians should particpate in facility disaster response drifls and respond to actual incidents,
several physicans should be identified to 1 the Crisis Triage Officer role discussed previously, Mospitals
should also determine 3 chain of command within the hospital staff to determine who will participate in
the Incident Command structure and 10 prevent conflicts over who has medical command.

Supply Chain Issugs- Healthcare organzations and providers should take proactive sIeps L0 wie resources
carefully if demand is expected to surge and/or resource shortages are anticipated. “Just in time”™
restocking practices have led to diminished stockpiles of supplies and can lead 1o severe shortages of
medical supplies and pharmaceuticals, especially  community infrastructure Is compromised.

Pre-event planning for these types of shortages should include inplementation of a PACE plan for all
supples: Primary Supplier, Alternate Supplier, Contingency Supplier and Emergency Supplier.

o Stockpile supplies and equipment including PPE equipment (e.g., gloves, masks) in-house.

e Estimate increased need for medical equipment/iuppiies and develop strategy 10 acquire additional
equipment/suppiies if needed. Consult with local and state health departments about access to the
Strmegic Naticeal Ssockpie (SNS),

Ethics Policies - AR policies or criss standards should be applied fairly and justly and implermented
Incrementally according 10 the severity and duration of the event. Educational mitiatives such as Ssaster
drills and public and provider education should be included in planning.

Professional ethics for diniciang generally discourage or peohibit practice outside the wcope of one’s
expertise, Similarly, legal and ethical standards often prohi Liypersons from providing health services,
Howewver, during conditions of extreme scaccity of trained personnal, standards of competence may be
pastifiably kower than during normal conditions. For instance, employing a dinician who normally works in a
specialty to instead work in primary care, or providing community volunteers with focused training to
adménister vaccinations could expand capacty and alleviate some of the scarcity of personnel. When the
hospital can no longer meet the increased demand for patient care services using existing healthcare
practitioners, each hospital should determine 3 tiered staffing model appropnate for their facility,

Comfort Carg - Comfort care is defined as care that helps or soothes a person who is dying. The goal & to
prevent of relieve suffering as much as possible. Comfoet care resources should be provided condstently
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theoughout & public health emergency. Access 10 comfort care resources and services should be provided
10 all patients Aot receiving moce agpressive care based on allocation decisions, It is essential that each
hospital develop the capacity to provide comfort care in-house, 10 potentially sgnificant smbers of
patients.

Palliative care is defined 33 relieving suffering and mproving the guality of e for people of aevy age and at
a0y stape in & serious iliness, whether that iliness is curable, cheonic or ife threatening,

Mospice &5 a specific type of palliative care for people who lkely have s months or less to Sve. Hospice s
wmply & type of care that focuses on the current guality of e instead of continuing with treatments to

prolong ife.

The vast majority of hospice or comiort care in Pennsyivania is provided in 3 home healthcare model. On
any given day, home health and hospice providers are caring for 20,000-25,000 patients throughout the
state. During 2 pandemic, home health agencies may have to work with thewr peers and local long-term
care faciinties to divide the care of their patients into accessible areas. It is strongly recommended that
home health and hospice agencies work with the Regionsl Healthcare Coalitions, PA Department of Health
and Red Cross in the development of medical shelters where patients could Be congregated for care.

Many long-term care (LTC) facilities have the capabiity and training to handle comdont care patients. PMans
must be developed to identify which faclities are willing to take comfort care patients and how patients
will be transferred to those facilities. Many of these faclities have their own vans and can transport
patients comfortably. Hospitals should use the Pennsyhvania Heathcare Mutual Ald Agreement or develop
& working arcangement with the LTCs in ther immediate ares f necessary.
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EMTALA, HIPAA, AND 1135 WAIVERS



Emergency Medical Treatment and Labor Act (EMTALA) Factsheet

Reprinted with permission from the Assistant Secretary for Preparedness and Resporse [ASPR) Technical
Resources Assistance Center and information Exchange (TRACIE).
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What Strategies Can Hospitals Use to Manage Surpe and Comply with EMTALA?
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ASFR TRACK EMTALA ard Criastens
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Are there any EMTALA Provisions that Address Safety and Secwrity of Staft,
Patients, and Visitors in a Situation Where the Hospital s Potentially Unsafe?

2 et on whare the Ao i 5 potential the of amepency CReNtONs (0.4 80 ON-CaTEU oot
fre, o0, O Gthar ave st where the Mngvial i potentally campramaad), ED parsonsel 18 have » Sty
10 protect The baalh and sefuty of thair patioats, sl and visioes. ¥ an adovidunl presasts %0 the
¥Mecied ermargeacy depatrant, dewpte security or mefety maues, ENTALA st spoies and the patent
ot receive an ML %0 Cetarmnine 4 an DVC & present. They mest aho receive stabliong care sad for
b trancfemad 10 a0 appeaprane Loty 10 peovide Cate ar waaated . The NSE can Be adpvied to e
SOeC i DAttt and SUenari0, 8% appridrate I o lew eaforoement pervnetes & eabished 1hat
prevests paterts from cormmng onls the Carmpus of 03 the Sospral Thes EMTALA would sot apply
Parthar, £ there & an imwrad ate rak to peoviders 8ad the providers Seel they canact provide ae ML o
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Does EMTALA Apply ¥ a Shooting or Other Event Occurs Outside mvy Faciity?

Yeu EMTALA applies 10 avy inpured, Il or BBOTRG penon 40 THE Rotpial grounds, whah ingludes
Scaplalonred or operated parking sress. ndewalia aad other gonds As preveunly menticeed,
the Soene presents 30 Imrnedate safety risk to the peoviden, the provor of aa MSE and wmabdging
Lrentre st #ay hove 00 sl the artion! of o enforce ment 1o secure The safety of The shuation

Where Can | Find Examples of Previous EMTALA Walvers and iaformation on
Requesting » Walver?

The Sacretary of Mealth and Muman Servcet cae wiver ENTALA manctions woder secten 1115 o the
500 Sac ity Act. OV provides BAOration 08 regmiting a0 1135 aaivr, Wipomatan 1 pareie o
1155 maver, and relbted costest 0n s 1135 maver web page. ASPR Abs prowied soarpies of
PrOwiOu Wk 1 o mecficatian of reguremants cader wacson 11195 of the Social Senaty Az 08 thelr

welbnde

Who Can Asywer Questions About mvy Hospital's Emergency Operations Plam
and EMTALA Considerations?

Oueszions on [NTALA compliance snd violation thould be addmemad to your regcon!local TS O ce,

Additional Resources
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Canters for Medicare & Medicaid Services. 004). Lrmegacy Madca! Trmatmmat 5od Labor Act
Segarsmarty sngd i plnatcrs Relatad to Tock v Diase finch)

Conmeey for Magicare & Medicald Sarvioss. ROOB, [ mwrpeacy Madca! Tomatmmns 22 Labor At
[EM T Apgurerse sy and Cobrors fat Monpiial m 8 Ovaesler

Cenners for Medicare & Medhaaid Serwces. (nd ). Fubic Heath Eoepesty Declirton Qusitions and
Aorwiry. Accemsed 12/11/2017 )

Aran, S, ot ol 2008). Deester Pregendoess Logel toeuns Faced by Howatah 1 the Aol falrims
Ersronment, Avmocan Ter Assacation = ABA Meath « SOURCT

TRndwanty, J [DO0F). Toe Ernargency Medical Tonatment and Active Labor Act ENTALAY ‘What it m and
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Health Insurance Portability and Accountability Act (HIPAA) Factsheet

Reprnnted with permission from the Assistant Secretary for Preparedness and Response [ASPR) Technical

Resources Assistance Center and indormation Exchange (TRACIE)

HIPAA and Disasters: What Emergency

Professionals Need to Know

Virdated Smptembar 132007

Duaitons a0d svowgoviim Can s he o1 avytons with MIbe o 1o wai rg an8 e hix s
DadlIhCare wateom o the idvt Of 20 et Iy 1BOOLe Can Be Lapedly nunduted with
Patents, wor rad famly and Yendi bookng for v Kwed oret anvd we e O gan storn
1equeiling patest nAormason Knowing what oformation (an be relesied, 10 whom, wra

wndier what cecurmatance, i criscal for heakhcars faciisien In dhaster reporne. Thin guide n
dongred 10 srnvwar Soguently ihed Quatora f ngM By e releate of imdormaton sbout

patents foloweg an ncdent

NOTE. Thn putde dom NOT oeplace the adwce of your fachey

Privacy OMc o aody o logal coumiel who Lhould Be svvodved

planeing for indormeeton relesse priox 1o an ewentt, dowlopng Couwed ertion:
polcy bebare 5 daaater that guides 1L scsonn Buring & o Mok phores
Sraner 50 Gua g or eveev [eeCy when Cort egharng o Neslire tniringhonne
Sighonain o Mastthc e provden (e g

Thn pade dom adde o what imlormaton can e Sacionsd and
e what corummtances. Coversd sndten can Sachoes
reeded patemy’ protected heekth slsemation D wehout
o ndad petoraaton

& N 0acounary 1O Sedt the patient O & Serent patient or I
Bt A PRt WOnE D) T aat & AMecent pateat

o T o i haulih suthinmtty, 4 nloms babiom

o M the Srecton of & puble Seahh sahority, 42 » foregn
Sgency sthng o colsbor phon wih he pubie basth
rhormy

o Topomons st ik of contracting or apreadng & daese or
condnon M puthorged by othar law)

® WA Covtam progle beebved with patiend’s Cor ey
g rimlde A The parernt

8 W There o imwvirerd e el b pobde heath salery

Whiat it HIPAA and the Privecy Rele !

