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AbouttheGuidelines

These guidelinesweredevelopedby thePennsylvaniaDepartmentofHealth (PADOH) and The
Hospital& Healthsystem Association ofPennsylvania (HAP) as a resultof an emergingcoronavirus
(COVID- 19) globaldisease outbreak. The COVID-19 Pennsylvania Crisis StandardsofCareGuidelines

( CPACSCG) are to be considered as the guidelineforpandemicdisaster situations.

The purpose of this document is to guide the allocation of patient care resources during an
overwhelming public health emergency of any kind when demand for services dramatically exceeds
the supply of the resources needed . These Interim Guidelines represent a consensus view of the

entire Crisis Standards of Care Stakeholder Workgroup . The document willbeupdated as needed and

should bemodified by facilities to meet the needs and abilities of each hospital. Application of these

guidelines willrequire and depend on physician judgment at the point of patient care . The views

expressed in the publication do not necessarily reflect the officialpolicies ofthe U . S. Department of
Health and Human Services or the Pennsylvania Department ofHealth .

Scopeofthis Document

When a situation is statewide : These triage guidelines apply to allhealthcare professionals ,

clinics, and facilities in the Commonwealth of Pennsylvania . The guidelines apply to allpatients.

When the situation is limited: Bygeographyto a specific areaofthe state, these guidelineswillonly

apply to themedicalcommunityaffected and the immediate surrounding communities. However, if

non-impactedcommunitymedicalfacilities are overwhelmed as a directresult of the event
(population displacement, resourceshortages, staffingshortages) considerationwillbeprovided to

extend the protectionson a case-by-case basis.

When activated :Guidelines should be activated in the event of a disaster declaration declared by
the governor of the Commonwealth of Pennsylvania . Individual healthcare facilities and

organizations will manage their responses through their designated emergency operations plans
and incident command structures. In turn , localhospitals will communicate with both local and

state health department emergency operations centers as well as their regional healthcare
coalitions to provide situational awareness and coordination regarding local response efforts and
requests .
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Disaster Progression
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Figure 1: Disaster Progression
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SpecialNote: NovelCoronavirus (COVID - 19) Response

This documentis an early output ofwhatwas intended to be a comprehensivedocumentdevelopedby a

multi-tiered team over an 18 -month period. Recognizing a need for a robust Crisis Standardsof Care plan

within theCommonwealthof Pennsylvania that could be tactically implementedby healthcare facilities

across the state, a steering committeewas convenedin the fall of 2019. However, the rise ofa novel

Coronavirus (COVID- 19) requiredthat this documentbe fast tracked to bean interim guidance document

and plan for the current globalpandemic. This document should beviewed as a work in progress” andwill
likely includelanguage or content that hasnotbeen as fully vetted as was the originalintent.

With that in mind,we ask all healthcare providers to use this document as the framework that itwas

intended to be andrecognize that once the current crisis is behind us, the broader review and

improvement of this document will take place, ensuring that this document hasthe support of the

Commonwealth s healthcare community .

We continue to thank and appreciate all our Commonwealth ' shealthcare providers , facilities and systems

in the work that you do each and every day to ensure A Healthy Pennsylvania for All.

Andrew Pickett

Director, Bureauof Emergency Preparedness and Response

PennsylvaniaDepartmentofHealth

Mark R. Ross
Vice President, EmergencyManagement
The Hospital& Healthsystem Association of Pennsylvania
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Quick Reference Resources : Centers for Disease Control and Prevention (CDC )

The followingresources are provided as quick reference tools and are current as of this update.
Guidelinesare frequently updated by the Centers for Disease Controland Prevention . To check for the
most recent information for healthcareprofessionals go to : https: / /www .cdc. gov / coronavirus / 2019
nCoV/hcp / index.htmlor Pennsylvania DepartmentofHealth PAHealth Alert Network (HAN) or by calling the
PA DepartmentofHealth 1-877-PA-HEALTH ( 1-877-724-3258 )

PersonsUnderInvestigation(PUI)

Interim Guidancefor PublicHealth PersonnelEvaluationPersonsUnderInvestigation (

Asymptomatic Close Contacts of Confirmed Cases at Their Homeor Non-HomeResidential Settings

Evaluating and ReportingPUIGuidance

Clinical Care

• Clinical CareGuidance

Disposition of Hospitalized Patients with COVID -2019

Inpatient Obstetric Healthcare Guidance

Infection Control

Guidance and Resources on Infection Control

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
Interim Guidance for Collection and Submission of Postmortem Specimens from Deceased
PersonsUnder Investigation (PUI) or COVID - 19 , February 2020

Supply ofPersonal Protective Equipment

• Guidance and Resourceson Healthcare Supply of Personal Protective Equipment

Strategies for Optimizing Supply ofPPE

Strategies for Optimizing Supply of N95 Respirators

Frequently Asked Questions About Respirators and Their Use

Home Care

• ImplementingHomeCare ofPeople Not Requiring Hospitalization

Preventing COVID - 19 from Spreading in Homes and Communities

Disposition ofNon-Hospitalized Patients with COVID -19

pg. 7



Additional References:

Wewould liketo take this opportunity to thank those thatwentbeforeus in developingPandemic and
CrisisStandardsof CarePlansthroughout the country. Theirwork was essentialin allowingusto develop
the PennsylvaniaPCSPC. The following documentswerekey to the endproduct you see today:

Arizona Departmentof Health, ArizonaCrisis StandardsofCare Plan: Comprehensiveand
Compassionate Response, February 2015

Biddison ELD, Gwon HS, Schoch -Spana M , et al. Scarce Resource Allocation During Disasters : A
Mixed-Method Community EngagementStudy. Chest 2018; 153:187-95.

• California Hospital Association, Emergency Preparedness: PreparingHospitals for Disasters.

Centers for Disease Control and Prevention , Community MitigationGuidelines to Prevent Pandemic
Influenza United States, 2017

CHEST Consensus http: //www .chestnet.org /Publications/CHEST -Publications/Guidelines
Consensus-Statements
Crisis Standards of Care, CHEST 2014; 146 (4 _ Suppl): - . ABBREVIATIONS: CCTL 5 CriticalCare
Team Leader; CHEST 5 American College of Chest Physicians, October 23, 2014 .

Daugherty Biddison EL , Faden R Gwon HS, et al. Too Many Patients... A Framework to Guide
StatewideAllocation ofScarce MechanicalVentilation During Disasters. Chest 2019 848-54.

EthicalGuidance for DisasterResponse, Specifically AroundCrisis Standardsof Care: A Systematic
Review, Leider et al. , AJPH Law and Ethics, Sept2017

Florida Department of Health , Pandemic Influenza : Triage and Scarce Resource Allocation

Guidelines V10 .5 , April 5 , 2011.

Guidelines for Crisis Standards of Care during Disasters, June 2013, American College of Emergency
PhysiciansACEPDisaster Preparedness and ResponseCommitteeWorkgroup. Leader: AmyKaji,

MD,MPH, FACEPWorkgroupMembers: BhaktiHansotiMDMilanaBoukhman,MD

Institute ofMedicine 2012. Crisis Standards of Care: A SystemsFramework for Catastrophic Disaster
Response: Volume 1: Introduction and CSC Framework . Washington, DC: The NationalAcademies
Press. https:/ /doi.org / 10 .17226/ 13351.

Johns Hopkins Center for Health Security , What USHospitals Should Do Now to Prepare for COVID
19 Pandemic , February, 2020
Kenneth V . Iserson , M . D.,MBA, FACEP, FAAEM Professor of Emergency Medicine Director, Arizona
Bioethics Program The University of Arizona, Tucson kvi @ u .arizona.edu
HardestDecisions-Resource Allocation -Ethical Justification part 1
Hardest Decisions-How To Ration Healthcare Resources part 2
Hardest Decisions-Who Allocates Scarce Healthcare Resources part 3

Minnesota Departmentof Health , Crisis Standards of Care

Nevada Division ofPublic and Behavioral Health , Developing a Standard of Healthcare During

Catastrophic Public Health Emergencies, Nevada Crisis Standards of Care ( CSC) Plan , June 2017

Oregon Crisis Care Guidance Current January , 2017

pg. 8



Pediatric Disaster Preparedness Guidelines for Hospitals , California HospitalAssociation

Rady Children ' s Hospital, Pediatric Surge Plan Documents ... Post- Disaster Reunification of Children :
A Nationwide Approach :National Consensus Conference , https :/ /www .rchsd .org /pedsurgeplan /

Stanford Hospitaland Clinics, Lucile Packard Children ' s Hospital, Template For Crisis Standards of
Care Plan Prepared for the CHA Disaster Planning, for California Hospitals Conference by Draft
October 15, 2012

Temporary Suspension orModification ofStatutes and Regulations in New York State During
Emergencies : A collaboration between Healthcare Association of New York and the Iroquois
Healthcare Association . August 2014

Utah Crisis Standards ofCareGuidelines, Version 2, June 2018 .

White DB, Katz MH Luce JM , Who should receive life support during a public health

emergency ? Using ethical principles to improve allocation decisions. Ann Intern Med 2009; 150 :132
8

Acknowledgments

Wewould like to thank the following Steering Committee for the Interim Pennsylvania Crisis Standards of

Care for Pandemic Guidelines as well as other committee members for their exceptional timeand effort on

this project:

RaphaelBarishansky, MS, MPH, CPM , DeputySecretaryofHealth Planningand Community

Preparedness, Pennsylvania DepartmentofHealth, CommitteeChair

Andrew Pickett, MS, BureauDirector, Public Health Preparedness, PennsylvaniaDepartmentof
Health

Mark Ross, Vice PresidentofEmergencyManagement, The HospitalandHealthsystem
AssociationofPennsylvania(HAP)

BryanWexler, MD MPH, FAAEM , FACEP, Director, Division of DisasterMedicineand

EmergencyManagement,WellSpan Health

RobertG . Shipp III, PhD , BSN, RN , NEA- BC Vice President Quality andPopulation Health, The
Hospital and Healthsystem Association ofPennsylvania (HAP

StevenAlles, MD,MS, MFA, Director, Disease Control, City ofPhiladelphiaDepartmentof

Public Health

Martin Raniowski,MPP, Executive Vice President, Pennsylvania MedicalSociety (PAMED)

Douglas Kupas,MD, EMT- P , FAEMS, FACEP, EMSMedical Director, Pennsylvania Department

of Health

Douglas B .White, MD,MAS Professor and Director, Program on Ethics and Decision Making
in Critical illness; University of Pittsburgh SchoolofMedicine

pg. 9



INTRODUCTION

pg. 10



Introduction

Disasterssuch as Hurricanes Katrina and Sandy,and the earthquake in Haiti, haveserved as vivid reminders

of the challenge of providinghealthcare when demand for healthcare services sharply rises and places

overwhelming demand on resourcesand medical staff, all in the midstof severe infrastructure damage.

Severe pandemic influenza, catastrophic terrorist incidents and other naturaldisasters have the potential

to place even greater demands on our healthcare system.

Catastrophiceventsoccur over a longer timeframeand are more widespread,such as a pandemic.For

example,an influenzapandemic can occur when a non-human (novel)influenza virus changes in such a

way that it can infect humans easily and spread easily fromperson to person.The outbreak would begin in

one or several locations and then grow,based on the speed and type of transmission.Viralpandemics tend

to come in waves of 4 to 6 weeks where numbersbegin small, grow to a peak and then level off again.

There is frequently at least one additionalwave of patients.

It is estimated that a pandemic of similar severity to the 1968 (H3N2 virus) flu would, find 38 million

needingmedical care, 1 millionhospitalizations,of which 200,000 would need ICU care in the United

States. Pennsylvaniahas 154 generalacute care hospitals comprisingof 34,416 licensed beds, of which

there are 3,947 ICU beds on a given day. The spread would allow for somepreparationfor a surge of

patients requiringhospitalizationand criticalcare, but because a pandemic would likely affect all states, the

possibility of federal assistance is severely limited.

Planning 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 equivalent, for as long

as possible. In catastrophic disasters, however, healthcare resources may become so scarce that re-
allocation decisions are needed, staff may have to practice outside of their normal scope of practice, and

the focus of patient care may need to switch to promoting benefits to the entire population over benefits

to individuals. In such crisis situations, strategies are necessary to avoid greater illness, injury, and death by

enabling more effective use of limited resources. In addition, the use of a fair, just, and equitable process

for making decisions about who should receive treatments that have limited availability, such as

ventilators, iscrucial.

The Institute of Medicine (IOM) has defined “Crisis Standards of Care” as 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. CSC guidelines are the

means to mount a response to an incident that far exceeds the usual health and medical capacity and

capabilities of a medical community. Medical care shifts from focusing on individuals to promoting the

thoughtful use of limited resources for the best possible health outcomes for the population as a whole.

Resources are shifted to patients for whom treatment would most likely be lifesaving and whose functional
outcome would most likely improve with treatment. Such patients should be given priority over those who

would likely die even with treatment and those who would likely survive without treatment.

pg. 11



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:

• Equipment and supplies will be in short supply and will need to be allocated to save the most lives.

• There will be an insufficient number of trained staff.

• Severe delays and backlogs in emergency and hospital care will likely exist.

• Treatment decisions may need to be based entirely on clinical judgment as other diagnostic tools
become inaccessible.

