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Objectives

At the conclusion of this hour, each participant
should be able to:

0 Understand CDC’s approach to community engagement for the
development of strategies such as alternate care systems to deal
with a surge in patients during a large-scale incident

0 ldentify key elements that should be included in developing crisis
standards of care for crisis disaster situations

o Describe what a crisis standard of care means and how such a
standard of care may be implemented in crisis scenarios.

o Explain the importance if developing an alternate care system
versus identifying alternate care sites and describe the process
that Summit County went through to identify options for an
alternate care system.



Continuing Education Disclaimer

In compliance with continuing education requirements, all
presenters must disclose any financial or other
relationships with the manufacturers of commercial
products, suppliers of commercial services, or commercial
supporters as well as any use of unlabeled product or
products under investigational use.

CDC, our planners, and our presenters wish to disclose
they have no financial interest or other relationship with the
manufacturers of commercial products, suppliers of
commercial services, or commercial supporters. This
presentation does not include the discussion of the
unlabeled use of a product or products under

Investigational use.

There is no commercial support.




Accrediting Statements

CME: The Centers for Disease Control and Prevention is accredited by the Accreditation Council
for Continuing Medical Education (ACCME) to provide continuing medical education for
physicians. The Centers for Disease Control and Prevention designates this educational
activity for a maximum of 1 AMA PRA Category 1 Credit. Physicians should only claim credit
commensurate with the extent of their participation in the activity.

CNE: The Centers for Disease Control and Prevention is accredited as a provider of Continuing
Nursing Education by the American Nurses Credentialing Center's Commission on
Accreditation. This activity provides 1 contact hour.

CEU: The CDC has been approved as an Authorized Provider by the International Association for
Continuing Education and Training (IACET), 8405 Greensboro Drive, Suite 800, McLean, VA
22102. The CDC is authorized by IACET to offer 0.1 CEU's for this program.

CECH: The Centers for Disease Control and Prevention is a designated provider of continuing
education contact hours (CECH) in health education by the National Commission for Health
Education Credentialing, Inc. This program is a designated event for the CHES to receive 1
Category | contact hour in health education, CDC provider number GA0082.

ACPE: CDC is accredited by the Accreditation Council for Pharmacy Education as a provider of
} continuing pharmacy education. This program is a designated event for pharmacist to receive
1.0 Contact Hours in pharmacy education.
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Presentation Overview

« Community approach to healthcare delivery

» Workshops to enhance partnerships and
develop strategies for dealing with a surge
In patients during large-scale incidents

e Lessons learned

The findings and conclusions in this presentation are those of the author and do
not necessarily represent the views of the Centers for Disease Control and
Prevention/the Agency for Toxic Substances and Disease Registry
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Delivery of Care
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*Community clinics refers to a spectrum of outpatient/private provider, rural health centers, urgent care centers, federally
gualified health centers (FQHC) and FQHC-like entities



Community Workshops for Healthcare
Delivery in an Influenza Pandemic

Develop coordinated strategies
for delivering healthcare to
those in the community during N _7

== =y 4

large-scale surge incidents = e =74

Determine strategies for
standing up “Alternate Care
Systems” (ACS) in the

community : ; -

Workshops include > age A S
. V71 i AR
— Summit County, OH (2008);

Oregon HPP Region 2 (2010);
-, Maricopa County, AZ (2011)
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Why a “System™?
« Determine what care is being altered
* |dentify potential sites

 Determine what resources are needed
— Staffing
— Equipment
— Supplies

Develop an implementation plan

— Integrate with primary and supporting sectors
— Take legal/regulatory issues into consideration
— Determine triggers for activation

Wy~
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Workshop Participating Sectors

911 and other call centers .
Emergency medical services .
Emergency departments .
Hospital administrators .
Primary care providers .
Urgent care centers and other .

outpatient clinics

Home health

Long term care

Palliative care

Pharmacists V

VA medical centers e
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Public health

Emergency management
Local government
Mortuary services
Faith-based organizations
Schools/school nurses
Legal

Public safety

Non-profit organizations




Selection of Best Strategies for ACS

* Reviewed strategies for standing up alternate
care systems

* Discussed advantages and disadvantages

 Listed available resources and those that would
have to be developed or acquired

« Selected strategies with the understanding that
an implementation plan would be needed for
each one

@ CENTERS FOR DISEASE CONTROL & PREVENTION




Workshop Lessons Learned

Sectors did not know of each other’s plans and made
Incorrect assumptions about the plans

Hospital leadership had not grasped the complexity of the
Issues and the need to integrate their planning with the
community

Local government was not aware of the types of issues it
would have to deal with

Role of public health in healthcare delivery was not clear to
themselves and to the other sectors

Most effective communities included public health,
healthcare, and emergency management in their planning
fforts — lead did not matter