The Health asranc s Portabeiny and ACCoumtahliny AT (MIPAA)
o 1996 and & vplemmrting (eplatams, the MIPAN Pyivedy.
Y by aved e h NS slaw Bde prsted 1he vy and
SOty of gatieniiy’ PoL Bat i Balan ol B0 vy TR
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ppropt e unes and daciosure of the ndormmetion muay vl be mede shen necewsary to et
& PADENE, 1O PASteCt The N0’ pubhe heaith, and foe other Crucal purposes.

Does MIPAA Apply to Me or My Organization?

The MPAA Pyremty Rude appiies 10 dad bosw s madie by evployess, vobunteens, and (fhet
memders of & covered et y's g e auatiate’s aoidonis Coverad enties are heakh
plarn, healt heare cloatinghounem. and thane hashhoare providen Bat conduct one o mare
COovey 00 NealNir @ U arvbat Lo, eha Tromad oy, st h ad 1 ara sttt Realihar e clrst 10 8
hearn plan

DS rts JIS00RNts Do e aly INhude e 40 OF entimes [0ther Than mesders of The wortfovce
of & corveved sntinyg) that perform fun thons of activities on beball of, or provide Cartan warvces
50, & coverad envily That inwvoie Creating, receiing, mamiarng, of ranmumitting Ml Buniness
O es aho et hade et Ot actors Tt (reate, redeive, Marvian, of tranunit Pl on beball
ol anothey bunnewn s wte

HPAA does not apedy 10 Siions &3 trsle by Sane who pre 20d (ovesed eotiies (v bapineyy
AOCLES (3ENoGgh Lach Paraont o satites are free 20 follow Te standa &: on 3 voluntary
Bawn i deve od)

When Can PHI Be Shared?
Patiot hoalth rdormation, or PR Can be Vet ed wurder e following Croumilancem:

Trestrment. Under She MPAA Privacy Sule, covmed satiten may dacioss, without & petient’s
suthoe cation, PHI about the iIndesdusd in necmsary 10 Bosl e pationt o 1o rest & SMiererdt
PAVL Tieatrreent mciudes The (OO rabon of masagersani] of Sealhia ¢ anvd related
services bry onw o more healthcar e providen and ofhers, conuitation Betmemn providens,
provdng foliow wp rdormation % an Ndal provider, and the refesral of pabierts 4o¢ Sreatrrent

Public Health Activities. The MPAA Privacy Bule recognaes Do legnumate need for pubic
hoakhs author it and others responuble for evnwing publc heatth and sefety 10 have scoms
50 PHITAGE i S essary B0 Loty Owt Thaw pabi health session. Thevefare, the MIPAA Privacy
Rude pormamy covered entties 10 daciose needed Pl without Indiadual authoraaton:
o To s pubbhc health suthority that & suthorized by lew 10 collect o receve such
informution for the purpose of preventing or cootroting dneewe, ingury or dasbity, or
B0 3 PAISON OF £y ACUNE WNBer 3 Dark of Sthonty om OF UNEer COMIACT Wi Sech
peblc hoalth agency, This coudd inchude, for sxample She reportng of dasus o ingery;
reporing wial everds, such s birtha or dodtihvd, and conduciing publc health
ol verllance. ares s, Of ¥ ventiirn.

®  An the direction af & public health suthoring, 30 & So0 g powssnenen agency that b
acting i collabaod athon with the peble health suthorioy.
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¢ Topersans ot risk of contractng of spreading 3 duenme o condiaon if other law, sech
viate low, suthoriom e covred mtity 10 nobily wch periom  necmaery L0 prevendt

ot corired the sor ead of he danine or otherwae o
CHTY OO Pung hedlih int ey vevitaons of
iovevtgationn

Oinclosures to Farndy, Frands, and Others bvedved 0 an
Individhaal s Care and for Notification. A covered ety
g shae e P i o patient s farrely mermders, rolative,
Noarvds, OF RNt petsins ilertifad by e patnt as
rwolved in the patient’s care. A covered sttty may sho
share nvbor rration sbout o oatient in Heceieny 10 henify,
ocate, and noty favely memibers, Pudi Gars. of Mty
o renpomuible for the patient's care, of the patiert™s
location, penedsl condiion, o death. This may inciude ~o
necewsary to ronly farmdy rerndiers and othery —the
police, the prems, or the puble ot large.

o The covered enity thould get verbal permesion
from mdradud’s or ctherame be able 1o reasonably
eder That 1he patient dows not ol jxt, when
potabie; if the ndradusl i incapactated o not
wvetable, covered ertite may thare whocmation
for thewe purposes i, in thewr professional
pdgment, downg 20 & In the patent’s bet intersnt.

® I addton, & covered endily mury thare PHE with
dadiler tebef Otgardiations sech o the Amerian
Red Crons, which are avthored By lew o by thew
Charters 10 sunt i daanter salel offorty, for the
purpirie of oM Enatng the notfation of farrdy
ronriers o othet persons wreobved € the patient’s
care, of the patient’s focation, peneral condition, o
death 11 s urentessary 10 Ohlain & patient’s

Coverad snttion can dockne
needed PH wehout ndamdual
watlaw catemn

* M receviary %o treat the
petiert tx 8 Afeterdd pationt

o Y02 pubbe health suthorny
NoiTed by Qw10 ot
or tecetwe wch indormation

* At the direction of & public
erudth wathor iy, 10 & for enpn
ey g

(e acTng Of spreadng
Mum. ‘

P rnasion 10 thars the dormation in this wneation if downg 10 would mterfere with the

organization’s abdtty 1o retpond 10 The amergency.

Bveviraent Danger, MedTICare prOMIers May Shale patient o maton with afyose %
neceIsary 10 prevent or lewsen & werioun and inninent threst (0 the health and safety of »
porson o e pubi ~ consstent with spabcablde Mw [Mach as s siateten, repdations, o

cane law) and the provider’s stands é of sthical condect

Ounclosures to the Media or Others Mot involved In the Care of the Patiert/Notification. Upon
requet Lo Informaton abost & partculer patient By name. a hospital or othes heathcare

™ot



faciiny may releae imapied feckty drecions piotmation 10 scknowledge an ndidusl n &
PRt At the oty and provade Baset I OrMaten about the patent’s CONGUOn m gener o
e [eg, ortical o wiable, deceasad, or Bieated and releatad) @ the patient hat Aot sbyected
80 o rentricted the refesse of such dormation or, ¥ the petient s iIncapacitated, o the
dncionst e s beburved 10 he o the Best nterent of the patient and 5 COrastent wVIh arry prse
wpressad preferences of the patent Reference 45 CFR 164510020 In geoeral, sscepn inthe
Nrrited cecermetances dewcriBed chewhere, affirmative regorting 10 the pubiic or medie of
SPrC S A atnen ShOu Tredtment of an sentifable patent. soch ot 4pad i Tests, Dest
Pty o Getadl of 3 pasent’s Eness, My 001 b Gong WERGWE the patient’s writien
suthorication (or the written suthorizstion of a penional repreaentative who o lngally
wathor od %0 mahe Aewlhcare detniom for The paliers)

Comeral or agyegate ndormation i muns cnusity everts Siat does not ideraly an indiideal or
merts 1he requirernants of the FIPAA Privacy Role’s d¢ Idertification provisions b ot
comiderad PO [pg, X remier of covaaition were receiond bry the Aonpital with the following

types of ingurinn).

Mindmarn Necotsary. For mont Sackousrss, 3 Covered sntity muat make ceatonable offorts 2o
et the information dacioned 10 that which it Bhe “minimum neceomary”™ 80 sccompliah the
purpore (Mrsrsurn nocessary teguieerents do nol spply 1o dind o s 10 hewlth care
providers for treatrment purpowes ) Coversd entiies muy rely on repe scentations from 3 pubic
heakh suthority o other public offoul that the 1egumbted information i the mnemum
novewsary for the purpone.