The Centers for Disease Control and Prevention utilizes a dual approach of containment and mitigation
strategies for slowing the spread and minimizing the impact on the community. Nonpharmaceutical
interventions (NPIs) include:

• Personal – Daily personal protective measures, including home isolation of illpersons, hand
hygiene

• Community – Social distancing measures, to keep sick away from uninfected, including school other
mass gathering measures

• Environmental – Surface cleaning and disinfectants

Purpose

The purposeof the InterimPennsylvaniaCrisisStandardsof Care for PandemicGuidelines(IPACSCPG)is to

providea framework for respondingto a catastrophicevent and the challengesitbringsto personnel,

resources,and treatment decisions. These guidelinesare to be implementedonly for disastersor

pandemicswhen numbersof seriously ill patientsgreatly surpassthe capability of availablecare capacity

and normalstandardsof care can no longer be maintained,and then only after a disaster declarationfrom

the Governor.

COVID-19 specifically presents an unusual challenge with limited data on its method of transmission,

morbidity, and mortality rates. It is unclear at this time how widespread and impactful a full scale

pandemic would be in this area. This document serves as a supplement to Emergency Operations Plans

(EOP) already in place at acute care facilities.

By acknowledgingthe grimreality that patientcare in the midst of catastrophe will beextremely limited,

we hope to foster additionalinitiativesin planning,education,and practiceby which we can do better in

our rolesas healthcareproviders,even in the face of such adversity.The IPACSCPGshould not be

considered a substitute for the good planning in Emergency Managementthat healthcareorganizations

havealready undertaken.It is intendedto serve as a guide to the rationalallocationof scarce resources

after other measures,such as resourcesparing and sharingstrategies,havebeen exhausted.

The Interim Pennsylvania Crisis Standards of Care for Pandemic Guidelines (IPACSCPG),consistent with the

principles of all-hazard preparedness, are applicable to any catastrophe in which the demand for patient

care greatly outweighs the supply of the resources needed. However, due to special circumstances that

some situations may create, we have included appendices that specifically address pandemics, scarce
pg. 12



resource strategies, emergency medical treatment and labor act (EMTALA),1135disaster waivers, and

mutual aid agreements.

EthicalFoundations

In the wake of a catastrophe, the need for healthcare professionals to care for patients will undoubtedly be
strained. However, it is necessary to strive to sustain the patient-provider relationship, ensuring that
patients are cared for in an ethical manner and mitigate potential misconceptions about the care they
receive. Duringan event with scarce resources, some patients may not be prioritized for all therapies, but
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 is based upon several
ethical principles that have been recognized as central to a just process:

Fairness – every hospital should attempt to be fair to all those who are affected by the disaster.

Consistency – these standards will be applied equitably across populations without regard to patient race,
gender, creed, color, sexual orientation, gender identity or expression, disability, ethnicity, religion,
socioeconomic status, or in violation of the Pennsylvania Human Relations Act (PHRA).

Proportionality – any alteration in the standard of care will be commensurate with the degree of
emergency and the degree of scarcity of any limited resources.

Transparency – the IPACSCPG was developed with input from the community and efforts will be made to
engage and educate our community about the IPACSCPG.

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

Additionally, research finds that certain issues need to be addressed within a crisis standards of care
framework. Specifically:

• State underlying justifications and norms to achieve fairness and equity

• Consider both broad and specific ethical issues, include scenario examples

• Establish expectations of duty to care and reciprocity, including obligations and support

• Select criteria for resource allocation

• Integrate both ethical and technical considers in plans

Pennsylvania Resources

At the time of implementationof the InterimPennsylvaniaCrisisStandardsof Care for PandemicGuidelines

(IPACSCPG),the PennsylvaniaEmergencyManagementAgency and/or PennsylvaniaDepartmentof Health

will have most likely establisheda DepartmentOperationsCenter (DOC).This center focuseson internal
agency incidentmanagementand response.DOCsare often establishedwithin the EmergencyOperations

Center (EOC) to optimize communicationchannels for local, regional,or statewideresponse. Health care

providersshould contact DOH at 1-877-PA-HEALTH(1-877-724-3258)or localhealthdepartmentsabout

possiblecasesof COVID-19.
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Figure2 : Map of Pennsylvaniawith location of 154GeneralAcuteCarehospitals
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A CONTINUUM OF CARE
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A Continuum ofCare

Three levels ofcare are definedby the Institute ofMedicine( ) and are thebasis for determining likely

levels of surge, resources, and staffing during a disaster. The following levelsare the basis for Crisis

Standardsof Care planning:

Conventionalcare: the demand for care is lessthan thesupply ofresources. Levelof care is consistentwith
daily practicesin the institution.

Contingencycare: the demandfor care surpasses conventionalresourceavailability, butit is possible to
maintain a functionally equivalentlevelof care by using contingencycare strategies. The facility's

EmergencyOperationsPlan is activated.

Crisis care: the demandfor care surpassesresource supply despite contingency care strategies. The normal
standardofcare cannotbemaintained.

Refer to Figure 4 on the following page formore information on defining thethree levels ofcare.

DeterminingtheAvailableLevelofCare

It is important to develop usefulindicatorsto recognize where the incidenthas placed thehealth care

system on the supply and demand curve , and then plan for triggers to alert thesystem tomove from

conventional to contingency and to crisis care, aswellas back again during the recovery phase.

A listof system -wide potential triggers that might require activation of the IPACSCPG would include:

• An event (or disease ) that affects a large portion of the state' s population and /or healthcare
resources

Lack ofor criticalshortage of essential equipment ormedicationssuch asmechanicalventilators,

oxygen , antibiotics, antiviralmedication or specific antidotes; vasopressorsor other critical care
medications; intravenous fluids orblood products ; operating room equipment, space and staff, and
hospital and /or ICU beds.

Lack of or critical shortage of critical infrastructure , such as power, water and communications ;
security to maintain the safety ofhealthcare providers and patients ; lack ofpersonal protective

equipment; lack of trained staff, and lack of or shortage of staff support (food, housing, water, etc. ).

In themidst of a crisis, there is a very real risk of providing a lower standard of care than is necessary under

the circumstances . Past experience , such as that ofMemorial Hospital in the aftermath of Hurricane

Katrina, has shown that it is common to exaggerate the severity of a situation when immersed in the
extreme stress of a crisis . The difficulties inherent in making informed decisions during a crisis situation
cannot be overemphasized . It is always difficult to understand where a single healthcare entity ison the

supply /demand curve at any given time,much less thehealthcare system as a whole. There willbe limited ,

or even inaccurate, information regarding the scale of a disaster , the current and future demand for patient
care services, and the current and future supply of resources.
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Continuum of Care Model

SITUATION Conventional Contingency Crisis

SURGE STATUS

Hospitals utilize

normalbed capacity.

Occasionaland
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are temporary andmay
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emergency
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temporarily reach
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beyondmaximum bed sufficienttomeetongoing

capacity. Emergency demand for care. Somepatients

Operations Plansare in needing care cannot be admitted
effect. Elective procedures to hospitals and instead willbe
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adding patients to occupied sites. Hospitals are adding

hospitalrooms and non patients to occupied hospital

patient care areas. rooms and non-patient care
Community healthcare areas. Community health care

facilities may be requested | facilities are operating beyond

to surge . Alternate care normal scope of practice.

sites may beopened.

RESOURCE LEVEL

Occasional , limited resources are

resource shortages may becoming scarce. Attempts

occur , typically ofnon - at conservation , reuse,

criticalsuppliesor adaptation, and

medications with substitution may be

substitution as the most performed.

common resource

sparing strategy.

Someor even many critical
resources are unavailable ,

potentially including hospital
beds, ventilators, and

medications. Critical resources
are re-allocated to help asmany

patients as possible .

STAFF

Usual staffing.

Hospitalstaff

absenteeism is not a

problem

Staff extension ( increased

patient /provider ratios,

expanded scopeof

practice). Hospitalstaff

absenteeism maybea

problem

Staffing levels at critical shortage .

Staff are operating outside normal

scopeofpractice and greatly

increased patient/providerratios.

staff absenteeism maybe

greater than 30 % .

Figure 4: Levels of care exist along a continuum asboth demand forhealthcareservices and supply of resources

changes over time.
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Medical Surge Strategies

There are four core strategies ( the Four D' s) to be employed(generallyin order of preference) during or in

anticipationof a scarce resource situation:

DevelopCare Capacity - Develop extra suppliesby stockpilinganddevelopingsupply chain

resiliency.

Delay Care - Delay care for less urgent conditions and focus on more emergent issues. Triage; delay

care for patients with less urgent issues. Delayed closure; delay closing wounds.Nurses or techs can

cleanse and dress the wound and instruct thepatient to return in 72 to 96 hours for suture closure .

Degrade Care - Early discharge of patients to lower levels of care to make space fornew patients.
Plan for alternate care sites . Expand the scope of practice for nurses through theuse of standing
orders . Reuse items after appropriate disinfection or sterilization . Substitute essentially equivalent
device, drug, or personnel for one that is more available (e .g .morphine for fentanyl). Adapt
equipment, drugs, or personnel that are not equivalentbutcan provide a similar level of care ( e. g .
anesthesia machine formechanical ventilation ). Conserve resources by using lower doses or
changing utilization practices (e . g .minimizing use of oxygen - driven nebulizers ).

Denialof Treatment Reallocate resources to those patients with a better prognosis or greater
need. Withdrawal of care.

Enhanced
Preparedness

ResourcesAvailability
Limited

Tepareciness
Demand for

Health Care

Services

Supply
Resources

Contingency /crisis
standard

Time

Figure 5 Through enhanced preparedness, wecan practice conventionaland contingency carfor asmuch ofthetime

that we are overwhelmedaspossible, tominimize the amountof time that CrisisStandardsof Care would be required.

Crisis StandardsofCare: A SystemsFramework for CatastrophicDisasterResponse
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Contingency Care Strategies

Thegoalof anyhospitalandhealthcare systemsshould beto remain in a stateofcontingency care for as

long asis possible and to avoid initiating Crisis StandardsofCare. Examples of strategies thatmaybe
consideredwhen conventionalcare is no longer sustainable and contingency care is needed includebutare

not limited to thefollowing:

Move - Move appropriate patients from critical care units to down units and stable
down ” patients to a general floor.Utilize a trained team of case managers and discharge planners to
work with the house supervisors in determining where patients can bemoved.
Early Discharge or Transfer Early discharge or transfer of appropriate patients to homeor long
term care facilities.
Expand - Expand patient care areas to include hospitalcorridors andhallways.

Rapid Admission Process Use of a rapid admission process to move appropriate patients from the
emergency department (ED ) to hospitalwards tomakemore room in the ED.

Withholding of Treatment More consistentwithholding of care that is either futile (any care that is
unlikely to bebeneficial) or unnecessary( anycarethathasunprovenbenefit). This includesreducing

the use of imagingandlaboratoryresourceswhen reasonable.

Prioritize Prioritize emergentprocedures and surgeries and postponenon-emergentand elective
procedures andsurgeries.

Cohort Appointments - Use either a temporalstrategy (sick visits atbeginningor end of the day) or
a differentphysicallocation for sick /well visits in the outpatientsetting.

Leverage Technology – Expandusage oftele -medicineand online evaluations forboth primary,
specialty, urgent, and emergent care. Thismayallow for further triage and efficientprovider usage

during timesof staff shortagewhile also decreasingexposure.

Documentation - Documentation should be increasingly focused on what isneeded for patient
care. Routinedocumentationpractices (especially redundantdocumentation in multiple sites) may
beminimized.

Checklists – Checklists or a “ short form ” medicalrecordmaybedeveloped to speed therecording
of criticalinformation, includingpertinentassessment, diagnosis andtreatment information, and
medications administered. Insteadofperforminganddocumentingroutineassessments, consider
only those assessmentsthatare essentialto monitorthat patients condition. Hard copy formsmay
bedeveloped and available in case of loss of computer, printer, or internet capabilities.

Expanded Staff Roles In the clinical setting, currentavailable staffmaybecomeinsufficient;
shortagesof specific types ofpractitionersmayrequire expanding the roles of others.Move
providers to areasneeding additionalresources, such asthe emergency departmentand/or critical
care . Expanded roles also should occur incrementally and only for as long asnecessary.
Those performing expanded roles shouldbe under thesupervision ofan experienced, licensedMD
or DO, APRN , RN or other person of appropriate disciplinefor the specific types of care, who
delegatesand directs a team ofhealthcareworkers and oversees a patientcaseload. Planning
should incorporate volunteerswho are partoftheMedicalReserveCorps(MRC) system and other
volunteers involved in organized effortsin thestate. All staff should receivetraining anddrilltheir
expanded roles, if possible. Staff and volunteersshould also receive just -in -timetrainingasneeded.
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ReduceNursingCareRequirements – Adjustmentsmayneed to bemade in the frequencyof

assessmentsand routinecare, e .g ., a diabeticpatienthavingfour glucometermeasurementseach

day mayhave them donetwice a day, vital signsmaybe taken only twice a day for stable patients. If
possible, rely onpatientfamilies for patienthygieneand feeding assistancewheneverpossible.
Specific treatmentsor interventionsthat are scheduled to be administered on a regularbasismay

havethe intervalbetween them extended. For example, if a patientis scheduled to have respiratory
nebulizer treatments every six hours, the treatmentsmaybereduced to every eighthours if
tolerated. Sometreatments or interventionsmaybe discontinuedcompletely if thepotentialharm
to the patientisminimal, if there is an absolute lackofstaff to perform the task or if no equipment

is available. Decision-makersshould striveto preserveequity between needsofpatients.

Modification of Consent/Refusal Process - During a prolonged emergency situation , some of these
requirements may need to bemodified, or if there is not sufficient time to obtain the informed
consent / refusal from a person authorized to make healthcare decisions for the patient, e .g . next -of
kin .Make certain that appropriate numbers ofhard copies of these documents are available in case
of computer or printer failure .