CENTERS FOR DISEASE CONTROL & PREVENTION




Summit County, OnIo
Alternate Care System Project

Kerry:Kernen BSIN, RN
Emergency: Preparedness Administrator
Summit County: Health District

The findings and conclusions in this presentation are those of the author and do not
necessarily represent the views of the Centers for Disease Control and Prevention



Summit County, Ohio



http://upload.wikimedia.org/wikipedia/commons/0/0f/Map_of_Ohio_highlighting_Summit_County.svg

Demographics

Population: 543,487

Public Health: 3rDepartments
s SCHD—Akron—Barberton
Hospital Systems:

s Akron General Medical Center (1)—
Akron Children’s Hospital (I1)—Summa
Health Systems (I)



Alternate Care System Project

Partnership withi CDC and ORISE
Application: Fall off 2007: prioritized need
History: of LLocal partnerships: EMA-ARHA-

SCHD
Akron Regional Hospital Association:
pandemic filu plan (4 county: region)



Alternate Care System Project

Grant Driven from ODH (2006-2008)

Alternate Care Sites versus Alternate Care
Systems

Partners involved: EMA, PH, Hospitals
Current Pandemic planning
Current All' Hazards planning

Need a project lead for collective planning
and buy in



Timeline of the Process

Obtained initial by-in: Demestic
Preparedness Steering Committee
(January: 2008)

Developed Alternate Care Systems
options (January.—May: 2008)

Developed: Profiles




Profiles

Developed profiles (May- Sept. 2008)

s SChools, hespitals, Fire/EMS, law
enforcement, court systems, public healtn,
physician offices; jails, home health care,
long-term care facilities, Urgent care centers,
outpatient surgery: centers, dialysis: centers,
SOcial Service agencies.

s Assessed: current pan fiu plans, COOP,
SErVICES, staffing/supplies, potential impact of
pan flu (social distancing, Just-In-Time
training)




Timeline of the Process

Identiiy: workshop: participants
Venue

Invitations
Profiles-Assumptions

ACS options

Agenda

Facilitation Tools



Options of ACS

At Home Independent Care (Call Center)

Patient Isolation/Quarantine and' Alternative tor Home
Care (Motel-Hotel)

Expanded Ambulatoery: Care (Outpatient Surgery)
Care for Recovering Non-Influenza Patients (LT:C)

Limited Supportive Care for Non-critical patients
(NEHC)

Primary Triage and Rapid Patient Screening (ED)
Overflow: Hospital Providing Full'Range of Care
Mobile Hospital



Stakeholder Support

EMA

Public Health

IHospitals

First Responders (Fire/EMS/Paolice)
SCNOOIS

Vulnerable Populations (Ssecial service agencies)
Elected Officials

FQHC

llong-Tierm Care Facilities

Medical Reserve Corps/Citizen Corps
Dispatch

Jail-Court System



Workshop Agenda

Pandemic OVerview.

EMA eVerview

Profiles

Assumptions

Options facilitated discussions

Final decisions on Summit County: ACS



After Workshop Planning

Subcommittees

x [riage

= l.egal

» [ransportation

= VUulnerable Populations

s Facilities

s Health/Hoespitals
Workboeok

Annex/SOG develepment
Training Plan

Exercise Plan



Establishing Crisis Standards of
Care for Use In Disasters
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The findings and conclusions in this presentation are those
of the author and do not necessarily represent the views of
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Where Is Harris County?
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What i1s a Disaster?

Operational Definition:
A disaster Is any large-scale event or
occurrence that overwhelms
a system’s ability to respond




Disaster Examples — Real &
Potential

Hurricanes (Katrina, Gustav, Ike)
Pandemics (HIN1, H5N1)

Earthquakes (San Francisco, Kashmir, Haiti)
Acts of Intent (biological, chemical, nuclear)

Mass Casualty Incidents (9/11, Indonesian
Tsunami)

Other

. An Approach . ..



Categorizing Disasters

Catastrophic Events
> Sudden onset with little or no notice

> Examples:
= Acts of Intent, Mass Casualty Incidents
= Earthquakes, Tsunamis
= Hurricanes

Pervasive Events
> Slow onset with gradual progression

> Examples:
s Floods
= Wildfires
= Pandemics




Catastrophic







Pandemic (H5N1) Influenza Planning

Federal Pandemic Influenza Plan released in 2005

Offered recommendations for altered standards of

care for use of scarce resources:
> \accines, antivirals, ventilators, etc.