Note: The daciowen inted sbove are at the dactetion of the covered entity and are pot
Logue od Sncknures under the Rule. Sorme of These dicinures sy be tegured by other

federal state or ool Lews [l euargle, mandatony teparting of postive e tunns dneaie tea
rewsta)

Does the HIPAA Privecy Rule Permit Disclosure to Public Officlals Responding to
& Bioterrorkies Theest or other Public Health Emergency?

Yei The HIPAA Prrvacy Mule recognites that vancouws agendiet and pebic ofoals will need M
50 deal effiocnurly with o Baoteriornm theeat or evvmr grocy e pobda heath theest does n
Rawe 0 reach » declared smergency status. ¥ information ik needed by 2 govwr nenent agency to
protect the haelth of the pubie (e g 8 foodborne outbresh ), the agency may reguent and
FOUEVE S0 OPe Chni al atud Ctfved I EOrmatan abaont The patunt’s dieine, (ot e, ared
FRLPITEE tO tresnment. TO 1acBTate The COMMURKItIONS that are susennal 55 & uick and
Mol tive revponse 10 uch events, the HIPAA Privecy Mude petrams Covered ool ties 10 dndione
needed ormanon 10 sl Sowls i 3 variety of wans. Further, of The covered ety Nt
obhgations 10 Tepart Set reuslts and other nformaton to puble health agencies by itatune,
rule, Of Ordhnarce, the HIPAR Privecy Mue gonerally permits Bhese daciomres
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Covered srtition mury dackone PHL withoot the indovideal s suthoraation, 10 # publc bealth
SHNOIRY UAE 3 AUTNONEST by Wow 0 rEA00nSe 10 2 Doty s 0rion Th el o pubind healh
emeigency [refecence &5 (0N TRASLIN, public healh activities ). The HPAA Privacy Rude alvo
permits & covered ertity bo daciowe PHI to pubiic oMol who are ressonebly sbie %0 prevent o
lesaen & sotions anvd srwrieend Theeat 00 polble health o salety refated 1o boterror e
reforonce 45 CFR LA SIN 50 avart & serous theast 1o health or safety). W addition,
dincicoare of P, without e Indhviduals sthorization, i permitted where the crourmtance
Of tha evvvty peacy avgicates Lrw enforcenmanyt aothiies [reference &5 CF8 164 510010 netone!
secwrity and Inteligence actvities |reference 45 CFR 364 S100N 21 o ikl ang
sdrainateative proceedings (refecence &5 COIR 164 51240}

Is the HIPAA Privacy Rule “Waived” or “Suspended™ During an Emergeacy?

The MPAA Privaty Rude it not sunpended during 4 pubthe health o other emerency; however,
unher Cortain Condmon the Secretary of e US. Department of Health and Muamas Services
My waler Cartain peovisons of the MIPAA Privacy Rude wection 11V50 N7 of the Sacial Securny
Act, # such 2 watver & deemed neteisary for the pariosier mcidert when the Secretary
decianes & pubduc healh ervavgency arsd The Pressdent deciarnes an evner genty of Saailer under
e Seatord Act o National Trnevpencies Act For mare information, access s the HIDAA
Privecy Pde unpanded dormg a notona ot public hasth erem gercy ¥ Accous Murt e ane res
ol HPPA Bletn Livited Watwrs o HIPAN Sars thown arnd Peviaties, Duting ¢ Denlp v
Fomprgrrn p for an esamp e of Row 1WNBONS and peralies could be waived In 3 declared
meTpETKy

Does the HIPAA Privecy Rule Permit Disciosure to Law Eaforcement?

A HPAA covred mifty may dnckone PHI 10 b erdorcoment with the mdrdduss sgned MIPAA
SAv Raton. A (owerd e enlity mray S bione G erhory e mataon & reeyined dbove T luw
solorcerrent upon 1egunt. Further dncionwr e o lew solorcement for purpose of re-
undhcaton and farndy NOtACAton are perrmitied it dacutsed above.

A HPAA cowoed sty 3o may Snciose PIE 5 lew ealorcement without Bhe indaadualy
signed HIPAA suthot i ation i cerlan nodents, indudog
o 10 report 10 # brw evvdor coment officisd remnonably sble 10 prevent of lsen 4 reronn
and imeninvent O vat 30 e health or safety of an ndhadusd o the publc
o To report PHE Tt the Cover ed entity in pood Sth Bebeves 10 be evidenie of & tere
that occcorred on the preraiies of $he covered entiy,
o To alett law enforcerment 50 the death of the ndividual, when there 5 2 sesgeoan thet
death resdted from cravenal conduct
*  Whan responding to an offwite madical smergency, 85 recesiary 50 slert lnw
oot Lemmend abont Crmwnid o Trety
& To report PH 10 L endorcoment whan requieed By Lw 50 39 50 (sech 2 reponming
panshots or s woundy)
o To comply with 3 court 0oder of COuT-Orderad i ant, & BSOS OF Vammmons issed

s IRACIE
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By & Pt isd OMCat, OF a0 SRS STve tegues! Fore & Lvw endod coment ST (Tthe
adrvinats ative tegeey] ranl wciude o writien slatement Thal Bhe eformaton reguesied
i reflevart and muterial, 1pecific and limited in 1ope, and de-identified information
Cannot be wned)

*  Tormpond Lo 8 requent for PV for pucpones of identfying O locating & wapect,
fugmae, material wittess of miLsing person, But the wfosmaton dacbousd munt be
aed U0 Conam Dikel demegr dphnt 308 Nealh Il orrmatan abxint the penon.

o Tormpond 10 & requent for PR sbout an adult wotim of 2 crime whien the victin agren
(o0 i bmtad orcuvatances £ e indandual a unadle 1o agree) (hdg abute or seglect
My bt reparied, withoull & Dot entl's agr eernenl 10 any lrw anlorcerment officie
suthorized by law 40 recenwe such reports

Mow Does the MIPAA Privacy Rule Agply to Discloswres Inwvoiving Foreign
Nationals?

Coroes ol entitoes roay dovcione PRl Tor of persons, regariien of sationalty, sctor feng 1o the
dackonur et fnted n the Privaecy Sule and dacusaed sbowe. Daclows ¢ of PHI Lo embanies,
cornulaten of other third parties, sach i the Armerican or Internetonsd Sed Crons scting n e
Cap oy 30 R Aot (R 41hrs O 10DIN WOn FOBonwing a0 emver Lersy, & [rer redled usdey
the sxnting dncionur e of the MIPAA Privacy Rule, s referenced above.

For More information

®  IBetur HPAA PYramcy i T pevey Stastions

®  Can hadtha svw wdormation e Darmd ' & wewsie dnaam )

o Maukh mformanen Niusty — I HPAA Pricecy Bude Sanpended g « Natlonad o»
Mubybe Meakth Lreerpency !

®  NHoadh st soce Poctelality snd Accoumtaloity Aot [HIPAA] Privecy Rdw: A Guadse for
Law [ whott eewern

e HIFAA Mrvacy Multe Dociinur o for Ermergency Mrepatednes = A Dectrbon Tl

o Maticane Kalrme Baletn HPAA Provaly anel Dincbosan v i Ermmr ponscy STuationn

o coeporaing Active Shooter Incidert Masrung into Healh Care Faclity [ gercy
Optrarons Fun. Appeadin A nformation Shaceng, (Page 19 of 13)

®  When dows the Prevacy Rade slow covm od sviiies 10 Sacione PHE s lew snlfond evmmndt
ofMfcian?

o  NHPAA Pokoy Brigt

For o e nd ormason on HIP AL and Publc Mealth

htty /S aww Nea gavfoo ‘privacy hipes fendentanding/ g ecul/ pubicheath ndes il
Fot o e information on HIP AL wnd Emver gerey Preper edeesy and Renporae

itp ) avww A govafont ot ress y Yepaa furdentanding /g ool erres genv v \nde s tend
Caneral miormmation on undentanding the MIPAA Privecy Mule may be found st

N S arww N o0t iy Yeipaa Sand et itanding indes Ml
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Requesting an 1135 Waiver
PRERIQUISITES FOR A STCTION 1135 WAIVIR

There are & requrements that sust Be met before a hodpital can 4oek & waiver under Section 1135 of the Social
Secunty Act:

L. the Presidont hir declared an emerngency or Ssaster usder the Stalford Act of the Natiosal Emerpences Act,

2. the Secretary of MHS has declared » Publc Mealth Emergency (PHE) under Section 519 of the Public Health Service

Act,

3. the Secretary of S has invoked his authority under Section 13155 of the Socksl Security Act and authoriped CMS
0O Wive SaNCUIONS 1or certain EMTALA viclations that arise a5 2 resull of the Crcumstances of the emergency, and

4

the hospital in the affected area his mplemernted fs howpital dasiter protocol
WAIVERS AVAIMLABLE UNDER SECTION 1135

When the President declares » major d@saster Or an emerpency and the HHS Secretary declares & pubiic health
emergency, the Secretary & authorined to take Certan aCHONS in 20STON 10 NS regular authories. The Secretary has
the authority to walve or medify certain federal laws. [xamples of these 1135 walvers or madifications include:

o (ondmons of participation o centification under Medcare, Medicad, and State Children's Health surance
Program |SCH#®)

*  Preapproval requirements under Medicare, Medcaid, and State Children's Mealth insurance Program (SCHP)

o State lcenses for physicians and other healthcare grofessionals (this waiver is for purposes of Medicare,
Medicaid, and SCHIP reimbursement only ~ the state determines whether 3 non-Federal provder s
authoriped %0 provide services in the state without state Scensure)

o Emergency Medical Teeatment and Labor Act (EMTALA] sanctions for redrection of an individuad to snother
OCATION 10 receive 3 medical SCreening ExAMMation Pursuant 10 3 Mate emergency preparedness plan or
transfer of an iIndivideal who has not been stabitzed If the transfer arises out of emergency crcumstances. A
waretr of EMTALA requirements o efMectve coly if actions under the waier do not dacriminate on the Bais
of 2 patient’s source Of payment o abiiny 10 pay.