Infection Control Standards – Change infection control standards to permit group isolation for

confirmed cases of COVID - 19 rather than single person isolation units.

Family Support Center – Change privacy and confidentiality protection procedures temporarily to
allow for the establishment and activation of a Family Support Center. During a pandemic , visitation
to thehospitalmaynotbe feasible or advised. The Center willhave the responsibility of confirming

the identification of the relative, conducting updates and staging virtual visits if possible .

Focuson Proven MedicalInterventions - Increased focus on proven medicalinterventions and
therapies that providesignificant benefit,while foregoing those interventions lacking clear evidence
ofbenefit.

Preserve oxygen capacity.

Communicate with HAP regionalemergency management representatives and other facilitiesboth
within the region and outside for assistance in accepting patients, as well as sharing staffing,

pharmaceuticals andnecessary equipment.

Attempt to with Regulatory Requirements - While difficult , facilitiesmaymake every
attempt to comply with regulatory requirements during a prolonged public health emergency and
to documentsuch attempts contemporaneously . If it is not possible, the efforts should be
documented. When no longer able to comply , facilities should utilize theprocess for requesting
emergencymodifications and suspensionsofregulatory requirementsfrom both stateand federal
regulatory agencies ( e. g., Health Insurance Portability and Accountability Act (HIPAA) provisionsof
the Emergency MedicalTreatment and Labor Act (EMTALA ), staffing ratios, scopeofpractice
restrictions).
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CrisisCareStrategies

Examples of strategies that may be considered when contingency care is no longer sustainable, and the
IPACSCPG is in effect, include,but are not limited to:

• The contingency care strategies previously listed.

• Ensure facility security by restricting access to the facility to only one or two entrances.

• Other access points should be locked and guarded. Access to the emergency department should
also be restricted and uniformed police presence should be in place, if at all possible.

• Create patient care areas in pre-designated locations, such as the hospital cafeteria(s), radiology
suites, corridors, atrium, athletic centers or research buildings.

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

• Create alternate care sites by requesting local, regional, state and/or federal response assets (such
as Pennsylvania Surge Medical Assistance Teams, Disaster Medical Assistance Teams, Medical
Reserve Corps) to be deployed.

• More drastic changes to scope of practice may be needed, requiring healthcare staff to take on
expanded roles, and function outside their specialties.

• 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 or temporary basis.

• Increased withholding of treatment and exclusive focus on medical interventions and therapies that
have proven and significant benefit, while foregoing interventions and therapies that lack clear evidence of
benefit or have high resource utilization.

• 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 accepted triage guidelines and use of the Crisis Triage Officer or Committee

Transferring Patients to Other Healthcare Facilities

Ina pandemicsituation,other local facilitieswill likely be in the sameoverloadedsituationthat your facility

is facing,and they will rarelybeable to accept transfers.Ambulanceavailability may also beimpactedby

theevent.

In the normal course of care delivery, many hospitals do not regularly care for certain populations (burn or

pediatric patients)and would normally transfer such patients out of their facility to a higher level of care. A

disaster situation may necessitate keepingpatients not normally cared for at a specific facility, despite the

high level of stress this would place on any system. Planningfor potentialsituations where providers would
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have to practice outside their normal scope and comfort area includes an assessment of hospitaland staff

capabilities and providingguidance for surge situations. Such guidance should include a robust plan of how,

where and what a surge would entail,what would be expected of staff members as well as potentially

augmenting their capabilities through “just in time” training assets.

SmallerHospitalsandthe IPACSCPG

Smaller hospitals,especially those in ruralareas, are faced with limited resourcesand support fromother

agencies.Challengesincludemoredistant localpublic health departments,limited technology,a greater

reliance on volunteers, limitedmedicaltransport unitsand greater distancesfrom tertiary care facilities. As

a result, advanceplanningfor medicalsurgeand allocation of scarce resourcesis critical. Furthermore,

these facilities should recognize and plan for their potentialrole in caringfor populations they might not

normally treat, such as pediatric,obstetric,or critical care patients.

A scalable plan,similar to what has been discussed in this document, should be developed to meet the

needs of the individual facility. It is understood that most ruralhospitals do not have the staffing capacity

to fill all the positions suggested in the Hospital Incident Command System (HICS) plans or an Emergency

Operations Center.

Therefore, it would be reasonable for hospital leadership to look to different healthcareresources in the

community to fill those vacancies.

The hospitalmay look to private or retired healthcareproviders (with notificationwell in advance of an

event), such as local pediatriciansor internalmedicinephysicians, to help guide decisions in their area of

expertise.Community religiousleaders might meet someof the needsnormally falling to hospital-

employed ethicistsand pastoralcare. Itwill be up to each hospital’sexecutive committee,as well as risk

management,to determinethe rolescommunity resourcescould fulfillwithin their facility.

Furthermore,it will beadvantageousfor allhospitalsto actively participate in Pennsylvania’sestablished

RegionalHealthcareCoalitions.This will ensure consistentdecision-makingin allareasof the Region as well

as decrease the burden of dual functioning roleson staff fromthe affected hospitals.This type of

committee could consist of representationfrom area healthcarepersonnel, long-termcare and pediatrics.

Integrationof facility plans into the regionalemergency operationsand responseguidelineswill occur

duringtimes of scarce medicalresources.

The Hospitaland HealthsystemAssociationof Pennsylvaniaworks under contractfromthe Departmentof

Healthto coordinateand overseethese regionalcoalitions.Figure6 showsthe healthcarecoalitionsacross

Pennsylvania.
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Pennsylvania Regional Healthcare Coalitions

Northern Tier

HealthcareCoalition

North Central
Healthcare Coalition

North East

Healthcare
Coalition

East Central
Healthcare

Coalition

Healthcare Coalition

of Southwestern
Pennsylvania Keystone

althcare Coalition

Southeastern
Pennsylvania
Healthcare
Coalition

Figure6 : Pennsylvania RegionalHealthcare Coalitions
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Crisis Triage Officer Team

Under the Crisis Standards of Care Guidelines, the focus ofmedical care will shift from the individual

patient to promoting the thoughtful use of limited resources for thebest possible health outcomeof the
population as a whole. Resources are directed to patients forwhom treatment would most likely be
lifesaving and whose functional outcome would most likely improve with treatment . Such patients should

be given priority over those who will likely die even with treatment and those who will likely survive
without treatment .

Because this change represents a significant paradigm shift in how we normally care for patients and
prioritize treatments , itis important that Crisis Triage Officers (CTOs) be identified beforehand from among
the facility ' smedical staff. These physicians should be familiar with the concepts of disaster operations
specific to the incident, and should include trauma surgeons, intensive care physicians, emergency

physicians, infectious disease and /or internists with extensive hospital experience .Whenever possible ,
CTOs should be identified ahead of time so that they can receive training in mass casualty triage, ethics,

communications , incident management , and crisis resource management .

During an incident in which Crisis Standards are implemented , these CTOs should notbe involved in the
care of individual patients , butinstead will be implementing the CSC Guidelines at the hospital levelby

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 Incident Command System (HICS ). Senior
House Nursing Supervisors should also be identified to oversee the bed availability and patient placement

and work closely with the Operations Section Chief and the CTOS.

Dependingon the numberofCTOsavailable, (whichmaybedependent on thesize of thefacility and scope
of the incident) a CTO may beworkingindependently, or preferablyas a smallgroupof 2-4 , which willbe

termed the Crisis Triage OfficerTeam (CTOT). When thereareadequatepersonnelresources, additional

membersfor this CTOTmayincludeother physiciansornursingsupervisors. For the purposesofthis
document, the CTO and CTOT can beused interchangeablyas theyrepresentthe samerole.

Each hospitalmustbe prepared to receive patients from EMS well as those that self -present, and match

patients to their appropriate treatmentaccording to need and likelihoodofbenefit. Initialtreatmentmay

includeresuscitation, operativemanagement, criticalcare, inpatientcare, wound care, etc. This sorting will

likelybebest accomplishedby an experienced team ofproviders, such as emergency doctors andnurses,

andtrauma physiciansand advanced practice clinicians. Thegreaterfocus should bebeyondmerely

categorizingpatients based on acuity, and instead every attemptshould bemade to match patientneed to
resources.

The CTO or CTOT will review allpatients forwhom those patients ' individual providers (treating physicians )
have requested a limited and critical resource (such as ICU admission , ventilator support , or surgical care )

to determine which patients will receive the highest priority for receiving those limited resources. In

addition , the CTO or CTOT will review patients currently receiving critical resources to assess ongoing need

for and priority in receiving those resources.
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The CTO has the ultimate responsibility and authority for making thatdecision . The CTO will communicate

the triage decisions to the treating physician . When possible the triage officer and the treating physician

should inform patients andfamily members of the triage decision .

The CTO process has three components:

1. Inclusion criteria : These criteria attempt to identify patients who may bemore likely to benefit from
admission to critical care and primarily focuses on respiratory failure .

2. A patientprioritization tool

3 . Criteria for withdrawal of critical care

Crisis Triage Officer Training

A successfulCTO would need both clinicalexperience in fields such asemergencymedicine, traumasurgery

and critical care aswell as advanced training in issuespertinentto crisis care situations, such as allocation

of scarceresources, triage decision guidelines, ethics andlegalissues.

Train PA educationalplatform . The Pennsylvania EmergencyManagementAgency (PEMA and

Pennsylvania DepartmentofHealthhavepartneredwith the PublicHealth Foundation(PHF) to offer

training for emergencyresponse. Someofthecurrentcourses available include:

• Disaster Triage for Epidemics 1012019

Introduction to Triage andPublicHealth: HealthcareResponseto Disaster (Podcast) 1012865

PrepTalks: Triage, Ethics and Operations - healthcare Emergency Preparedness and Response ID

1081426

PersonalProtectiveEquipmentfor COVID- 19 ID 1090274

Train PA can be accessed via the following link: https: / / train.org / pa /
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Implementation of Triage Guidelines

Theheterogeneityofdisastersdictatesthat while the IPACSCPG providesguidance in allocation oflimited

resources, providerswillneed to havesomeflexibilityin implementation of this guidance. Physician

judgementat individualfacilities, coupled with incident-specific guidance from local and state health

departments, willbenecessary for effectiveimplementation ofthe IPACSCPG . It is meantto promptthe

provider to carefully consider treatment allocation decisionswhen resourcescarcity exists .

Pandemic Implementation - The following assumptions were madewhen the Pandemic Influenza

Guidelineswere developed:

• There are not enough beds to accommodate allpatients needinghospital admission, and not

enough ventilators to accommodate allpatients with respiratory failure .

There is a need for socialdistancing andpatient isolation.
Mostpatientscan be treated athome.

Comfort care should beprovided outsideof the hospitalsetting.

Influenza patientseither requiresupportivecare or ventilator assistance.

Therefore, theplanwasdesignedto providea framework to fairly allocate scarcemedicalresources.

Under the Crisis Standardsof CareGuidelines, each facility should evaluatetheir facility's resource
availability and, in consultation with their Local and StateHealth Department, consider implementing

Criteria to restricthospitaladmission. Use of a patientprioritization toolmaybenecessary to constrain

admission/ transfer to critical care units.

Patients arrivingat thehospital, by privatemeansor EMS, should first be triagedusing a START,
SALTorJumpSTARTtriage system .

Patients triaged as Black orGreen should beplaced in separate areasaway from themain
treatmentarea (eitherwithin the hospitalor anotherlocation) for care.

Red and Yellow patientsshould receive initialstabilization.

The Patient Prioritization Tool is to be used for patient prioritization . If the patient issuffering from

major burns, include the Burn Triage Decision Table in your decision -making .

Taking into consideration theresourcesimmediately available ( surgicalequipment, surgeons
etc.), surgicalpatients should be re-triaged to determinepriority for surgery.

Patients determined to requirepost-operative ICU care shouldbe triaged using the IPACSCPG and
included in the ICU priority of admission list.

Taking into consideration theresourcesimmediately available (ICU beds, staffingventilators, etc.),
patients requiringICU care should bere- triaged, usingthe IPACSCPG , to determinepriority for
admission to the ICU or other availablebeds.

As stated in the Crisis Triage Officers section, the CTO process has three components:

o Inclusion criteria: These criteria attemptto identify patientswho require criticalcare for either
ventilator or vasopressor support.

prioritization tool: Theprioritization tool is a multi-principlepriority score that assignspriority
to individualpatients based on their likelihood of survivalto hospitaldischargewith criticalcare
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( e. g ., the sequential organ failure assessment ( SOFA ) score ) and presence of life-limiting

comorbidities, as typically used in thePandemic Influenza plans.

o Criteria for withdrawalof critical care

Adult Triage Guidelines ( over age 14)

Step 1: Determine if the Patient Meets Inclusion Criteria for Critical Care: Patients being considered for

critical care should have one of the following :

1. Requirementfor invasive ventilatory support

a . Refractoryhypoxemia( < 90% on non-rebreathermaskorFIO2 > 0. 85) or Respiratory

acidosis (pH < 7 .2).

b. Clinical evidenceof impendingrespiratoryfailure .
C . Inability to protect ormaintain airway.

2 . Hypotension with clinical evidence of shock * *

a. Refractory to volume resuscitation and requiring vasopressor or inotrope support that cannot
bemanagedin a ward setting.

*Hypotension = SystolicBP < 90 mm Hg or relativehypotension

* * ClinicalEvidenceof Shock = Alteredlevelofconsciousness, decreasedurineoutput, or other evidenceof

end-stage organ failure.