Many entities created pandemic flu planning

committees to guide resource use In crises:

> Federal (Health & Human Services, Department of Defense, VA)

> State (New York, California, New Mexico, Massachusetts)

> Local (Boston, Seattle/King County, NYC, Houston/Harris County)



Houston/Harris County Recommendations

Harris County Table A: Recommended Priority Groups for Antiviral Medication Treatment for Persons
Il with Fandemic Influenza, HoustonHarris County in the Event of a Severe Shortaze in
HCPHES Houston Depariment of | | i Soppv o Ansia Mehcaos

Health and Human Services Priori p

Public Health & Environmental Services

Al Hospitalized pationt: with infuenm,
Al Haalthcars worken with direct patisnt comtact, cans of respomse functions:
«  Physicians, nurses and other healthcars providars in ambelatery and/or acate patient care settings
+ Emergency medical sarvices personnel
HovsToN-HARRIS CoUNTY CoMMITTEE ON MEDICAL »  Peoblic maalth
STANDARDS OF CARE A Critical commumity smergency providars, mchiding:
*  Law soforcensant, firefighters and mortaary services workers
FOR PANDEMIC INFLUENZA +  Public bealth workers with plazned pandemic response rolss
AND HICHLY INFECTIOUS RESPIRATORY DISEASES + Esoy povemmexnt officials and susantial parsonnel responsibile for the continuity of smergency
£ o oparaticzs
. B Esssmtial infastruciure service worksss, such as:
Guidance for Healthcare Providers +  Puhblic wtility workers responsibie for maintenancs of critical functions, snch s clean watsr, snergy,
selid wasts and sewage system fanctoning
+  Warkers responsibls for mansperting amd Estribating water, £l 2md foed
*  Tealecomprmmications/TT for sssential network cperations and maintenance
o +  Pohlic information/smerguncy copmunications, inchading thoss utilizing multipls languages
Re[‘ommendeﬂ Pl'l(]l'“}'- Gl”l)ll]JS f(]]' Eighert-risk oufpatizats; cutpationts more vasceptitle 1o severs illness or dsath from mfinonza:
Antiviral Medication and Vaccine and P"m‘:‘:‘m
Recommended Model for Ventilation Triage Paraoms with bmg or heart diseass
Parsez =54 years of age with one or more Advisory Committes cn Imommization Practices (ACTF) -
. defined chronic diseass'
Angust 2009 + Parons aged 6§ months to §4 years with two or more ACIP-defined chromic divsasss
Includes Updated Novel HINI Influenza Guidance + Parom hospitalized in the pricr year with pusumonia, mfluenza or other high-risk condition

Increased-risk outpationts; outpatients petextialhy mors susceptible to swvers illness or dsath from.
ifnemes-

*  Parems =63 yeans of age with no ACTP-defined chromic diseass or other high-risk conditon
+  Parsczs aged € months to 64 years with cze or more ACTP-defined chronic diseass

@ Oither outpatients/general population

Tue Usivensity
Bayloor Collge f Medicine of Trxas

OF HERAE COUNTY

5 . — ! (D, Provention and Control of Infinenm: Recopsmendation: of the Advisory Cocamities on Insmmdmtion
Flease submit guestions or comments to panffucommittee@bephes.org Practicss. MMWE. 2007 S3ER0E11-H.

Aungst 1002 1

Source:
update 2009.



http://www.hcphes.org/2007forum/resource.pdf

Observations in Crisis Planning

Recognition that setting up protocols for decision-
making should be done in advance of a disaster —
not at time of crisis

While many entities had already begun the
deliberation process, many had not

There were common elements that could be used
across jurisdictions in developing crisis standards
of care



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

INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES



Committee Timeline - 2009

Contract Committee Organize White  Committee Enter Complete Deliver Public Dissemination
begins appointed workshop  paper meetingand external external report release & Phase 2

due workshop review review
August August Sept Sept Sept Sept Sept Sept October
11 14 1 1-4 9 14 16 24 and beyond
INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES



Crisis Standards of Care

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

INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES



When To Adopt Crisis Standards of Care?

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

» severe shortages of equipment, supplies, and
pharmaceuticals

» an insufficient number of qualified healthcare providers

» overwhelming demand for services

» lack of suitable resources

Under these circumstances, it may be impossible to provide care
according to the conventional standards of care used in non-

disaster situations, and, under the most extreme circumstances, it @

may not even be possible to provide the most basic life-
sustaining interventions to all patients who need them.



ADDRESS RESOURCE SHORTAGES

Conventional
Capacity

Contingency
Capacity

Crisis
Capacity

Stockpile supplies used

Equivalent medications
used (narcotic
substitution)

Oxygen flow rates titrated
to minimum required,
discontinued for
saturations > 95%

Oxygen only for
saturations <90%

Oxygen only for respiratory
failure

Anesthesia machine for
mechanical ventilation

Bag valve manual
ventilation

Reuse cervical collars after
surface disinfection

Reuse nasogastric tubes
and ventilator circuits after
appropriate disinfection

Reuse invasive lines after
appropriate sterilization

Reallocate oxygen
saturation monitors,
cardiac monitors, only to
those with critical illness

Reallocate ventilators to
those with the best chance
of a good outcome

Source: Adapted from Hick, et al. (2009).