*  Stark self-referral sanctions

¢ Performance deadines and tmetables may be adusted (bat not walved)

o Limitations om payment 1o permit Medicare»Choice enroliees 10 wie out of network providers in an emerpency
ytuation

* In addition, the Secretary may walve Health Imurance Portability and Accountabiity Act (MIPAA) sanctions

and penalties relating 10 the followng.

Ohtaining 3 patient’s consent to speak with family members or friends

Honoring a patient’s request 10 opt out of the faclity drectory

Distribnting a note of privacy practces

Honoring the patient’s Nght 1o request privacy restrictions or confidentia! communications

The waiver of HPPA recuirements & effective only If AchOm under the wiiver do nat dacriminate cn the basis of &
patient’s source of payment or abiity 10 pary.

These walvers under section 1155 of the Sockal Security Act typically ends with the termination of the emerpency
period, or 60 days from the date the walver o MOANHCAtON i first published uniess the Secretary of HHS extends the
watver by notice for additionald periods of up to 60 days. Watvers for EMTALA (for emergencies that do not inwoive 2
pandemic diwate) and HIPAA requirements are limited 1o & 72-hour period beginning upon implementation of &
hospital dsadter protocol Waiver of EMTALA requrements for emengencies that iswvolve a pandemic diseade last untl
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the termination of the pandemic related emergency. The waiver for lcensure appiies only to Federal reguirements
and does not automatically apply 10 State requrements for hcemsure or condtions of participation,

PROCEDURE FOR OBTAINING A SECTION 1135 WANER

Currently there are no formad procedures for obtainng a Section 1355 walver, During a disaster or emergency
situation, CMS and PADOH will be montoring the Siluation 10 determine when HHS should be comacted. if 2
hospital has a prodlem potentially worthy of a Section 1135 walver, it should contact PADOHN and provide the
refevant information. PADOM will thes pass this information along 10 CMS who would then decide whether to
recommend & waver 1o the HHS Secretary.

In the absence of 3 PA walver specifc procedure, it &5 suggested the following process thould be implemented by
alfected hospital(s):

Collection of information descrided below 10 those above 10 faclitate timely and successtul submission and

wproval,

Notification of HAP regicnal Manager for Emergency Preparedaess for assistance with tha proceds and

rotfications of regonal and state peeparedness agenties via the "PA Unmet Needs”™ process. [HAP Reglonal

Manager Contact information attached) \

Submistion of request with information descnbed below Lo the OMS Regional Ofice (Northeat Comortium):

ROPHIDSC@cms hhs gov

As well 33 the PA Department of Health Licensere and Regulstory Division through normal channels.

Wormation needed to Request an 1135 Waiver

The PA. Dept. of Health (PADON) wil need the following basic questions for any imgacied provider seeking a

potential 1135 waver 2o provide 10 OMS:

o Provider Name/Type

o Full Address (inciuding county/citytown/state) CON (Medicare provider numbes)

o Contact person and his or her contact information for follow-up guestions should the Regon need
addtional clarification

o Brief summary of why the warver & needed, For example: CAM & sole community provider without
reasonable transfer options at this point during the specfed emergent event (e.g. fooding,
tomado, fires, or flu cutbreak). CAN needs 2 walver 10 excoed its bed mit by X number of beds for
Y days/weeks (be specific).

o Consideration - Type of rebef you are secking or regulatory requirements or regulatory reference
that the requestor is seeking to be waived.

o There is no specific form o format that is required to submi the information butt @ s helpful to
dearly state the scope of the Hsue and the impact,

i & waiver is being requested, the isformation should be submitted directly from the impacted provider to the
appropoate Regional Office malbox with  copy 1o the PADOH 10 make sute the waiver request does not
confict with any State requirements and all concerns are addredsed tmaly.

Email Addresses for CMS Regional Office (Northeast Consortium )
ROFPHIDSC&@oms. hhs gov
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Appendix A: Mutual Aid Agreement

The following pages include 3 copy of the Hospital & Mealthaystem Association of Pennsylvanis Healthcare
Mutual Add Agreement, which wirs ariginally developed and implemented in 2006, The purpose of the
documaent i to faciitate the abdity of hospitals and healthcare facilities and agencies throughout the state
10 share personnel, equipment, supplies and pharmaceuticals a5 well as accepting patient transfers during
a disaster stuation. The agreement detads definitions, implementation methods, indemnification,
Amitations, and reimbursement procedures. No participating hosprtal, healthcare faciity and agency shall
be required to provide assistance unless it determines that it has sufficient resources to do so.

The following document i an example of the Pennsylvania Healthcare Mutual Asd Agreement corrently in
e Signed copies from each hospatal, healthcare faciity and agency are maintained by the Hospitsl &
Healthsystem Association of Pennsylvania, This decument will be reviewed and re-issued avery three years
unless drcumstances dictate otherwise.
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Pennsylvania Regional Health Care Coalition
Mutual Aid Agreement
Introduction and Background

This Mutual Aid Agreement ("MAA" or “Agreement”) is entered nlo by and
between the undersigned Pannsyivania or neighboring healthcare
The parses milend by this MAA 10 establsh a mutually benehicial partnership.

AS in other parts of the nation, the Commonwealth of Pennsylvarsa and its
regions are susceptibie 10 “emergencies” or “deasters”, bothnannlanomm
made that could excead the resources of any indnidual heamhcare

An emergancy Could result from a sngle incident or a savies of incidents
generating an overwheliming number of patients, from patients whose specialized
medical requirements exceed the resources of the impacted healthcare
organizabon (@.g.. hazardous malerials inpunes, puimonary, trauma surgery,
elc.), or from InCidents such as bulidng or physical plant problems resulting in
the need for partal or complete healthcare organization evacuason.

agreements (MAA) that are based upon regional response and communication
plans. Marry of these actwities have been conducied in 8 manner that crosses
geo-poltical boundares and encompass the continuum of healthcare delvery

01ganizatons.

This document establshes a regional level mutual ad agreement that extends
Across corporale, county, regonal and state geo-poltical boundanes as wol as
across the continuum of healthcare delvery from acute care and long term care
10 home care and ambuiatory care organzatons,

The signatocies 1o this document commit that they will use their best eforts 1o
colisborate 10 meet the operational and patient care challenges that may arse in
connection with such emergencies regardiass of the cause or evenl. Whie the
MAA wil be exacuted and adminisiered al the regional coalition level, the insent
5 1or any organization that s party 10 the agreement 10 seek andor provide
ASSEANce durng emergencies 10 any other ssgnatory to this MAA regardiess of
geopolitical boundarnes.

This Agreement establishes provisions under which each healthcare organization
will endeavor to transier or receive patients in the event of a partial or total
heakhcare faclity evacuation in an emergency situation. The evacuation of any
of the panticipating healthcare organizabons woulkd occur only in extreme
emergencies which would render a partiopating healthcare facilty, or a portion of
a parscipating bealthcare faciity, unusable for patient care.



a) Assisting Facility: A faclity / healthcare organization which provides ald
such as supples, equipment and perscnnel 1o another facility under the
lerms of this Agreement.

b) Evacuation: The process of moving patents from a healthcare facilty or
organization due 10 an emargency that threatens the e, safely or heath
of patients and/or the ability of the Sending Faclity 10 provide health care
senvices,

¢) Emergency Healthcare Support Zone (EHSZ): A regonal sub-structure
that aids in the planning and coordination of medical faciises and
resources for mass casualty incidents or large-scale emergencas
requinng the involvement of more than one hospital or medical faciity
within a community or region.

d) Emergency: (Histoncaly relerred %0 as "Emergency or Disaster”). Any
event or situation resulting in a challenge or dsruption of noemal
healthcare care services at a facilty or multiple faciities across the region
or slate. Arty event prompling faclity(s) 10 actvate their Emergency
Management process and’ or Emergency Operations Plan. These events
may, for example, nclude a surge of parsons presensng foe care, a
disruption of uliities or community sanices impacting normal faclity
opearations; an intemal sstuation disrupting normal operations of
cccupancy; and an extemal or emvironmental stuation impactng sale
access or egress from a faciity, This may (or not) Include a formal
Declaration of Emergency from Local, State or Federal government.

e} HAP: The Mospital and Healthsystem Assoclation of Pennsylvania
Health Care Coalition: A multi -institutional regional organization
recogrized by the Pennsylvania Department of Health as the core regional
healthcare préparedness entity. Membership is open %0 Hospitals, EMS
agencies, long-term and post-acule care lacilties as well as specialy
cemers (i.e. dialysis units.)