/ ratio: SpO2 = Percentsaturation ofhemoglobin with oxygen asmeasuredby a pulse oximeter

and expressed as % (e.g. , 95 % ); FIO2 = Fraction of inspired oxygen; e .g ., ambient air is 0 .21Example: if

=95% and FIO2= 0 .21,the SpO2/ ratio is calculated as 95 /0 .21 452

Step 2: Calculate the ' s Priority Score Using thePatientPrioritization Tool

The scoring system applies to allpatients presentingwith criticalillness,notsimply those with the disease

or disorders thatarise from the publichealth emergency. For example, in the settingofa severe pandemic,

thosepatientswith respiratoryfailure from illnessesnot caused by thepandemic illness will also be subject

to theallocation framework.

Ethicalgoalofthe allocation framework: Consistentwith accepted standardsduringpublichealth
emergencies, the primary goalof the allocation framework is to maximizebenefitto populationsof

patients, often expressedasdoing the greatest good for the greatestnumber.

This allocation framework is based primarily on two considerations : 1) saving themost lives ; and 2)
saving themost life-years . Patients who are more likely to survive with intensive care are prioritized over

patients who are less likely to survive with intensive care. Patients who do nothave serious comorbid
illness are given priority over those who have illnesses that limit their life expectancy . As summarized in

Table 1, the Sequential Organ Failure Assessment (SOFA ) score or another validated predictive tool

should be used to characterize patients' prognosis for hospital survival. The presence of life - limiting
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comorbid conditionsis used to characterizepatients' longer- term prognosis.

For example , patients are assigned from 1to 4 points according to the patient' s total calculated SOFA

score (range -24). They are assigned points for the presence of comorbid conditions ( 2 points for major

life- limiting comorbidities , 4 points for severely life-limiting comorbidities (Table 2 )). These points are
then added together to produce a total raw priority score, which ranges from 1to 8 . Lower scores

indicate higher likelihood to benefit from criticalcare; priority willbegiven to those with lower scores .

Table 1. PatientPrioritizationToolto Allocate CriticalCare/ VentilatorsDuring a PublicHealth Emergency

Principle Specification PointSystem *

12

1

Savethe Prognosisfor SOFAscore SOFAscore SOFA SOFA

mostlives short- term < 6 - 8 score 9 - 11

survival (SOFA
score*)

Savethe Prognosisfor Major Severely life
most life long-term comorbid limiting

years survival conditions conditions;

(medical with death likely

assessment of substantial within 1 year

comorbid impact on

conditions) long - term

survival

* SOFA = Sequential Organ Failure Assessment , which is used as an example ofhow to integrate an objective measure of
acute severity ofillness .

* * Persons with the lowest cumulative score would be given the highest priority to receive mechanical ventilation and

critical care services.

Table 2. Examples ofMajor Comorbidities and Life Limiting Comorbidities

Examples of Major comorbidities (associated ExamplesofSeverely Life LimitingComorbidities

with significantlydecreasedlong-term survival) (associatedwith survival< 1 year)

ModerateAlzheimer' s diseaseor related
dementia

Malignancy with a < 10 year expected
survival

New York HeartAssociation (NYHA) Class
heart failure

Moderately severe chronic lung disease
( . g. COPD, IPF)

End stage renal disease

Severe, inoperablemulti-vesselCAD

Severe Alzheimer ' s disease or related

dementia

Metastatic cancer receivingonly palliative
treatments

New York Heart Association (NYHA) Class IV
heart failure

Severe chronic lung disease with FEV1 < 25 %
predicted, TLC < 60 % predicted, or baseline

< 55mm Hg

Cirrhosis with MELD score

Other scoring considerations:

1. Pregnancy. Pregnantpatientswillbeassigned a priority scorebasedon thesameframework

used for non-pregnantpatients. If a pregnantpatientat orbeyondusualstandardsfor fetalviability,
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the patient will be given a two-point reduction in her priority score (e.g., from a raw patient

prioritization score of 5 to 3).

2. Giving heightened priority to those who are central to the public health response. Individuals

who are engaged in tasks that are vital to the public health response, including all those whose work

directly supports the provision of acute care to others, should be given heightened priority. This can

be operationalized by subtracting one point from the priority score of critical workers (e.g., from a

raw patient prioritization score of 5 to 4). This category should be broadly construed to include
those individuals who play a critical role in the chain of treating patients and maintaining societal

order. Importantly, it would not be appropriate to prioritize front-line physicians and not prioritize

other front-line clinicians (e.g. paramedics, nurses and respiratory therapists) and other key

personnel (e.g., the maintenance staff that disinfects hospital rooms). Justifications for this

prioritization include saving public health responders so 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. Categorical exclusion criteria: A central feature of this allocation framework is that it avoids the

use of categorical exclusion criteria to indicate individuals who should not have access to critical

care services under any circumstances during a public health emergency. Categorical exclusion may

be interpreted by the public to mean that some groups are “not worth saving,” leading to

perceptions of unfairness. In a public health emergency, public trust will be essential to ensure

compliance with restrictive measures. Thus, an allocation system should make clear that all
individuals are “worth saving.” We strive to accomplish this by keeping all patients who would

receive mechanical ventilation during routine clinical circumstances eligible, and allowing the

availability of ventilators to determine how many eligible patients receive it.It should be noted that

there are some conditions that lead to immediate or near-immediate death despite aggressive

therapy such that during routine clinical circumstances clinicians do not provide critical care services

(e.g., cardiac arrest unresponsive to appropriate ACLS, overwhelming traumatic injuries, massive
intracranial bleeds, intractable shock). During a public health emergency, clinicians should still make

clinical judgments about the appropriateness of critical care using the same criteria they use during

normal clinical practice.

It is accepted that this IPACSCPGPatient Prioritization Tool is not perfect. It is hoped that it fosters

both dialogue and further research to develop and validate objective resourceallocation tools in the

future. However, should a massive disaster occur today, the membersof this committeebelieve

clinicians can be assured usingthis matrix, as it was developed and approved by knowledgeable

clinicians and ethicists with extensive experience in public health emergencies.

Step 3: Assign patients to color-coded priority groups

Once a patient’s priority score is calculated using the patient prioritization tool described in Table 2,
each patient should be assigned to a color-coded triage priority group, which should be noted clearly
on their chart/EHR (Table 3). This color-coded assignment of priority groups is designed to allow
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triage officersto createoperationallyclear prioritygroupsto receivecriticalcare resources. For

example,individualsin thered group have the best chanceto benefit fromcriticalcare interventions
and shouldthereforereceivepriorityover all other groupsin the face of scarcity.The orangegroup

hasintermediatepriorityand shouldreceivecriticalcare resourcesif thereare availableresources
after all patientsin the redgroup havebeenallocatedcriticalcare resources.The yellow group has

lowestpriorityand shouldreceivecriticalcare resourcesif there are availableresourcesafter all
patientsin the redand orangegroupshavebeenallocatedcriticalcare resources.

Itis importantto notethat all patientswill be eligibleto receivecriticalcare beds and servicesregardless
of their priorityscore.The availabilityof criticalcare resourceswilldeterminehowmany eligiblepatients
will receivecriticalcare.Patientswho are not able to receivecriticalcare/ventilationwill receivemedical

carethat includesintensivesymptommanagementand psychosocialsupport.They shouldbe reassessed
daily to determineifchangesin resourceavailabilityor their clinicalstatuswarrantprovisionof critical

careservices. Whereavailable,specialistpalliativecare teamswill be availablefor consultation.Where
palliativecarespecialistsare notavailable,the treatingclinicalteamsshould provideprimarypalliative

care.

Resolving“ties” in priority scores betweenpatients.In theevent that there are ‘ties’ in priority

scoresbetweenpatientsand not enough critical care resourcesfor allpatientswithintheprioritized

group,life-cycleconsiderationsshouldbeused as the first tiebreaker,with prioritygoingto younger
patients.We recommendthe followingcategories,which roughlycorrespondto major life stages

(age12-40,age 41-60; age 61-75;older than age75). The ethicaljustificationfor usingthe lifecycle

principleas a tiebreaker is that it is a valuablegoalto give individualsequal opportunityto pass
through thestages of life—childhood,young adulthood,middleage, and old age.The justification

for thisprincipledoesnotrely on considerationsof one’s intrinsicworth or social utility.Rather,

youngerindividualsreceiveprioritybecausethey havehad the least opportunityto live through
life’sstages.There is a precedentfor incorporatinglife-cycleconsiderationsinto pandemicplanning.

The U.S.Departmentof Healthand HumanServices’plan to allocatevaccines and antiviralsduring

an influenzapandemicprioritizesinfantsand childrenover adults.Empiricaldata suggest that, when
individualsare asked to consider situationsof absolutescarcity of lifesustainingresources,most

believeyounger patientsshouldbeprioritizedover older ones. Publicengagementabout allocation
of criticalcare resourcesduringan emergencyalso supports the use of the lifecycleprinciplefor

allocationdecisions.The moralargument in favor of life-cycle–basedallocation is as follows: “It is

alwaysa misfortuneto die . . . it is both a misfortuneand a tragedy [for life] to be cut off

prematurely.”

If there are still ties after using the tiebreaker based on life cycle considerations, the raw score on

the patient prioritization score should be used as a tiebreaker, with priority going to the patient with

the lower raw score (e.g. a patient with a raw prioritization score of 1 should receive priority over a

patient with a score of 3).

If there are still ties after these two tiebreakers are applied, a lottery (i.e., random allocation)should

be used to break the ties.

pg. 32



Step 4: Make daily determinationof how manyprioritygroupscan receive criticalcare resources

Hospital leadersand triage officers should makedeterminationstwice daily, or more frequently if
needed,about howmany priority groups will have accessto criticalcare services.These

determinationsshould be based on real-timeknowledgeof the degree of scarcity of the criticalcare

resources,as well as informationabout the predictedvolume of newcases that will bepresentingfor
care over the near-term(severaldays).For example,if there is clear evidencethat there is imminent

shortage of criticalcare resources(i.e,few ventilatorsavailable and large numbersof newpatients

daily),only patientsin the highest priority group (Red group)should receivethe scarce critical care
resource. As scarcity subsides,morepriority groups(e.g., first Orange group, then Yellow group)

should have access to critical care interventions.

Criteria for Patient Prioritization and Withdrawal of Critical Care

The purpose of this section is to describe the process the triage committee should use to conduct

reassessments on patients who are receiving critical care services, in order to determine whether

he/she continues with the treatment.

Ethicalgoal of reassessments of patients who are receiving critical care services

The ethical justification for such reassessment is that, in a public health emergency when there are

not enough critical care resources for all, the goal of maximizing population outcomes would be

jeopardized if patients who were determined to be unlikely to survive were allowed indefinite use of

scarce critical care services. In addition, periodic reassessments lessen the chance that arbitrary

Table 3. AssigningPatients to Color-coded PriorityGroups

Level of Priority and Code Color Priority score from Multi-principle Scoring

System

ORANGE

Intermediate priority

(reassess as needed)

YELLOW

Lowest priority

(reassess as needed)

RED

Highestpriority

Priority score 1-3

Priority score 4-5

Priority score 6-8
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considerations,such as when an individualdevelopscritical illness,undulyaffect patients’access to

treatment.

Approach to reassessment

All patients who are allocated critical care services will beallowed a therapeutic trialof a duration to

be determined by the clinical characteristicsof the disease. The decision about trial duration will
ideally be made as early in the public health emergency as possible,when data becomes available

about the naturalhistory of the disease. The trial duration should be modified as appropriate if

subsequent data emerges which suggests the trial duration should be longer or shorter.

The triage committeewill conduct periodic reassessmentsof patientsreceivingcritical

care/ventilation.Theseassessmentswill involvere-calculatingSOFA scores,or other mortality
predictivetool used,and consultingwith the treatingclinicalteamregardingthe patient’sclinical

trajectory.The assessmentswill necessarily involve the exercise of clinical judgment.Patients
showingimprovementwill continue with criticalcare/ventilationuntil the next assessment.If there

are patientsin the queue for critical care services, then patientswho upon reassessmentshow

substantialclinicaldeterioration as evidencedby worseningSOFA scores or overall clinical judgment

should not receive ongoingcriticalcare/ventilation.Although patientsshould generally be given the
fulldurationof a trial, if patients experience a precipitousdecline or a highly morbidcomplication

which portends a very poorprognosis(e.g.,refractoryshock and DIC, massivestroke)the triage team
may make a decision before the completionof the specified trial length that the patient is no longer

eligible for critical care treatment

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

intensive symptom management and psychosocial support. Where available, specialist palliative care

teams will be available for consultation.
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PatientPrioritizationModel
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Pediatric Triage Guidelines ( Patients age 14 or younger )

Inclusion criteria forpediatric patientsdiffer inimportantways from the adult criteria and are listedbelow .

Although the contentof thepatientprioritizationtool is different from thatfor adults, the steps of the

prioritization process are the sameas described above for adults. Below are noted severalimportant

differences, includingthe contentof thepatientprioritizationtool.

Inclusion Criteria

Applies to allpatients except those infantsnot yet discharged from theNICU.

Patients must have at least oneofthe following Inclusion Criteria

1. Requirement for invasive ventilatory support
a. Refractory hypoxemia ( 90 % on non -rebreather mask or FIO2 > 0 .85 )

b Respiratory acidosis (pH < 7 .2 ).

C . Clinical evidence of impending respiratory failure.

d. Inability to protect ormaintain airway.

2 . Hypotension * with clinical evidence ofshock* *

Refractory to volume resuscitation and requiring vasopressor or inotrope support that cannot bemanaged
in a ward setting.

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

* * Clinical Evidence of Shock Altered level of consciousness , decreased urineoutput , or other evidence of

end -stage organ failure.