TINUUM OF CARE: CONVENTIONAL,
ENCY & CRISIS CAPACITIES

Change in Resource Pcr)alf:;;:ézg Focus of
Standard of Care? | Constrained : Care
EXxperience
No No No Patient
Slightly Slightly No Patient
Yes Yes Yes Population

Source: Adapted from D Hanfling, et al (2010).




ndards of Care
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Source: Adapted from D Hanfling, et al (2010).



Crisis Standards of Care

Recommendations

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

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

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

5. Ensure Consistency in Crisis Standards of Care
Implementation

6. Ensure Intrastate and Interstate Consistency Among
Neighboring Jurisdictions
INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES



Planning Considerations

Crisis standards of care indicators (shortage of ventilators, ICU beds,
medications, etc.)

Triggers for adjusting standards of care (e.g., space, staff, supplies)

Healthcare facility responsibilities including set up of clinical care
committee to review overall institutional approach to resource allocation

Adjustment of crisis standards of care triage (primary, secondary, and
tertiary) with assistance from an oversight triage team

Development of decision tools and resource use guidance

Legal issues including legal standards of care, defining scopes of practice,
and liability risks / protections

Needs of vulnerable populations & medical special needs (pediatrics,
geriatrics, disabled, etc.) including palliative care and mental health



Next Steps - Immediate

Take a step back and reflect on what lessons
recent events (e.g., HIN1, Haiti) have taught us:

> What have we learned from H1N1 and what would we do
differently if this were an H5N1 scenario instead?

> How would we deliver care if a Haiti-type earthquake
occurred here?

Review current plans in place:

> How well do our plans reflect what is necessary for large-
scale response activities?



Next Steps — Immediate

For those STATES & LOCAL COMMUNITIES
that have completed such deliberations:

> Review of IOM report will be useful to determine if any gaps
are present or elements are missing from already developed
plans

For those STATES & LOCAL COMMUNITIES
that have completed such deliberations:

> Review of IOM report will provide guidance toward what
elements are necessary to incorporate in future planning



Next Steps — Partnerships

LIE

[
STATE & LOCAL partners working together:

> Work in partnership to develop crisis standards of care protocols
that include the key elements and associated components (e.g.,
ethical grounding, community engagement, legal authority,
Indicators, triggers, clinical processes, etc.)

LOCAL & COMMUNITY partners working together:

> Working within community (e.g., regional planning groups,
hospitals, medical societies, etc.) to develop crisis standards of

care that reflect protocols developed at state/local level



Future Considerations

Disasters will continue to occur (unfortunately)

When implementing crisis standards of care
become necessary,

Will communities be ready to make
this transition effectively?



Future Implications: No Shortage of Events




|IOM Committee Membership

Lawrence O. Gostin (Chair), Georgetown University Law Center

Dan Hanfling (Vice-chair), Inova Health System

Damon T. Arnold, Illinois Department of Public Health

Stephen V. Cantrill, Denver Health Medical Center

Brooke Courtney, Center for Biosecurity of UPMC

Asha Devereaux, Sharp Coronado Hospital, CA

Edward J. Gabriel, The Walt Disney Company

John L. Hick, Hennepin County Medical Center, MN

James G. Hodge, Jr., Sandra Day O’Connor College of Law at Arizona State University
Donna E. Levin, Massachusetts Department of Public Health

Marianne Matzo, University of Oklahoma College of Nursing

Cheryl A. Peterson, American Nurses Association

Tia Powell, Montefiore Medical Center, Albert Einstein College of Medicine

Merritt Schreiber, UCLA Center for Public Health and Disasters

Umair A. Shah, Harris County Public Health and Environmental Services, Houston TX
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Isasterstandards

Harris County

HCPHES

Public Health & Environmental Services




Continuing Education Credit/Contact Hours
for COCA Conference Calls

Continuing Education guidelines require that the attendance of all who
participate in COCA Conference Calls be properly documented. All
Continuing Education credits/contact hours (CME, CNE, CEU, CECH,
and ACPE) for COCA Conference Calls are issued online through the
CDC Training & Continuing Education Online system
http://wwwZ2a.cdc.qov/TCEOnIine/.

Those who participate in the COCA Conference Calls and who wish to
receive CE credit/contact hours and will complete the online evaluation

0)Y, will use the course code . Those who wish to
receive CE credits/contact hours and will complete the online
evaluation between and will use course code

CE certificates can be printed immediately upon completion
of your online evaluation. A cumulative transcript of all CDC/ATSDR
CE'’s obtained through the CDC Training & Continuing Education
Online System will be maintained for each user.

-~ 54


http://www2a.cdc.gov/TCEOnline/

Thank you for joining the call -
Please email us questions at
coca@cdc.gov
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