1) Knowledge Center: A web basad information sharng and emergency
managemant program purchased by the PADOH for use by PA healthcare
coalition members.

g) Participating Healthcare Organization: A hospital, heathcare system or
healthcare organization that has agreed %0 provide mutual aid under the
terms of this Agreement.

h) Requesting Facility: A healthcare facilty which has requested akd such
as supplies, equipment and personnel under the terms of this Agreement.

() Transferring Facility: A healthcare lacdity transferring patiert(s) 10 a
Receiving faclity during an Emergency such as an evacualion.

Acronyms

a) EMTALA: Emergency Medical Treatment and Active Labor Act

b) HIPAA: Health Insurance Portabilty and Accountabilty Act

¢) EHSZ: Emergency Heathcare Support Zone

d) ASPR: The Assistant Secretary for Preparedness and Response of the
US Department of Health and Human Services (HHS)



e) HPP: The Hosptal Preparedness Program a congressionally funded
mﬂH&MbmwmnW

f) HAP The Hospital and Healthsystern Association of Penrsylvania

g} TJC: The Joint Commission

h) EOP: Emergency Operations Plan

1) HVA: Hazard Vulnerabilty Assassment

) ICS: Incigent Command System (The establshed organizational struciure
and approach 0 incident management. )

k) NIMS: National Incident Management System- A US Homeland Security
mandated approach to Incident Management bult on the ICS (above)

I} KC: Knowiedge Center- A web based information shanng and emergency
management program (See above).

m) PADOHM: The Pennsylvania Department of Health

n} MAA: Mutual Aid Agreement

WHEREAS, the haalth care provider community has had a long standing wradition
of helping providers, clizens, and others dunng times of crisis, nommally without
foemal witten agreements, hospital and healthcare providers nonetheless
recognize the importance of now formalizing this MAA 10:
(a) Ensure that underlying principles are stated and agreed upon;

(b) Ensure that the agreement will continue even # personnel

or other institubonal processes change; and

(¢) Provide documentation for accreditation agencies, standards

organizations, and the community at-large regarding the health

care community’s high level of commitment regardng emergency

preparednass,

(0) Ensure a coorginated emergancy response plan is in place to

address emergencies and incigents,

WHEREAS, this Agreement represents the commitment of the undersigned that
n the event of an emesgency, the healthcare needs of the community witl be best
met i the undersigned healthcare organizations use their best efforts to
cooperate with each other and coordinale their response efforts.

WHEREAS, the goal of this document is establish that the undersigned will use
ther best efforts 10 mutually work together 10 assst each other conssient with

ther ablities 10 do 50 during an Emergency.

WHEREAS, This Agreement is designed 1o promote safely, and responsibilty as
well as 10 establish peinciples for mulual assisiance 10 be rendered by, 10, and
among the particpating health care facilties, health care organizatons and other
providers in the preparation for, response 10, and recovery from any Emergency
(Celined above) that results i a stale of emergency as determined by a Facilty's
Incident Commander, or that is formally deciared by a local governmental unit,
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the Commonwealth, or the federal government. The members of the health care
provider communitty who agree 10 the terms of this Agreement commit 1o Serve

thesr communtes in the most etficsent and etfective manner possible. as set forth
n this Agreement.

WHEREAS, the undersigned desire to set forth the basic tenants of a relationship
1o establish and maintain a cooperative and coordnaled regicnal response plan
n the evert of an Emergency.

Now, THEREFORE. n order 10 provide lor continuity of care for patients n
emergencies as defined, the healthcare organizations within the regon, and
AGoIneNg regions as needed, haraby mutually agree as folows:

Article |
Ongolng Preparation Activities - Absent an Emergency

The undersigned healthcare organizations wil:

1.1.1 Identfy a primary point-of -contact and secondary individuals for
cComMUNICAton purposes. These individuals will be responsible for the
distribution of information within their healhcare ceganization. The
organzaton wil provide the Designate HAP Rapresentative timely
updates upon any change of these ponts of contacts, as well as upon
request,

1.1.2 Wil assure appropriate personnel are trained and competent in the
use of Knowledge Center (KC) 1o provide timely response for informasion
and coordnation during emergencies. One of the registered KC users wil
be assigned responsibility 10 maintain accurale faciity contact and profile
information (as noted in 1.1.1).

1.1.3 Assure that a representative of the facilty actvely participates in
regional heathcare preparedness coalition activites.

1.1.4 Participate in regional coalition training and “emergency
exercises” to establish and mantain core organizational competency in
the processes and means ol communication and coordination that woulkd
be utilzed during the alerting, response and recovery phases of an

The undersignad haalthcare organizations will use thelk best eMons 10:

2.1.1 Estabiish an Incident Command System (ICS) and process
consistent with the National Incident Management System (NIMS) as
appropraie 10 the emergency event and arganizational involvement.
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2.1.2 Communicale and coordnate their elforts to respond to an
emargency via the organizason's ICS structure,

2.1.3 Receive information-notifications and alerts via the Knowledge
Center and other coaltion members, PADOH and coordinating

agencies.

2.1.4 Respond 10 alerls and achon requests received with requested
information in a tmely manner,

2.1.5 Communicate with other coalition parniners, as necessary, by
whatever means available such as phone; fax; emal; county, regional, or
statewide radio systems; Knowledge Center; and other technologies.

2156 Appoint a Pubic Informason Officer (PI0) dunng emergency
operatons. They shall be made availlable 1o the Facilty command center
and particpate in a Joint Information Center (JIC) during an emergency %
aliow their public relations personnel 1o communicate with other Coalition
members and lead agencies 10 faciltale the release of consistent

community and media educational’ advisory Messages.
Article Il
Implementation

3.1.1 Requests for Assistance: A Participating Healthcare Organzabon
may request the assistance of any other Paricipating Healthcare
Organization in preparng for, responding 1o, mitigating against, and
recoverng from Emergencies that result in a need for assistance.
Requests for assistance will be made through the organizations’
establshed ICS structures. The Requests may be verbal, written, emailed
or via KC (prederred). All verbal requests will be documented in KC or in
Writing as $00N as possible.

Article IV
Salt, Medical Supplies, and Pharmaceulical Supplies

4.1.1 Each participating healhcare organization will use ils best effors 10
peovide aid and assistance 10 other Participating Healthcare Organizations
as requested. However, no particpaling heathcare organization will be
expecied 10 provide assstance unless the organzation's incdent
commander cedermines that it has sufficient resources 10 do so.

4.1.2 Inthe event of an emergency, when stall is avallable al one of the
undersigned healthcare organizations and lacking at another, the

staf! as appropriate %0 support the impacied organization’s abiity to

the abidity of such healthcare ceganization 10 care for 28 own patients.
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4.1.3 Each healthcare organization agrees to work cooperatively to avoid
undue inlerrupbions in patien! care and, where necessary, wil grant
lernporary pervileges 10 clinical s1alf based on appicable laws, regulations,
slandards, policies and procadures.

4.1.4 Unless specifically agreed upon and documantad otherwise, the
Requesting Facilty wil be responsbie for peoviding food and housing for
the perscnnel of the Assisting Facility from the sme of ther arival at the
designated location to the Sme of their departure. The Requesting Facilty
will also provide an initial briefing and just-n-Bme instruction on personal
and patient safety practices as well as other needed job / site specéic
information.

4.1.5 During the term of assisiance, the parsonnel of an Assisting Faclity
will continue 10 be subject 10 the salary and benealils;, workers
compensation and medical liabilty coverages. human réesources policies
and peocedures of the Assigting Facility. However, the personnel of an
Assisting Faciity wil be under the supernvision and controd of the
approprate management and ICS of the Requesting Facilty, and will
follow the medical protocols and standard operatng peocedures of the
Requesting Faciity.

4.1.6 In the evert that needed supples indluding pharmaceuticals are
available at a Particpating Heathcare Organizasion and lacking at
another, the organization with the available supplies, will when requested,
use their best elfons while complying with DEA and other reguiations, 10
share these supplies 10 help the other organization provide patents with
NeCcassary emergency care, provided such assstance will not negatvely
impact the ability of Assisting Facilty 10 care f0r £5 own pasents.