Table 4 . PatientPrioritizationToolto Allocate CriticalCare/ VentilatorsDuringa PublicHealth Emergency

Principle Specification Point System *

1 2 4

Save the Prognosis for PELOD - 2 PELOD - 2 PELOD- 2 PELOD- 2

mostlives short term score < 12 score 12- 13 score 14 score

survival (PELOD 16

2 score)
Save the Prognosisfor Major Severely life
most life long-term comorbid limiting

years survival conditions conditions;

(medical with death likely

assessmentof substantial within 1year
comorbid impacton

conditions) long-term

survival

PELOD Pediatric logisticorgan dysfunction
* Personswith thelowestcumulative score wouldbe given the highestpriority to receivemechanicalventilation and critical

care services.
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Other Considerations

Newborns with low survivability (< 20 % ) even after lengthy critical care stays (e . g . extreme preterm
infants with very low birth weights) may undergo routine Neonatal Resuscitation Program (NRP);
however, in the eventof scarcity ofNICU beds, these newbornswould notbe candidates for

continued aggressive resuscitation and support , to include prolonged intubation and ventilator
support .

The use of ECMO willbedecided on an individual basis by the Crisis Triage Officer (with input from
the attending physician , and ECMO Medical Directors) based on prognosis, suspected duration of
ECMO 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.

Criteria for PatientPrioritization andWithdrawalof CriticalCare

There is a relative paucity of empirical research on strategies to identify, in real-time, pediatric patients

who are unlikely to benefit from ongoing ICU treatment. Therefore , use of serial PELOD -2 scores for this

purpose should be used caution . The assessments willnecessarily involve the exercise of clinical

judgment. Patients showing improvement will continue with critical care /ventilation until the next
assessment . If 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

a highly morbid complication which portends a very poorprognosis (e .g., refractory shock and massive

intracerebralbleed) the triage team may make a decision before the completion ofthe specified trial

length that the patient is no longer eligible for critical care treatment. If possible such decisions should be
made in consultation with a pediatric critical care expert .
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TERMINATION OF CRISIS STANDARDSOF CARE
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Termination of Crisis StandardsofCare

As the severity of an event subsides, the scarcity of certain resources may be resolved at different times

(e.g. critical carebeds may be available, butventilators may remain scarce). Each institution should apply
the hospital triage plan based on the availability (or lack thereof)ofresources during daily assessments .

When resources are no longer scarce, termination of Crisis Standards of Care should occur, and the

Pennsylvania Department ofHealth should be notified by the institution . Facilities should strive to return to
Contingency or Conventional standards of care as quickly as possible .
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COMMUNITYPARTNERSIN THE CRISIS STANDARDSOF CARE

GUIDELINES
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CommunityPartnersinthe CrisisStandardsof CareGuidelines:

Rolesand Obligations

Every individual, institution, and business within the Commonwealth of Pennsylvania has a role in

supporting our resiliency.

PennsylvaniaResidents

Individuals must maximize their own preparedness to the best of their ability and means. We need to let

our residents know that our medical care system may be unable to take care of every need in a timely

fashion. People may need to take care of their own families and neighbors to the best of their abilities.

Resident preparedness cannot stop at just having a “72-hour kit”,but should include CERT (Citizens

Emergency Response Training) education and enough first aid training that some individuals in the

community could care for minor injuries themselves. Individuals going to a hospital for treatment should be

prepared for extended wait times and differing levels of care from what they are used to receiving on a

normal day.

Communities

Community preparedness must include methods of ensuring care for vulnerable and special needs

populations. Some of the methods available for this include 211referrals, Special Needs Registries

(available through local emergency management) and local church preparedness organizations.

Casualty Collection Points,such as fire stations, pointsof dispensing(PODS), or CERT GatheringPoints,

need to bepre-determined and advertised beforehandso that communities and EMSagenciesare familiar

with their locations.Field triage can then be conducted there, and the patients allocated and transported

as appropriate, thereby reducingstrain on overwhelmed EMSagencies and hospitals.

Ambulatory Healthcare Services

Outpatienthealthcareentitiesshould haveplansto continue to see patientsand thus reducethe demand

for care at hospitals.This should includeprivatephysicians,clinics,urgentcare centersand pharmacies.

Each entity should take the opportunity to becomebetter trained in disaster life support methodsand

determinewhat their role will be in a disaster situationand educatetheir personnel.

Makingthese decisions in advance is essential, as history has shown that medical professionalswithout a

distinct plan and role to play are less effective participants as they could be. Just as homes should have72-

hour kits, it is essential for ambulatory healthcareservices to be prepared with education,additional

medicalsuppliesand food and water support for their employees.

Pharmacies

As a community partner,pharmaciescould take a significantpatient load from hospitalemergency
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departments by beingwilling and able to work with patients who have lost or run out of prescriptions for

chronic conditions.Act 8 of 2018, Emergency Prescription RefillBill allows:

Public Health and Government

Public health emergency preparednessplanningcan foster efforts to eliminate scarcity through the

implementation of consistent and coordinated plans to share, stockpile, and estimate needed resources in

advance of a predictablepublic health emergency scenario. Additional strategies may include sharing

resourceswith other entities and possibly transferring patients to other settings that will have access to

adequate resources.

Plannersshould anticipate, to the degree possible, the types of healthcareneeds and resource shortfalls

that will occur and identify policy and operationaladjustments that will be needed in response.

Hospitals

All hospitals and acute care facilities are required by law to have emergency preparedness plans.These

plans currently detail medical surge, evacuation, isolation and other plans specific to each facility’s Hazard

Vulnerability Assessment (HVA).Hospitals must consider the following as part of their catastrophic

planning:

Hospital Command Center – In addition to activation of the HospitalIncident Command Systemand
Emergency Operations Center for overallcoordination of response activity, hospitalsshould consider
additional tasks that will likely arise, including(but not limited to):

• Develop a well-trained group of case managersor discharge planners to assist indetermining

• Pharmacistsarepermittedto dispenseup to 30 days emergencysupply with certainconditions,

such as drugnot availablein 72-hoursupply,not a controlledsubstance,and essentialto maintain

life.

• Assess regionaland state surge capacity (beds, ventilators,etc.) to meet expected needs.

• Createproceduresand policies for use of supplementalproviders.

• Ensurepoliciesare inplace to test and managedeployment of nonhospitalpersonnelat both the
community and hospital levels.

• Ensurethat a plan for managingvolunteers is in place.

• Develop communicationprocess so the community understandsthe rationalebehind resource
allocation policies.

• Stockpile supplies and equipment includingpersonalprotectiveequipment (PPE)(e.g.,gloves,
masks).

• Estimate increasedneed for medicalequipment/suppliesand develop strategy to acquire additional
equipment/suppliesif needed.Consider askingfor access to the Strategic NationalStockpile (SNS).

• Develophealthcarerisk communicationmessages,includingcriteriafor seekinghealthcare,such as

postponementof electiveproceduresor surgeries.
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patient movement and arranging those moves.

• Activate a Family Support/Assistance Center because the hospital may find itself with multiple
unaccompanied/unidentified minors and or adults unable to communicate.

o Identifying and reunifying these patients with loved ones

o Liaison with the Red Cross in establishing missing person links

o Coordinate assistance for families that may have been made homeless during a disaster, as
families without a home to go to may use the hospital as a sheltering facility

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

• Develop healthcare risk communication messages, including criteria for seeking healthcare, such as
postponement of elective procedures or surgeries. Hospital administration should work with the
facility’s Public Information Officer (PIO), The Hospital and Healthsystem Association of
Pennsylvania’s PIO and local/state health department to create messaging.

• Each facility must determine where patients receiving comfort care will be housed and supported,
and should institute a team to provide counseling and care coordination as well as work with the
families of loved ones who have been denied life-sustaining treatment.

• Plan to provide psychological and emotional peer support and expert consultation to medical staff
making triage decisions.

• Develop facility access guidelines:

o Define essential and non-essential visitors and develop policies for restricting visitors during a
pandemic or other crisis, and mechanisms 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 increase the “supply” of human resources if possible. SERV-PA
is a registry for Pennsylvania’s medical and non-medical volunteers.

o For technical support, the SERV-PA support center can be reached at: 1-877-771-0911

• Develop a plan to expand staff capacity and meet staffing needs.

o Granting privileges to volunteer, licensed, independent practitioners.

o Documents required for granting temporary privileges.

o Requirements for oversight of medical volunteers.

o Utilization of members of the Medical Reserve Corps (MRC) and/or DMATs.

o Confirmation of documentation/primary source verification.

o Use of healthcare profession students.

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

• Develop a plan to ensure that the environment of each facility be as safe as possible by instituting
infection prevention and control measures as dictated by the circumstances, by working with staff
to create policies that promote staff safety, and by educating staff as to these protections and
policies in advance of an emergency.
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Training - Adopting altered standards of care, even temporarily, will have a significant impact on healthcare

delivery operations and therefore on the needs of providers for training and education to serve in those

circumstances. Hospitals should not assume that individual providers will know how to deliver
appropriate care in a mass casualty event, but rather should develop or identify training programs to

ensure a knowledgeable and systematic, coordinated response effort. Hospitals could even consider

including requirements for physician disaster training in the granting of privileges. A wide array of

preparedness training has been designed and is being delivered throughout the country. A beginning list of

the types of training available includes but is not limited to the following:

• General disaster 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.

o Staff safety begins with staff planning for their families. Facilities should work with their staff to
ensure that their families are prepared for a prolonged public health emergency, and all staff
should be assisted in developing family emergency plans.

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

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

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

o Facilities may consider providing care for both well and sick family members at the facility or at
alternative care sites, and may plan for transportation, housing, and dietary issues that will
emerge as supporting infrastructures break down.

o Facilities should encourage sick employees to stay home and implement procedures that enable
well employees who are not physically needed at the facility to work from home.

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

• Develop plans to support staff families to ensure their willingness to come to 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.

• Ensure policies are in place to test and manage deployment of nonhospital personnel at both the
community and hospital levels.

• Develop a plan for managing volunteers.

• Initiate discussions of allocation 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 allocation that is consistent with the guidelines in this document.
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Specific training regarding triage and being responsible for allocation or denial of scarce resources must be

provided to ED physicians, intensivists and surgeons who might have to serve as Crisis Triage Officer or as

the Medical Subject Expert in the Hospital Incident Command Structure.

While all physicians should participate in facility disaster response drills and respond to actual incidents,

several physicians should be identified to fill the Crisis Triage Officer role discussed previously. Hospitals

should also determine a chain of command within the hospitalstaff to determine who will participate in

the IncidentCommand structure and to prevent conflicts over who has medicalcommand.

Supply Chain Issues- Healthcare organizations and providers should take proactive steps to use resources

carefully if demand is expected to surge and/or resource shortages are anticipated. “Just in time”

restockingpractices have led to diminished stockpiles of supplies and can lead to severe shortages of

medicalsupplies and pharmaceuticals,especially if community infrastructure is compromised.

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

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

• Estimate increased need for medical equipment/supplies and develop strategy to acquire additional
equipment/supplies if needed. Consult with local and state health departments about access to the
Strategic National Stockpile (SNS).

Ethics Policies - All policies or crisis standards should be applied fairly and justly and implemented

incrementally according to the severity and duration of the event. Educational initiatives such as disaster

drills and public and provider education should be included in planning.

Professionalethics for cliniciansgenerally discourageor prohibitpracticeoutside the scope of one’s

expertise.Similarly,legaland ethicalstandardsoften prohibit laypersonsfrom providinghealthservices.

However,duringconditionsof extremescarcity of trainedpersonnel,standardsof competencemay be

justifiably lower than duringnormalconditions.For instance,employinga clinician who normallyworks in a

specialty to insteadwork in primarycare, or providingcommunityvolunteerswith focused trainingto

administervaccinationscould expandcapacity and alleviatesome of the scarcity of personnel.When the

hospitalcan no longer meet the increaseddemand for patientcare servicesusingexistinghealthcare
practitioners,each hospitalshoulddeterminea tiered staffingmodelappropriatefor their facility.

Comfort Care - Comfort care is defined as care that helps or soothes a person who is dying.The goal is to

prevent or relieve suffering as much as possible.Comfort care resourcesshould be provided consistently

• Legaland ethical basis for allocating scarce resources in a mass casualty event.

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

• How to recognize the signs and symptoms of specific hazards and a trend of similar types of signs
and symptoms.

• How to treat specific conditions.

• How to recognize and manage the effect of stress on caregivers and their patients.
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throughout a public health emergency. Access to comfort care resources and services should be provided

to all patients not receiving more aggressive care based on allocation decisions. It is essential that each

hospital develop the capacity to provide comfort care in-house, to potentially significant numbers of

patients.

Palliative care is defined as relievingsufferingand improvingthe quality of life for people of any age and at

any stage in a serious illness,whether that illness is curable, chronic or life threatening.

Hospice is a specific type of palliative care for people who likely have six months or less to live. Hospice is

simply a type of care that focuses on the current quality of life instead of continuing with treatments to

prolong life.

The vast majority of hospice or comfort care in Pennsylvaniais provided in a home healthcaremodel.On

any given day,homehealth and hospice providers are caring for 20,000-25,000patients throughout the

state.Duringa pandemic,home health agenciesmay have to work with their peersand local long-term

care facilities to divide the care of their patients into accessible areas. It is strongly recommendedthat

home health and hospice agencies work with the RegionalHealthcareCoalitions,PA Departmentof Health

and Red Cross in the development of medical shelterswhere patientscould be congregated for care.