4.1.7 In the evert that neaded equipment such as venslators or infusion
pumps are available at one of the undersigned healthcare organzasons
and lacking a1 another, the undersigned healthcare organization with the
availabdity will use its best afforis 10 share eqgupment to help the other to
provicde necessary treatment and senvices dunng an emergency, provided
such assstance wil not negatively impact the abdity of such healthcare
organzaton to care for its own patients.

4.1.8 The above stalf, supples and equipment sharng will occur in
accordance with the ICS structure of the involved organizations. All

involved parties must be in agreement prior 10 any harng of resources.

4.1.9 Supplies and equipment of a Sendng Faciity wil be considered
laned for the purpose of this Agreement, and the Requesting Facilty wil
ensure the sale and prudent operation and use of sakd supplies and
equipment by appropriately hoensed, trained and peofessional personnel,
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The Requesting Faciity will clean and disindect, or otherwise remove any
potensially infectious matenals on the loaned equipment bedore returning it
in the same working condmion, to the Assisting Faciity. Likewise any
supples provided by the Asssting Faciity and used by the Reguesting
Faciity will be replaced by the Requesting Facilty.

4.1.10 The Raquesting Faciity wil in all circumstances assume linancial
responsibility for the personnel, pharmaceuticals, supples and eguipment
from the Assisting Faciity. The Requesting Facility wil remburse the
Assistng Faciity, to the extent permitied by federal law, for all of the
Assistng Faciity's direct costs In providing personnel, pharmaceuticals,
equipment, or supplies. Costs include all use, breakage, damage,
replacement, and return costs of borrowed materials, as well as for
perscnal injunes that resull in disability, loss of safary, and related
expenses.

4.1.11 The Assisting Faciity will provide the Requesting Faclity with an
invoice for the costs of the provided personnel, pharmaceuticals,
equipment, and supplies within 0 days of the lermination. of the
emergency event. Unless otherwise agreed 10 between the Asssting and
Requesting Facilty, the Assisting Faclity will provide ils assistance at its
cost and wil

NO1 Mark-up or otharwise INCrease its INvoice 10 the Requestng Facilty for
reimbursement, This resmbursement request will consist of.

(a) A cover letter summarizing the assistance provided and requesing
reimbursemaent for expenses Incurred. The financal representatve
responsbie for the request should be identfied as the point-of .contact for
ongoing questons and follow up.,

(0} A copy of the KC Resource reques! or writien request for assistance.
(€) A single invoice listing resources provided with the lotal cost.

(d) Supporting documentation (copies of invoices, travel claims, eic.)

4.1.12 An Assisting Faciity may agree in writing 10 donate, in whole or in
parn, the costs associaled with any loss, damage., expense of use of

personnel, equipment and resources provided.

4.1,13 The Requestng Faciity shal reimburse the Asssting
Faciity for al documented costs within 50 days foliowing receipt of
the invoice.

4.1.14 Unless the faciltes agree otherwise, the Requesting Faciley
will coordinate and submit all bilings, applcasions, or submissons 1o
third parties such as govermment agences (FEMA) or reliel
organizatons



Article V
Evacuation of a Participating Healthcare Organization

5.1.1 Subject to medical capability, space, and statiing avalabiity,

each healthcare organization agrees 1o use s best efiorls 1o acoept &
Transierring healthcare organization’s patients in the event of an
emergency evacuation, Patents shouk! be evacuated 10 taciities
providing the most appeopriate level of care. (Preferably same level of
care as the Transferring Facility) The transter to a higher level of care may
uwwmnmmmwdoaouwmwmwm
or shuaton,

§.1.2 In the event of an evacuation, the Transierring Faclity will
cocedinale with their respective Designate HAP Representative to assst
with idertfying faciities with avaiable capacity and their local /County
Emergency Management Agency 1or assistance in organizing appropriate
transportation for the évacuation and dstribution of patients 10 Recewing
Faciities.

5.1.3 M the requested Receiving Facilty does not have the medical
capabiity and'or avalable capacfy, & may decline 1o accept a pancular
pavent(s).

5.1.4 The Transferring Facilty will provide the Receiving Facility with
as much advance notice and healthcare information as possible under
the crcumstances for patients being transferred 10 the Receiving faclity.

5.1.5 The Transferring Facility will sand all records, tes! resulls, x-rays,
patent belongings and necessary medical aquipment and supphes
including 48 hours of medications uniess & would result in a delay that
could iIncrease the risk of the transler; the sale evacuation of the Faclity,
or the treatment of others aMected by the emergency. ¥ records are not
transiemred with the patient, the patent’s name, Date of Birth, identficason
number, and any known medication alergles shouki be written with a
permanent marker

directly onto the patent's arm. Records shouk! be transferred as soon as
possible.

5.1.6 The Transferring Facility will bear the responsbiity for all un-
reimbursed fees associaied with patient transportation.

5.1.7 The Recening Faclity will provide medically necessary healthcare
senvices 1or patients that may be transporied 10 them subject 10 4.1.1.
Each Recening laciity will follow their procedures for admission and care
of patients. Additionally, the Receiving facilities may discharge patients
received in accordance with its normal procadures.
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5.1.8 The services will be provided at the Receiving Faclity's prevaiing
rates. The Transierring facilty shall not be cbigated 1o pay any charges
imposed by the Receiving faciity uniess such labilty would exist separate
and apart from this Agreement. The Receiving faclity will coliect such
charges from the patient or the patient’s third party payer.

51.9 The Transferring Facility agrees 10 readmit patients when
S8Mvices are restored at the Translerring Faclity,

5.1,10 The parties hereto agree that they will not discriminate against any
patient attected by this Agreement on the bass of race, age. creed, color,
sex, national angin, sexual orientation, inabilty 10 pay or disabdity.

5.1.11 The undersigned will comply 10 the extent possible and applicable,
with all federal, state and local laws and regulations, i.e. EMTALA, as wel

as with patient confidentialty kaws and regulations, ie. HIPAA

Articie VI Miscellaneous
Provisions

6.1.1 Excopt as may be required by Federal law and regulatons
appicable to Federal faciites and programs, the laws of the
Commonwealth of Pennsytvania shall govern this Agreement. Any
changes in the governing faws, rules, and regulations during the terms of
this Agreement shall

apply, but do not require an amendment 10 this Agreement.

6.1.2 Should a court of competant jurisdicton rulé any Portion, SACHON
or subsaction of this Agreament invalid or a nulity, that fact wil not aMect
o¢ invalidate any other porion, section or subsacton; and al remaning
portions, sections of subsections will remain in full force and effect.

6.1.3 Nothing contained herein is intended 10 parmit practtioners who
have not been granted privileges with a particular healthcare organization
&mmmnmnmwunwmmwm

chrucal privieges from the appicable healthcare crganization in
accordance with iis policies and procadures.,

6.1.4 The term of this Agreement will commence on the dale that this
Agreement is signed by the healthcare crganization, and will continue in
Ul force and effect, regardiess of personnel or ownership changes, unless
and until tlerminated.

6.1.5 This Agreament represents the entire Agraament batween the
parties with respect 10 the subject matier hereol and may not be amended
excopt by written notice forwarded 10 the appropriate Designate HAP



Representative and signed by both parties (The Participating Healthcare
Organization and The HAP Representative).

8.1.8 A partiopating indnidual heafhcare ceganization may elect to
leeminate this Agreement by providing sixty (60) days written nolice 1o
the approprate who will then notty in wiiting all other particpating
0rganizatons.

6.1.7 This document is not exclusive. Participating healthcare
organzatons may sgn other outside memorandums of

understandings / mutual akl agreements.

6.1.8 This Agreement may be executed in any number of counterparts,
cach of which together will constitute one and the same instrument. This
Agreement may be modified at any time upon the mutual written consent

of all parties 10 this Agreement

6.1.9 The master copy of this Agreement will be maintained by HAP and
cocedinated by the appropriate MAP Regicnal Manager. A list of signalory
organzations will be distribuled 10 the designated healthcare organization
“emargancy” point of contact and the office of the signalory on at least a
semi-annual basis.

6.1.10 This Mutuad Aid Agreement & intended 1o set forth the
present understandings and cbjectives of the undersigned

paries.
Pannsyivania Regional Health Care Coalition
Mutual Aid Agreement

The undersigned agrees 10 the anached Pennsyivania Regional Health Care Coaltion Mutual Alg
Agreement on bahalf of (Healthcare Organization). For the
foliowing faciity(s):
Faciey Name Cay Courty
Facaéty Name Cay Courty
Fachry Name Cay Courty
Tacaty Name City Courty
Facary Name Cay Courty
Fackey Name Cey Courty
Facicy Name Chy Courty
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Facary Name Gy Courty
Fachty Name Caty Courty

The person executing this Agreement on behall of the particpating healthcare organization
hereby represents and warrants that he'she has the night, power, legal and corporate authority 10
enter into this Agreement on behalf of the participating healthcare organization(s) for which
he/she signs.