Many long-term care (LTC) facilities have the capability and training to handle comfort care patients. Plans

must be developed to identify which facilities are willing to take comfort care patientsand how patients

will be transferred to those facilities.Many of these facilities have their own vans and can transport

patients comfortably. Hospitalsshould use the Pennsylvania Healthcare Mutual Aid Agreement or develop

a working arrangement with the LTCs in their immediate area if necessary.
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EMTALA,HIPAA,AND 1135WAIVERS
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Emergency Medical Treatment and Labor Act (EMTALA ) Factsheet

Reprinted with permission from the AssistantSecretary for Preparednessand Response(ASPR) Technical

ResourcesAssistance Center and InformationExchange(TRACIE) .

EMTALA andDisasters

UpdatedMay 7, 2018

Originally published: January 2018

This factsheet addressesseveral frequentlyasked questionsregardingthe EmergencyMedical

Treatmentand Labor Act (EMTALA) and disasters, and provideslinks to resourcesformore information.

It isnotintended to be used as regulatoryguidanceor in placeof communicationswith or guidance

from the Centers for Medicare& MedicaidServices (CMS) who oversee EMTALA compliance.

What is EMTALA ?

EMTALA is a federallaw thatrequiresallMedicareparticipatinghospitalswith emergencydepartments

( ED) to perform thefollowingfor allindividualsthatcometo the ED regardlessoftheindividual's ability
to pay

An appropriatemedicalscreeningexam (MSE) to determine the individualhas an emergency

medicalcondition( EMC). If there is no EMC, thehospital' s EMTALAobligationends.

If there is an EMC, thehospitalmust:
and stabilize the EMCwithin its capability (includingadmission) OR

Appropriately transfer the individual to a hospital that has the capability and capacity to

stabilize the EMC if the presenting hospital is unable to do so . Outside of a mass
casualty , transfers prior to stabilization are generally only "appropriate " if the transfer is

requested in writing by the patient after being informed of the hospital's obligations and
the risks of transfer, or a physician or qualified medical person in consultation with a
physician , certifies that the benefits of transfer outweigh the risks. (Updated May 7

2018 )

Responsemodifiedfrom EMTALA & Surgesin Demandfor EmergencyDepartmentServicesDuringa Pandemic

Can EMTALA be Waived in an Emergency or Disaster?

Under certain circumstances , sanctions for violations of EMTALA obligationsmay be waived for a
hospital . The EMTALA MSE and stabilization sanctions can be waived under the following circumstances :

1) The Presidentdeclaresan emergency or disaster under the Stafford Actorthe National
Emergencies Act ; AND

2 ) The Secretary ofHealth and Human Services declares that a Public Health Emergency (PHE)

exists and also authorizesEMTALAwaiversundersection 1135ofthe SocialSecurityAct. Notice

of EMTALA waiverswillbe provided through CMSto covered entities; AND

3) UnlessEMTALA waivers are granted for an entiregeographic area, the hospitalappliesfor a

waiver; AND

4 ) Thehospitalmusthave activated its emergencyoperationsplan; AND

5 ) The Statemusthave activated its emergencyoperationsplan orpandemic plan for an area that

coversthe affectedhospital.

TRACIE
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Thewaiver generally lasts for 72 hours after the emergency isdeclared and the facility 's emergency plan
is activated in case of a pandemic the waiver will lastuntilthe termination of the PHE declaration). Even
in the case of a waiver, however, the hospitalis still responsible for ensuring the safety of thepatients in

its care

Localor statedeclarationsorwaivers cannotalter,waive, orotherwiseaddressEMTALA, as EMTALA a
federallaw .

Response modified from EMTALA & Surges in Demand forEmergency Department Services During a Pandemic and

CMS Public Health Emergency Declaration Questions and Answers

Can EMTALA be Retroactively?

An EMTALA waiver can beapplied back to the effective date of the emergency period AND activation of

thehospital emergency operations plan . The emergency period begins on thedate in which there are
both a disaster or emergency declaration by the Presidentand a PHE declaration by the HHS Secretary

for the event . A waiver cannot be applied before the effective date ofthe emergency period.

For example, if a precipitatingeventoccurs on a Saturdayatnoon, thehospitalactivates its emergency
plan immediately following the event, a presidentialdeclaration ismade, effective Sunday at noon, and
a publichealth emergency isdeclared and 1135 waiver authority invoked, effectiveMonday at noon, the
EMTALAwaiver couldnotbe effectiveany earlier thanMonday at noon. Pleasenote thatthis is an
extremeexample to demonstrate the hierarchy ofthedeclaration process.Generally , FEMAand HHS

work together to ensure the effective datesof declarationsare issued to provide the regulatory relief
and aid necessary to support the response and the presidentialdeclarations, PHEdeclarations, and 1135

waiver authorization canbe issued and dated retroactively, as hasbeen donenumeroustimesduring

past responses.

Responsemodified from EMTALA & Surges in Demandfor EmergencyDepartmentServicesDuring a Pandemic

How Can Hospitals Comply with EMTALA in a Disasteror Emergency?

EMTALAwas enacted to ensurethesafety of allpatientsseekingcare in EDs, thereforein disaster,mass
uations, EMTALA provisionsmust be followed. In these cases,hospitals

remain responsible forMSE examinations,which can be conducted by licensed health professionals

includingphysicians, nursepractitioners, physician assistants, and nurses trained to conduct such exams.

The MSEcan be adjusted for the appropriateness of the event and for the presentingsigns and

symptoms, (e. g. assessing a group of people for high acuity injury or illness by visualexam and group
questions by exclusion). After an MSEis conducted and documented to the best ofthe clinician ' s ability,

under the circumstances, the patients can be transferred or referred to otherhospitals thatare less

affectedby the event/ volume of patients in accordancewith the hospital' s emergency/ community

response plan . For tips formanagingan influxofpatients in a mass casualty, review the ASPR TRACIE tip

sheet,No Notice Incidents: Hospital Triage, Intake, and Throughput.

HEALTHCARE EMERGENCY PREPAREDNESS

INFORMATIONGATEWAY
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What Strategies Can Hospitals Use to Manage Surge and Comply with EMTALA ?

Hospitalsmay set up alternative screening sites on campus for emergencies such as pandemics or other

events where an alternative area is appropriate .

Hospitals, working with their local emergencymedicalservice (EMS) providers, can determinediversion

criteria and protocols to limit the amountofpatientsarrivingby EMS. Hospitalscan also work with their
localhealthcarecoalitions and emergency managementagencies to develop emergencydepartment

saturation plans, public communication campaigns, and other appropriatemeasures to help evenly
disperse patientload. Communitiesmayalso opt to establish alternate care sitesnot affiliatedwith any
particularhospitalor located on the grounds of any licensed facility. In this case/ within these sites,
EMTALAwould not apply.

Most importantly, regardlessofEMSdiversion or plans in the community to direct patients to specific

facilities, once a patient arrivesat an ED EMTALA applies. For example, a patient suspected ofhaving a
highly infectiousdisease thatrequiresstabilization cannotbe transferred to another facility withoutan

MSE and any necessary stabilization or treatment.

NOTE: ASPR TRACIE hasreceived inquiriesregardinga specific scenario and recommended strategiesto

address surge under those specific circumstances:

In the eventthat an incidentwith thepotentialto massively overwhelm available resources occurs

within close proximity to a hospital, the hospitalmay quickly become overwhelmed yet patientsmay
continue to presentto thehospitaloutside ofEMS( e. g. , walk -insand in personally owned vehicles,

police vehicles) and can' t be diverted

Question: Under this scenario, how can a hospitalcomply with EMTALA, while also ensuringpatients

care as quickly as possible, whichmay involve transfer to another facility?

Answer: A hospitalcan consider coordinatingtriage and redistributionofpatients in partnershipwith
EMSand other localhospitals. Triage can be established insideoroutside the hospital. A qualified

healthcareprovider from the affectedhospitalcan conductan MSE as describedabove. Once
triaged / evaluated, these patients can either be sent inside the affectedhospitalor appropriately

redistributed to other receivingfacilities that have agreed to acceptpatients through EMS,medical
command, or othercoordinatingentities, based upon thenumberof patients and severityof injury.

For example, ifithadbeen determined through pre-existing plansand planningorotherreal- time

means ., by onsite EMS, dispatch , a healthcare coalition, orotherprocess specific thealthcare coalition , or other process specific to the affected
jurisdiction ) that local hospitals A , B , and C can accept 50 critical, 100 immediate , and 300 walking
wounded , onsite EMS and the hospital-based qualified healthcare provider(s) could complete the MSE
and redirect and coordinate transfer of thosepatients without having to speak (clinician to clinician )
directly to the receiving hospitals for each individual patient .

In addition, for those providersaffectedby the CMSEmergencyPreparednessFinalRule, these specific
issuesshould beconsideredin thedevelopmentofa facility's risk assessmentand overallemergency
preparednessprogram .MSEscan occurbased on numeroushazardsto includeflooding and active

shooterincidents, thereforeitis encouragedthatfacilitiesdocumenttheir policies and proceduresfor
transfersituations. (UpdatedMay 7 2018)
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Responsemodified from EMTALA & Surges in Demand for Emergency Department Services During a Pandemic ,

EMTALA Questions and Answers, and EMTALA Requirements and Implications Related to Ebola Virus Disease

Are there AdditionalActions that beTaken to Address PatientSurge

without an EMTALA Waiver? (UpdatedMay 7, 2018 )

CMShasprovided considerable information on ways to increase inpatient andoutpatientcapacity

without the need for 1135 waivers. Inpatientsurge activities include early discharge planning, opening
already certified bedsor units, and the use of remote locations.Outpatient surge activities include the

use oftents ormobile facilities located on /within the hospitals' campus as a temporary meansof

allowingfor the managementofoutpatient surge. These temporary facilitiesmustmeetallof the CMS

Conditionsof Participation AND must comply with allstate and county licensure and life safety code

requirements.

This information is described in detail in the fact sheet HospitalAlternative Care Sites duringH1N1

Public Health Emergency startingon page 7 of 14 for inpatient surge, and page 9 of 14 for outpatient

surge actions and impacts on conditions ofparticipation permissible withoutwaivers Page 13 and 14 of
this fact sheet describe implicationsof surge sites on Life Safety Code anddiscuss degraded but safe

conditions.

As always, when usingsurge strategies, notify your state licensingagency and CMSRegionalOfficesto

discuss thespecificsof your facility ' s solution.

Resources

ASPR TRACIE CMSand Disasters : Resources at YourFingertips
ASPR TRACIE EMTALA and Disasters

Emergency Medical Treatment and Labor Act (EMTALA ) Requirements and Options for
Hospitals in a Disaster

Hospital Alternative Care Sites during H1N1Public Health Emergency

Are there any EMTALA Provisions that Address Safety and Security of Staff ,

Patients , and Visitors in a Situation where the Hospital is Potentially

In a situationwhere the hospitalis a potentialsite of emergency operations(e.g., an on -campus shooter,

fire, flood , or other eventwhere the hospitalis potentially compromised , ED personnelstillhave a duty

to protect the health and safety oftheir patients, staff, and visitors . If an individualpresentsto the

affected emergency department, despitesecurity or safety issues, EMTALA still appliesandthe patient
must receive an MSE to determineif an EMC is present. They must also receive stabilizing care and / or

be transferred to an appropriate facility to provide care aswarranted. TheMSE can beadjusted to the

specific patientand scenario, as appropriate. Ifa law enforcementperimeter is established that

prevents patients from comingonto the campusor into the hospital, then EMTALA notapply .

Further, if there is an immediate risk to providersandthe providers feelthey cannot providean MSE or

stabilizing care without riskingtheir lives, it mightbe necessary to delay careuntilthe security or safety
issue is resolved.

HEALTHCARE EMERGENCY PREPAREDNESS
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Does EMTALA Apply if a Shooting or Other Event Occurs Outside my Facility ?

Yes. EMTALA appliesto any injured, ill, or laboringpersonon thehospitalgrounds,which includes

hospital-ownedoroperatedparkingareas, sidewalks, andother grounds. As previouslymentioned, if
the scene presentsan immediatesafety risk to the providers, the provisionofanMSE and stabilizing

treatmentmayhave to awaitthe arrivaloflaw enforcementto securethesafety ofthesituation.

WhereCan I Find ExamplesofPreviousEMTALA WaiversandInformationon

Requestinga Waiver?

The Secretary ofHealth and Human Services can waive EMTALA sanctions undersection 1135 ofthe

SocialSecurity Act. CMS provides information on requestingan 1135waiver, information to provide for
an 1135waiver, and related content on its 1135waiverweb page. ASPR has provided examples of

previouswaiver ormodificationofrequirementsunder section 1135 of theSocialSecurity Act on their
website

Who Can Answer Questions AboutmyHospitals Emergency Operations Plans

and EMTALA Considerations ?

Questionson EMTALA complianceandviolationsshouldbeaddressedto your regional/ localCMSOffice

Additional Resources

American Academy of Emergency Medicine. (2017). EMTALA

American College of Emergency Physicians. (2017 ). EMTALA: NewsMedia.

AmericanHospitalAssociation. (2001). EMTALA QuestionsandAnswers.

CentersforMedicare& MedicaidServices. (2017). EmergencyMedicalTreatmentandLaborAct
EMTALA).

Centers forMedicare & Medicaid Services. (2014 ). Emergency MedicalTreatment and Labor Act

Requirements and Implications Related to Ebola Virus Disease (Ebola ).

Centers forMedicare & Medicaid Services. (2009). EmergencyMedicalTreatmentand Labor Act
( EMTALA ) Requirementsand Optionsfor Hospitals in a Disaster.

Centers forMedicare & Medicaid Services (n . d . ). Public Health Emergency Declaration Questions and

Answers. (Accessed 12/ 11/2017 .)

Finan, S., et al. (2006 ) . DisasterPreparedness: LegalIssues Facedby Hospitals in the Post-Katrina
Environment. American Bar Association - ABA Health

Zibulewsky , J. (2001) . The Emergency MedicalTreatment and Active Labor Act (EMTALA What It is and
What itMeans for Physicians.
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Health InsurancePortability and Accountability Act (HIPAA) Factsheet

Reprinted with permission from the AssistantSecretary forPreparednessand Response(ASPR) Technical

ResourcesAssistanceCenter and InformationExchange(TRACIE)

HIPAA and Disasters : What Emergency

ProfessionalsNeed to Know
UpdatedSeptember 11, 2017

Disasters and emergencies can strike at anytime with little or no warningand thelocal

healthcare system in the midst of an emergency response can be rapidly inundated with

patients, worried family and friends looking for their loved ones, andmedia organizations

requesting patient information . Knowingwhat information can be released , to whom , and
under what circumstances , is critical for healthcare facilities in disaster response. This guide is

designed to answer frequently asked questions regarding the release of information about

patients following an incident.

NOTE: This guide does NOTreplace the advice of your facility

Privacy Officer and /or legal counsel who should be involved in

planning for information release prior to an event, developing
policy before a disaster that guides staff actions during a

disaster , and during an emergency when contemplating

disclosures .

Covered entities :

Health plans

Healthcare clearinghouses
Healthcare providers e. g .

hospitals , clinics,

pharmacies, nursing

homes) who conduct one
ormore covered

healthcare transactions

electronically .

This guidedoesaddresswhatinformationcan bedisclosedand

underwhatcircumstances. Coveredentities can disclose
neededpatients' protectedhealth information(PHI) without

individualauthorization:

Ifnecessary to treat the patient or a different patient or if
the information would help treat a differentpatient

To a public health authority , as outlined below

the direction of a public health authority , to a foreign
agency acting in collaboration with the public health

authority

To persons at risk of contracting orspreading a disease or

condition (if authorized by other law )

With certain people involved with patient' s care

responsibleforthepatient

When there is imminentthreat to publichealth / safety

Businessassociates:

Persons or entities that
perform functions or

activities on behalf of , or

provide certain services to ,
a covered entity that

involve creating, receiving,

maintaining, or

transmitting PHI

Subcontractors that

create, receive,maintain

or transmit on behalf
of another business

associate

What is HIPAA and the Privacy Rule ?
TheHealth Insurance Portability and Accountability Act (HIPAA )

of 1996 and its implementingregulations, the HIPAA Privacy ,

Security, and Breach Notification Rules, protect the privacy and
security of patients' PHI,butis balanced to ensure that

TRACIE
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appropriate uses and disclosures of the information may stillbemade when necessary to treat

a patient, to protect the nation ' s public health , and for other criticalpurposes .

Does HIPAA Apply to Meor My Organization

The HIPAA Privacy Rule applies to disclosures made by employees , volunteers , and other
members of a covered entity s or business associate ' sworkforce . Covered entities are health

plans, healthcare clearinghouses , and those healthcare providers that conduct one ormore

covered healthcare transactions electronically , such as transmitting healthcare claims to a

health plan .

Businessassociatesgenerally includepersonsor entities (otherthanmembersof theworkforce

ofa coveredentity) that perform functionsor activitieson behalfof, or providecertain services

to, a coveredentity that involvecreating, receiving, maintaining, ortransmittingPHI. Business
associatesalso includesubcontractorsthat create, receive,maintain, or transmitPHIon behalf

of anotherbusinessassociate

HIPAA does not apply to disclosuresmadeby those who arenotcovered entitiesor business

associates (although such personsorentitiesarefree to follow thestandardson a voluntary

basis if desired)

When Can PHIBe Shared

Patienthealth information , or PHI, can be shared under the following circumstances :

Treatment . Under the HIPAA Privacy Rule, covered entities maydisclose, without a patient' s
authorization , PHIabout the individual as necessary to treat the patient or to treat a different

patient. Treatment includes the coordination ormanagement ofhealthcare andrelated
services by one or morehealthcare providers and others, consultation between providers,

providing follow -up information to an initialprovider, and the referral of patients for treatment.

PublicHealthActivities. The HIPAA Privacy Rule recognizesthelegitimateneed for public

health authoritiesandothers responsiblefor ensuringpublichealth and safety to haveaccess

to that is necessaryto carry out their publichealthmission. Therefore, theHIPAAPrivacy

Rulepermitscovered entities to discloseneededPHIwithout individualauthorization:

To a publichealthauthoritythatis authorizedby law to collector receivesuch

informationforthepurposeofpreventingor controllingdisease, injuryor disability, or
to a person or entity acting undera grantofauthority from orunder contractwith such

publichealth agency,. This couldinclude, for example: thereportingofdiseaseor injury;

reportingvitalevents, such as birthsordeaths; and conductingpublichealth

surveillance, investigations, or interventions.

Atthe direction ofa publichealth authority, to a foreigngovernmentagency that is

acting in collaborationwiththepublichealth authority.
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To personsat risk ofcontractingor spreading a disease or condition ifother law , such as

state law , authorizes the covered entity to notify such persons asnecessary to prevent
or controlthe spreadofthedisease or otherwise to
carry outpublic health interventionsor

Coveredentitiescan disclose
investigations.

needed without individual

authorization:
Disclosuresto Family, Friends, andOthersInvolvedin an

Individual' s Care and forNotification. A coveredentity
Ifnecessaryto treatthe

maysharePHIwith a patient' s familymembers, relatives,
patientor a differentpatient

friends, orotherpersonsidentifiedbythepatientas
To a public health authority

involved in the patient' s care. A covered entity may also
authorized by law to collect

share information about a patient as necessary to identify ,
or receivesuch information

locate, andnotifyfamilymembers, guardians, oranyone

elseresponsiblefor thepatient' s care, ofthepatient' s
At the direction of a public

location, general condition , or death. Thismay include - if health authority, to a foreign

necessary to notify family membersand others agency acting in

collaboration with the public
police, thepress, or thepublic at large.

healthauthority
Thecoveredentityshould getverbalpermission

from individualsorotherwisebe able to reasonably
To personsatrisk of

infer that the patientdoes notobject, when contracting or spreading a

possible ; if the individual is incapacitated or not disease or condition ( if

available , covered entities may share information authorized by other law )

for these purposes if, in their professional With certain people involved

judgment, doing so is in the patient's best interest. with patient' s care/

In addition, a covered entity may share PHIwith responsible thepatient

disaster relief organizationssuch as the American forreunificationor when in

thepatient' s best interest
Red Cross, which areauthorizedby law orbytheir

When there is imminent
charters to assistin disasterreliefefforts, for the

purpose of coordinatingthenotificationoffamily
threat to public health /

members orother persons involved in the patient' s safety

care, ofthe patient' s location , general condition , or
death . It is unnecessary to obtain a patient' s
permission to share the information in this situation if doing so would interfere with the

organization' s ability to respond to the emergency

ImminentDanger. Healthcareprovidersmay sharepatientinformationwith anyoneas
necessaryto preventor lessen a serious andimminentthreat to thehealth and safety of a

person or the public - consistentwith applicablelaw (such as state statutes, regulations, or

case law ) andthe provider' s standardsofethicalconduct.

Disclosures to theMedia or Others Not Involved in the Care of the Patient Notification . Upon

request for information about a particular patientbyname, a hospital or other healthcare
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facilitymayreleaselimitedfacility directory informationto acknowledgean individualis a

patientat thefacilityand providebasicinformationaboutthepatient' s conditionin general

terms( e. g. criticalor stable, deceased, or treatedandreleased) ifthe patienthasnotobjected

to or restrictedthereleaseof such information or, if thepatientis incapacitated, if the
disclosureisbelieved to bein thebestinterestof thepatientand is consistentwith anyprior

expressedpreferencesofthepatient. Reference45 164.510( ). In general, exceptin the

limitedcircumstancesdescribedelsewhere, affirmativereportingto thepublic ormediaof

specificinformationabouttreatmentof an identifiablepatient, such as specific tests, test
resultsordetails of a patient' s illness,maynotbedonewithoutthe patie

authorization(orthewritten authorizationof a personalrepresentativewhoislegally

authorizedtomakehealthcaredecisionsfor the patient).

General or aggregate information in mass casualty events that does notidentify an individual or
meets the requirements ofthe HIPAA Privacy Rule' s de- identification provisions is not

considered PHI( .g. , X number of casualties were received by thehospital with the following

types of injuries).

Minimum Necessary. For mostdisclosures, a covered entitymustmakereasonableeffortsto

limittheinformationdisclosed to that which isthe"minimum necessary" to accomplishthe

purpose. (Minimum necessaryrequirementsdonotapplyto disclosuresto health care
providersfor treatmentpurposes.) Covered entitiesmayrelyonrepresentationsfrom a public
healthauthorityor otherpublicofficialthat the requestedinformationis theminimum

necessaryforthepurpose.

Note: The disclosureslistedabove are at the discretion of the covered entity and are not

required disclosuresunder the Rule. Someof these disclosuresmaybe requiredby other

federal, state or locallaws(forexample,mandatoryreportingof positive infectiousdisease test
results).

Does the HIPAA Privacy Rule Permit Disclosure to Public Officials Responding to

a Bioterrorism Threat or other Public Health Emergency ?

Yes. The HIPAA Privacy Rule recognizes that various agencies andpublic officials will need PHI
to deal effectively with a bioterrorism threat or emergency . The public health threat does not
have to reach a declared emergency status. If information is needed by a governmentagency to
protect thehealth ofthepublic (e. g ., a food-borne outbreak), the agency may request and
receive appropriate clinical and other information about the patient' s disease, care, and
response to treatment . To facilitate the communications that are essential to a quick and

effective response to such events, the HIPAA Privacy Rulepermits covered entities to disclose
needed information to public officials in a variety ofways. Further, if the covered entity has
obligations to report test results and other information to public health agencies by statute,
rule, or ordinance, the HIPAA Privacy Rule generally permits these disclosures.
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Covered entitiesmaydisclosePHI withoutthe individual's authorization, to a public health

authorityactingasauthorizedby law in responseto a bioterrorism threator publichealth

emergency( reference45CFR 164.512(b ) , publichealth activities). TheHIPAA PrivacyRule also

permitsa coveredentity to disclose to public officialswho are reasonablyable to preventor
lessen a seriousandimminentthreatto public health or safetyrelatedto bioterrorism

(reference45 164.512( )), to avert a serious threat to health or safety). In addition,

disclosureofPHI,withouttheindividual' s authorization, ispermittedwhere the circumstances
oftheemergencyimplicateslaw enforcementactivities(reference45 CFR 164.512 f)); national

security andintelligenceactivities(reference45 .512( k)( ) ); or judicialand

administrativeproceedings(reference45 CFR 164.512(e )).

the HIPAA Privacy Rule Waived " or " Suspended During an Emergency ?

The HIPAA Privacy Rule is notsuspended during a public health or other emergency ; however,

under certain conditions the Secretary of the U. S. Department ofHealth and Human Services

may waive certain provisions of the HIPAA Privacy Rule section 1135 (b )(7 )of the SocialSecurity

Act, if such a waiver is deemed necessary for the particular incident when the Secretary
declares a public health emergency and the President declares an emergency or disaster under

the Stafford Act or National Emergencies Act. For more information , access Is the HIPAA

Privacy Rule suspended during a national or public health emergency ? " Access Hurricane Irma
and HIPPA Bulletin Limited Waiver of HIPAA Sanctions and Penalties During a Declared

Emergency for an example of how sanctions and penalties could bewaived in a declared

emergency .

Does the HIPAA Privacy Rule Permit Disclosure to Law Enforcement ?
A HIPAA -covered entity may disclose law enforcement with the individual s signed HIPAA
authorization . A covered entity may disclose directory information asmentioned above to law
enforcement upon request. Further disclosures to law enforcement for purposes of re
unification and family notification are permitted as discussed above .

A HIPAA- covered entity alsomay disclose to law enforcementwithout the individual' s

signedHIPAA authorization in certain incidents, including:

To report to a law enforcementofficialreasonably able to preventor lessen a serious

and imminentthreatto thehealth or safetyofan individualor the public.

To report that the covered entity in good faith believes to be evidenceof a crime

thatoccurredon the premisesof the covered entity .

To alert law enforcementto the death of theindividual,when there is a suspicionthat
death resulted from criminalconduct.

When respondingto an off -sitemedicalemergency, asnecessary to alert law

enforcementabout criminalactivity.

To report to law enforcementwhen requiredby law to do so (such asreporting
gunshotsor stab wounds).

To complywith a court orderor courtorderedwarrant, a subpoenaor summonsissued
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bya judicialofficer, or an administrativerequestfrom a law enforcementofficial (the
administrativerequestmust include a written statement that the information requested

is relevantandmaterial, specific and limited in scope, and de-identified information

cannotbe used).

To respond to a request for PHIfor purposes of identifyingor locating a suspect,

fugitive, materialwitness ormissingperson, butthe information disclosedmustbe

limited to certain basic demographic andhealth information about theperson .

quest for PHIabout an adult victim of a crimewhen the victim agrees
( orin limited circumstances ifthe individual is unable to agree) . Child abuse or neglect

may bereported,without a parent' s agreement, to any law enforcement official

authorized by law to receive such reports.

How Does the HIPAA Privacy Rule Apply to Disclosures involvingForeign

Nationals ?