Signature Date

Printed Name and Tale Healthcare Organization
Received by The Hospital and Healhsystem Assocation of Pennsyvania

Sonature Date

Printed Name and Tele

e Te



Appendix B: Scarce Resource Strategies
Oxygen Recommendations

Inhaled Medications

Restrict wse of Small Volume Nebudirers when inhaler substitutes are avalable,

Restrict continuous nebulzation therapy.

Minimize frequency through medcation substitution that resuls in fewer
treatments |65 -12h nstead of 46-6h applcations).

Hgh Flow Agplications

Restrict wse of hgh Now cannuda systemds (these can demand 12 1o 80 LPM flows).

Restrict the use of simpie and partial rebreathing mashs 1o 10 LPM maxisum.

Redtrict wie of Gas Ingection Nebolivers {require 10 10 75 LM flows).

Eliminate cxygon-powered Ventur saction syitems (Conteme 15-50 LPM).

Alr-Orygen Blendery

iminate the low-flow reference bleed occwrring with any low-flow metered oxypen
blender. Reserve ar-oxygen blender use for mechancal ventilators using high flow
NS metered Outiets.

Disconnect Bleeders when not in ue,

Owygen Conservation Devices

Use reservoir cannddas 3¢ 1/ the flow setting of standard cannulas.

Replace simgle and partial reSreather mask use with reservor caraulas at
Nowrates of 6-10 LPM.

Oxygen Concontrators If Hlectrical Power s Prevent

Use hospital-based or independent home medical eguipment supplier oxygen
concentrators if available 10 provide low-fow cannula owygen for patients and
presarve the primary oxypen supply for maee critical applications.

mw“mwm

Employ oxypen DRAATIoN Srotocols 1o optimize flow of % 10 match tarpets for
P02 o P02,

Minimize overall oxygen wie by optimization of Sow.

Discostinue Oxypen o earkest possible time.

Starting Example Initiate 02 | 02 Target
Noemal Lung Adulty 902 <50% | $PO2 90%
Indants and Peds P02 <O |02 90 mn
Sarvere COPD Mistory 5902 <85% | P02 90%
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Note: Targets may be adiusted further doweward depending On resources
vailabie, the patient's chnical presentation o measured Pall) determination

Expendable Oxygen Applances

Use terminal sterdization or hgh-level disinfection peocedures for axygen
spphances, small and large-Sore tubing and ventilstor cecults. Bleach
concentrations of 1:10, high-level chemical divinfection or irradiation may be
sutable. Ethylene oxide gas sterilzation 5 optimal, but requives 2 12-howr
BOration cyche 10 prevent ethnydene chorotrpdrin formation with polyvirryl
chionde plastics

Oxygen Re- ABocation

Prioritioe patients for Sxygen admmistration Sunng severe relource limitations.

Mechanical Ventilation/External Oxygenation

Access Aernative Sources for Ventiston/Specialized [quipment

Obttain speciaiized squpment from wendory, Bealthcare partners, regonal, state,
federal stockplies via snual emergency management processes and provide just- in-
time training and quck reference materials for obtained equipment,

Decrease Demand for Ventilatory

Increase threshold for intubation/ventiation,

Use ron-iswasive ventilatory support when possitie,

Re-use Ventidator Cecunts

Apgrogriate cdeaning must precede sterilaation.

I wsing gas (ethylene onide) steriization, allow ful 12.hour aeration cyde to
oid acoumulation of somic by -products on surfaces.

Use irradiation or other technigues a4 approgeiate.

Use Alternative Respiratory Support Technologies

Use tramsport ventiaton with appropriate alarms- especially for stable patients
without complex ventilation reguirements,

Use anesthesia machines for mechanical ventiation as approgriate/capabie.

Use Bi-level! (BIPAP) egquipment 1o provide mechancal vestdaton.

Congider bag valve ventilanion 35 2 temporary measure while awating definitive
solutiony equipment [as sppropriate 10 SitUaton) - extremely Labor intersive and
may corsume arge amounts of avypen.

Assign Umited Ventilaters to Patients Most Likely to Besefit if o Other
Optiors are Available

Based upon documents from the Minnesote Healthcare System Preparedaess Program,
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Medication Administration

Cache/ Increans Supply Levels

Patiests should have at it 30 days wpply of home sedcations and obtain 90 day sepply if pandermsc,

CRIBeMic Of EVALUIbON I8 iveninent.

Examine formulary 10 determine commonly-used modcations and clasies that will be in immeodiate, high

demand.

Increase sepply levels or cache cntical medications, particularly for low cont itemma and anaigesicr

Analgeva

Morphing, other narcotic and non-narcotic (ron-stecodal,
acetaminophen) class, injectables and oral (narcosc
comeerson tool at
hitg/fwwrm globalrph. comfnarcoticony m).

Particularly berzodarapine [lorazepam, midazolam,
diazapam| njectables

Narrow and broad spectrem antibiotics for preumonia, skin
indections, open fractures, sepils (0 4. cophalodporion,
qunaliones, tetracycines, Macrolides, amisoglycosded,
clindamycin, e2¢.) seloct antivirals,

Metered dose inhalers [dbuterod, inhaled steroids), oryd
steroids {dexamethasone, predrisons)

Beharroral Heats

Halopernidol, other njectabie and ord anth-peypchotcs,
COMMON anti-Sepressants, anniolytics

Other

Sodiem Bicarbonate, paralytics, induction agents (etomidate,
propolol, ) proparacaine tetracaine, stropine, prabdadme,
epinephring, local anestheticy, antiemetics, nsulin, common
oral ant-Bypertenuve and dabetes medications.

Ute Equivalent Medications

Obtan medications from alternate supply sowrces [pharmaceutical representatives, pharmacy caches)

Pudmonary

Metered dode inhalers matead of nebulzed medcations.

AnalgewaSedaton

Corgider lorazepam for propofol substitution and other
APENLS i ShOMt supply.

ICU analgesiafsodation drign Morphine 4-10mg IV load then
2mg/fhe and titrate/re-bolus 3 mg IV 10ad 2 reeded. Usual 3- 20
mg/h; Lorasepam 2-8mg or midaralam 1-Semg IV load then 2-
Berg/™ drip

Examples: cephalotponin, pentamicn, cindamyoin subitmutes for
unavadable troad spectrum amidiotic
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Targes therapy as s00m as possible based wpon Organism
identified,

Other Beta blockers, dlureticy, calium channel Blockers, e
inhibitors, ints-degredsants, antinfectives

Reduce Use During Migh Demand

Reatrict cie of certan clinaes Hf limited stocks kedy 1o run out. Restrict prophylactic/empinc antitiotics after
ow rak woends, e,

Decrease dose; consider wsing smaller doses of medcations in high demand/Moely %0 ren out [reduce doses
of medications alowng biood pressure or ghecose 1o run higher to ensure supply of medications adeguate
for anticipated duration of shortage).

Alow use of personal medications (Inhalers, oral medications] in hospital,

Do without - conalder impact If medcations not taken duning shortage [statins, etc. )

Modity Medication Adminiatration

Emphasize oral, NISORASLrK, wbculareous rouled of MeScaton adminstration

Adminster medicatons bry gravity aeip rather than IV gump if seeded. IV drip calculation - drops/minute
= amount to be infused x drip set/time(minutes) (drip set = gtt/ml - 60, 10, etc)

Rute of 6 Pt wigtlig) x 6 » mg direg 1o add 80 100 mi Buld = Lencg/ig/min foe each ImiLBour. Note: For
exampled, e M/ warm Sosagehelp comiv rate deop himl

Congider use of select medcations beyond expiation date. [Legal protection such as Food and Drug
Adminhtration approval or wanver required. )

Restrict Alocation of Select Medications

Allocate imited stocks of medications with corsideration of regional/state guidance and avalable
epidemiciogical indormation (e g. antiviral medcations such as oselamivir ).

Allocane bmited Mok 10 support other re-allocation decison [venmiaor use, eic.)

Based upon documents from the Minnesote Meoafthcare System Preparedness Progrom.,
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Staffing Sirategies

Focus Staff Time on Core Clinical Duties

Retrict elective appointments and procedures.

Reduce documentation regurements.

Cohort patients 10 conserve PPE and reduce stall PPE doaning and doffing time and frequency.

Use Supplemental Statt

Bring in equally trained 12aff from whatever resources svadlabie.

Adpast personnel work schodules flonger But less frequent shifts, etc. ) If this will sot result in skil/IvE
compliance deterionation.

Use famiy members/lay volunteers to peovide baskc patient hypiene and feeding. refeasing stat! for other
duties.

Focus Stafl Expertise on Core Chnical Needs

Personnel with speciic critical shills (ventianor, ICU) should concentrate on those skills, specfy job duties that
can be safely performed by other medicad professionals.

Have specialty stafl overses larger numbers of less specialized staf! and patients {for example, & Critical care
Nurse oversees the intensive Care Hiues of nine patients while three medical/surpical suries provide basic
Nursng Care 1o three patieats each )

Use Alternative Personnel to Minissize Changes to Standards of Care

Use less trained personnel with agpropriate mentoring and justn-time education (e.g healthcare tranees of
other healthcare workers, Medical Reserve Corngs, etc)

Use loss trained personnel 10 take over portion of shiled stafl werkiond for which they have Boen tralsed.

Provide pust-in-time traising or specific shills,

Sosed upon documents from the Minnesote Mealthcare System Preporedness Progrom,

R



Hemodynamic Support and IV Fluids

Recommendation

Cache additicnal IV cannulin, tubing, fluidi, medcations and admnitraticn supplies.

Use scheduled dosng and deip dosing when possible

Reserve IV pump use 1o bl medcations such as sedatives and hemodynamic suppoet.

Minimize Irvasive monitoring

Substitute other assesyments (0 g, chinical sigm, ultrmound) of central vencus presswre (CVP),

When required, msess OV intermittently via manual methods wing 4 Bediide salne manometer or
transducer moved between multiple patients a1 needed, or by haght of Blood columa ia CVF Ine held
virtically while patiest is supine.

Emphasize oral hydration instead of IV hydration when possidle.

Utiize appropriate eral rehydration solution

Oral retrpdeation sobetion: 1 liner of waner {5 cups) « 1 tsp sakt +8 tsp sugar, add Maver such as 1/2 cup
Orange juice, 35 necessary.

Rehydation for moderate detrpdeation = SO-100ml/kg over 2 10 4 Bours.

Pediatric ydraticn

Pediatric maintenance fusds!

g/ for first 10kg of body weight (40mi/be for 15t 10 kg).

2 milfig/be for secend B0kg of body weight (20 mi/he for 2ad 10 kg = 60mihr for 20kg chid|

1 MR/ for each kg over 20 kg (EOMUNe plus 20wl « S0ml/e

Supplement for each bout of dlarrhed or emess.

Note: Oinscal {urine output, etc. and laboratory [BUN, unine specific gravity) assessments and electrolyte
correction are key components of fluid therapy and are not specifically addressed by these
recommendations. For further information and esamples, see

hitp/fwww ped med utahy/cal/howto/IntravencusFiudOrders. POF

Provide Natogastne Hydration imatesd of IV hydration when practcal

Patiests with impediments 1o ordl Mydration may be successfully hydrated and santaned with
NASORASr i tubes.

For flud support, 3-12 f tubes (pedatne mfast 3.5 1, <2yrs 56) are better tolerated than standerd sited
tubes,

Substitute Epinephrine for other vasopressor agents

For hemodynamically unstable patients who are adequately volume resuscitated, comider adding Gong
epinephrine (6ml of 1:1,000) to 1000m! NS on mindrip tubing and titrate 10 target blood pressure.

Epinephvine 1:1000 [Leng/mi) multi-dose vials available flor drip use.
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Re-use CVP, NG and other supplies after appropriate sterdization/dainfection

Cleaning for all devices should precede high-level disnfection or stenbaation,

Mgh-level disnfection for at least twenty minytes for devices in contact with body surfaces (Including mecous
membranes): guterasidehyde, hydrogen, percadde 6%, or bleach (5.29%) dduted 120 (2500ppm) are
acceptable solutions,

Note: Ohlorins levels reduced # stored in palyethylens contaners. Double the bleach concentration %o
comgemate

Sterdize devices in contact weh bloodstream (e g, ethylene oxide stenlaation for OWP catheters,

Intraosseous/Subcwtanecss (hypodermoctysis) replacement Sulds

Consider s an cption when alternative routes of Auld adminhitration are impossbile/unavalable,

Intradisecus Belore perculinedus.

Intraosseous

Intraosseous infusion is not generally recommended for hydration purposes, bt may be used until
alternative routes ae avalbbie. Inraossecus iInfuson requres 2 pump or pressure bag. Rate of fluld
Oelivery is often hmited by pain of pressure within the marrow cavity. This may be reduced by pre-
medication with lidocaine 0.5 mg/kg slow iv push

Hypodermochh

Canndt comedt more than moderale delydration via this techrique.

Many medications Cannct be administered sucutaneously.

Common infusion sites: pectoral chest, abdomen, thighs, upper arma.

Common fiusds: normal saline (NS), DSNS, D% 1/2 NS {Can 3¢ w9 to 20-40 mil q potassiom # needed. )

Irdert 21-24 gauge needie nto wbcutinedus thisue 2 & 45-degree needie. Adumt drip rate 1o 1-2 sl per
mnute. May use 2 sies smutaneously # noeded.

Masmal volume about 3 Iners/day: requres site rotation.

Local swelling can be redeced with mauiage 1o srea

Myaloronidase 150 unity/Titer faciktates Nud abnorption but not required; may not decredie cccurrence of local
edoma.

Comalder sne of veterinary and other alternative sources for intravenous flulds and administration sets.

Based upon documents from the Minnesote Mealthcare System Preparedness Program.
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Blood Products

Packed Red Bicod Cells

Use celhsaver and auto-transiusion 1o degroe possidle.

Limit O negative wse to women of chvld bearng age.

Use O positive in emerpent transfusion in males or non-child bearing females 10 conserve O negative.

More aggressive crystaliold resuscitation prioe 10 transfusion in shortage situations (blood subnttutes may
play future role).

Lorg term shortage, collect avtofogous blood pre-operatively and consider Cross-over transfusion.

Enforce lower hemoglobin triggers for tramsfusion (for example, MGB 7)

Comider um of erytheopoietin ([PO) for chronic amemia in sappropriste patients

Further limit PREC wse, ¥ needed, 1o active Dloeding states, condider sulsequent restrictions includng
transfusion only for end cegan damage, then shock states only.

Comsider limits on use of PRBCs [for example, ondy initiate for patients that will reguire <6 units PRBCS
nd/or conuider 1topping transfuson when >§ enity stilued),

Fresh Frozen Plasma

Though not 2 tree substaute, consider use of Nbrinolyss INhbitors or other modalities 10 reverse
coaguiopathic states (tranexamic acid, aminocagroic ackd, actvated coagulation factor use, or other
ppropriate therapies).

Comgider reduction in red cell: FEP ratios in massve transfusion prosocols in consultation with biood bank
medical staff,

No anticipatory use of FFP in hemormhage without documented coaguiopatiry.

Though not 2 tree wubsttute, consider ute of desmopressn (DOAVP) to stimulate improved platelet
performance in renal and hepatic fallure patients.

Transfuse plaselets only for active bioeding. further restrict to e threatening bleeding if required by
stuation

No propwiactic uwe of platelets.

All Blood Preducts

Increase donations If reguired, and consder local increase in frozen reserves.

Increase O poutive levels,

Comalder maintaining » frocen blood reserve If severe shortage.

Increase recruitment 1or specific produdt needs.
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Consder adjustments 10 dondd HGE/RCT ekpbiity.

Relax traved deferrals for possible malaria and BSE (bovine sponglforn encephalitis) (FDA
appeovalvacance required via American Association of Bood Banks).

Change donations from whole biood to Ix RBC agheresis collection if specific shortage of PRECS.

Reduce or wakve uwiud 56 day imer.donation period (FCA approval/varlance reguired via American
Assoclation of Bood Banks) based upon pre-donation hemaogiobsn,

Reduce weight restrictions for 2x RBC pheresis donations atcoeding 10 instroments uied and medcal
director paidance. (FDA spproval/vitiance required via American Adsociation of Blood Banks).

Fresh Froren PMlawma

Obtan FDA variance 10 sxceed 24 collections per year for crtical types (FOA spprovalarance regquiced via
Amaricsn Aswociation of Bood Banks),

May use levkoreduced whole blood pocled piatelets (and, f required, conuder non-leukoreduced whole
blood pooled platelets)

Conwvert less needed ABD whale blood to apheresis.

Accept female platelet donors withowt MLA antbody screen

Apply for varance of 7 day outdate requirement (DA approval/variance required via Amerkan
Anociation of Sood Banks),

Consider 3 24 how hold untd the culture is 0b2ained and immediate refease for both Pool and Apheress.

Obtan FOA variance 1o allow new Pool and Store sites to ship across state lines. (FOA approval/variance
required via Amencan Association of Blood Banks).

Reduce pool sees 1o platelets from 3 whole blood donations.

Baosed upon documents from the Minnesoto Nealthcore System Preporedness
Program.
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