Covered entitiesmay disclose for allpersons, regardless ofnationality , according to the
disclosures listed in the Privacy Ruleand discussed above. Disclosure of to embassies ,
consulates or other third parties, such as the American or International Red Cross acting in a

capacity to facilitate notifications or repatriation following an emergency, ispermitted under
the existing disclosures ofthe HIPAA Privacy Rule, asreferenced above.

ForMore information

Bulletin : HIPAA Privacy in Emergency Situations
Can healthcare information be sharedin a severe disaster?

Health Information Privacy Is HIPAA Privacy Rule Suspendedduring a Nationalor

Public Health Emergency?

Health Insurance Portability and AccountabilityAct (HIPAA) PrivacyRule: A Guidefor
Law Enforcement

HIPAA PrivacyRule: Disclosuresfor Emergency Preparedness- A Decision Tool
HurricaneKatrina Bulletin: HIPAA Privacy andDisclosuresin Emergency Situations

IncorporatingActive Shooter IncidentPlanningintoHealth Care Facility Emergency

Operations Plans. Appendix A Information Sharing. (Page 29of33)
When does the Privacy Rule allow covered entities to disclose PHIto law enforcement

officials
HIPAA Policy Brief

For more information on HIPAA and Public Health:
http :/ /www .hhs.gov/ocr / privacy / hipaa /understanding / special publichealth / index.html

For more information on HIPAA and Emergency Preparedness and Response
http :/ /www .hhs. gov / ocr / privacy /hipaa /understanding /special/ emergency / index .html

General information on understanding the HIPAA Privacy Rule may be found at:

http :/ /www .hhs.gov/ocr/ privacy /hipaa / understanding / index .html
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Requesting an 1135 Waiver

PREREQUISITES FOR A SECTION 1135 WAIVER

There are 4 requirementsthat must be metbefore a hospitalcan seek a waiverunder Section 1135 of theSocial
Security Act:

1 the President hasdeclared an emergency or disaster under the Stafford Act or the National Emergencies Act ,

2 . the Secretary of HHS has declared a Public Health Emergency ( PHE) under Section 319 of the Public Health Service

Act

3 . the Secretary of HHS has invoked his authority under Section 1135 ofthe Social Security Act and authorized CMS

to waive sanctionsfor certain EMTALA violations that arise as a result of the circumstancesof the emergency, and

4 . the hospitalin theaffected areahasimplemented its hospitaldisasterprotocol

WAIVERS AVAILABLE UNDER SECTION 1135

When the Presidentdeclares a major disaster or an emergency and the HHS Secretary declares a public health

emergency, theSecretary is authorizedto take certain actionsin addition to his regularauthorities. The Secretaryhas
the authority to waive ormodifycertain federallaws. Examplesofthese 1135waivers ormodificationsinclude:

•

Conditions ofparticipation or certification underMedicare,Medicaid, and State Children ' s Health Insurance
Program (SCHIP)

Preapprovalrequirements underMedicare,Medicaid, and State Children s Health Insurance Program (SCHIP )

State licenses for physicians and other healthcare professionals (this waiver is for purposes ofMedicare,
Medicaid, and SCHIP reimbursement only the state determines whether a non- Federal provider is
authorized to provide services in the state without state licensure)
EmergencyMedicalTreatmentand Labor Act (EMTALA ) sanctions for redirection of an individualto another

location to receive a medical screening examination pursuant to a state emergency preparednessplan or
transferof an individualwho hasnotbeen stabilizedif thetransfer arises outofemergency circumstances. A
waiver ofEMTALA requirements is effective only if actionsunder thewaiver do notdiscriminate on the basis
of a patient' s source ofpaymentor ability to pay.

Stark self-referralsanctions

Performancedeadlines and timetablesmay be adjusted (but notwaived ).

Limitationson paymentto permitMedicare+ Choice enrolleesto use outofnetwork providers in an emergency
situation

In addition, the Secretarymay waive Health Insurance Portability and Accountability Act (HIPAA) sanctions
and penaltiesrelating to the following:

Obtaining a patient's consent to speakwith family members or friends

Honoringa patient' s request to optoutofthefacility directory
Distributing a note ofprivacy practices
Honoringthepatient' s right to request privacy restrictionsor confidential communications

Thewaiver ofHIPPA requirementsiseffectiveonly if actions underthe waiver do not discriminate on the basis of a
patient' s source ofpaymentor ability to pay.

These waivers under section 1135 of the SocialSecurity Act typically ends with the termination of the emergency
period, or60daysfrom thedate thewaiverormodificationis firstpublishedunlessthe SecretaryofHHSextendsthe

waiverby notice for additionalperiodsof up to 60 days. Waiversfor EMTALA( for emergenciesthat do notinvolve a
pandemic disease) and HIPAA requirementsare limited to a 72-hourperiodbeginningupon implementationof a

hospitaldisasterprotocol. Waiverof EMTALArequirementsfor emergenciesthat involvea pandemicdiseaselastuntil
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the termination of the pandemic related emergency. The waiver for licensure applies only to Federal requirements

and does not automatically apply to State requirements for licensure or conditions of participation.

PROCEDUREFOR OBTAININGA SECTION1135WAIVER

Currently there are no formal proceduresfor obtaining a Section1135waiver.During a disaster or emergency

situation, CMS and PADOHwill be monitoringthe situationto determinewhen HHS should be contacted. If a

hospitalhas a problempotentially worthy of a Section1135waiver, it shouldcontact PADOH and providethe

relevant information.PADOHwill then pass this informationalong to CMS who would then decide whether to

recommenda waiver to the HHS Secretary.

Inthe absence of a PA waiver specific procedure, it is suggested the following process should be implemented by
affected hospital(s):

• Collection of information described below to those above to facilitate timely and successful submission and

approval.

• Notification of HAP regional Manager for Emergency Preparedness for assistance with this process and
notifications of regionaland state preparedness agencies via the "PA Unmet Needs” process. (HAP Regional

Manager Contact information attached).\

• Submission of request with informationdescribed below to the CMS RegionalOffice (Northeast Consortium):
ROPHIDSC@cms.hhs.gov

• As well as the PA Department of HealthLicensure and Regulatory Division through normalchannels.

• Informationneeded to Request an 1135 Waiver

• The PA. Dept. of Health (PADOH) will need the following basic questions for any impacted provider seeking a
potential 1135waiver to provide to CMS:

o Provider Name/Type

o FullAddress (including county/city/town/state)CCN (Medicare provider number)

o Contact person and his or her contact information for follow-up questions should the Regionneed

additional clarification
o Brief summary of why the waiver is needed.For example: CAH is sole community provider without

reasonable transfer options at this point during the specified emergent event (e.g. flooding,

tornado, fires, or flu outbreak). CAH needs a waiver to exceed its bed limit by X number of beds for

Y days/weeks (be specific).
o Consideration – Type of relief you are seeking or regulatory requirements or regulatory reference

that the requestor is seeking to be waived.
o There is no specific form or format that is required to submit the informationbut it is helpful to

clearly state the scope of the issue and the impact.

Ifa waiver isbeing requested,the informationshouldbe submitteddirectly from the impactedproviderto the
appropriateRegionalOfficemailboxwitha copy to the PADOHto makesure the waiver requestdoesnot
conflictwithany State requirementsand allconcernsare addressedtimely.

EmailAddressesfor CMS RegionalOffice(NortheastConsortium):

ROPHIDSC@cms.hhs.gov

References:

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/1135-Waivers.html
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AppendixA: MutualAid Agreement

The followingpages includea copy of the Hospital& HealthsystemAssociationof PennsylvaniaHealthcare

MutualAid Agreement,which was originally developedand implementedin 2006. The purposeof the

document is to facilitate the ability of hospitalsand healthcarefacilities and agencies throughout the state
to share personnel,equipment,suppliesand pharmaceuticalsas well as acceptingpatienttransfersduring

a disaster situation.The agreementdetailsdefinitions,implementationmethods,indemnification,

limitations,and reimbursementprocedures.No participatinghospital,healthcarefacility and agency shall

be requiredto provideassistanceunless it determinesthat it hassufficient resourcesto do so.

The following document is an example of the Pennsylvania Healthcare Mutual Aid Agreement currently in

use. Signed copies from each hospital, healthcare facility and agency are maintained by the Hospital &

Healthsystem Association of Pennsylvania. This document will be reviewed and re-issued every three years

unless circumstances dictate otherwise.
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This MutualAid Agreement(“MAA” or “Agreement”)is enteredintoby and

betweenthe undersignedPennsylvaniaor neighboringhealthcareorganizations.

The parties intendby this MAAto establisha mutuallybeneficialpartnership.

As in other parts of the nation, the Commonwealth of Pennsylvania and its

regions are susceptible to “emergencies” or “disasters”, both natural and man-

made that could exceed the resources of any individual healthcare organization.

An emergency could result from a single incident or a series of incidents
generating an overwhelming number of patients, from patients whose specialized

medical requirements exceed the resources of the impacted healthcare

organization (e.g., hazardous materials injuries, pulmonary, trauma surgery,

etc.), or from incidents such as building or physical plant problems resulting in

the need for partial or complete healthcare organization evacuation.

Historically,hospitalsacrossthe Commonwealthhaveestablishedmutualaid

agreements(MAA)that are baseduponregionalresponseandcommunication

plans.Manyof theseactivitieshavebeenconductedina mannerthat crosses

geo-politicalboundariesandencompassthe continuumof healthcaredelivery
organizations.

This documentestablishesa regionallevelmutualaidagreementthat extends

across corporate,county, regionalandstategeo-politicalboundariesas well as

across the continuumof healthcaredeliveryfrom acutecare and longterm care
to homecareandambulatorycare organizations.

The signatories to this document commit that they will use their best efforts to

collaborate to meet the operational and patient care challenges that may arise in

connection with such emergencies regardless of the cause or event. While the
MAA will be executed and administered at the regional coalition level, the intent

is for any organization that is party to the agreement to seek and/or provide

assistance during emergencies to any other signatory to this MAA regardless of

geopolitical boundaries.

This Agreement establishes provisions under which each healthcare organization

will endeavor to transfer or receive patients in the event of a partial or total

healthcare facility evacuation in an emergency situation. The evacuation of any

of the participating healthcare organizations would occur only in extreme

emergencies which would render a participating healthcare facility, or a portion of
a participating healthcare facility, unusable for patient care.

Pennsylvania RegionalHealthCare Coalition

MutualAid Agreement

Introductionand Background

Definitionof Terms
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a) Assisting Facility: A facility / healthcare organization which provides aid

such as supplies, equipment and personnel to another facility under the

terms of this Agreement.

b) Evacuation: The process of moving patients from a healthcare facility or
organization due to an emergency that threatens the life, safety or health

of patients and/or the ability of the Sending Facility to provide health care

services.

c) Emergency Healthcare Support Zone (EHSZ): A regional sub-structure

that aids in the planning and coordination of medical facilities and
resources for mass casualty incidents or large-scale emergencies

requiring the involvement of more than one hospital or medical facility

within a community or region.

d) Emergency: (Historically referred to as “Emergency or Disaster”). Any

event or situation resulting in a challenge or disruption of normal

healthcare care services at a facility or multiple facilities across the region
or state. Any event prompting facility(s) to activate their Emergency

Management process and/ or Emergency Operations Plan. These events

may, for example, include a surge of persons presenting for care, a

disruption of utilities or community services impacting normal facility

operations; an internal situation disrupting normal operations or
occupancy; and an external or environmental situation impacting safe

access or egress from a facility. This may (or not) include a formal

Declaration of Emergency from Local, State or Federal government.

e) HAP: The Hospital and Healthsystem Association of Pennsylvania
Health Care Coalition: A multi -institutional regional organization

recognized by the Pennsylvania Department of Health as the core regional

healthcare preparedness entity. Membership is open to Hospitals, EMS

agencies, long-term and post-acute care facilities as well as specialty

centers (i.e. dialysis units.)
f) Knowledge Center: A web based information sharing and emergency

management program purchased by the PADOH for use by PA healthcare

coalition members.

g) Participating Healthcare Organization: A hospital, healthcare system or

healthcare organization that has agreed to provide mutual aid under the
terms of this Agreement.

h) Requesting Facility: A healthcare facility which has requested aid such

as supplies, equipment and personnel under the terms of this Agreement.

(j) Transferring Facility: A healthcare facility transferring patient(s) to a

Receiving facility during an Emergency such as an evacuation.

Acronyms

a) EMTALA: Emergency Medical Treatment and Active Labor Act
b) HIPAA: Health Insurance Portability and Accountability Act
c) EHSZ: Emergency Healthcare Support Zone
d) ASPR: The Assistant Secretary for Preparedness and Response of the

US Department of Health and Human Services (HHS)
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WHEREAS, the health care provider community has had a long standing tradition
of helping providers, citizens, and others during times of crisis, normally without

formal written agreements, hospital and healthcare providers nonetheless

recognize the importance of now formalizing this MAA to:

(a) Ensure that underlying principles are stated and agreed upon;

(b) Ensure that the agreement will continue even if personnel
or other institutional processes change; and

(c) Provide documentation for accreditation agencies, standards

organizations, and the community at-large regarding the health

care community’s high level of commitment regarding emergency

preparedness.
(d) Ensure a coordinated emergency response plan is in place to

address emergencies and incidents.

WHEREAS,this Agreement representsthe commitmentof the undersignedthat

in the event of an emergency,the healthcareneedsof the communitywill be best
met if the undersignedhealthcareorganizationsuse their best efforts to

cooperatewith eachother andcoordinatetheir responseefforts.

WHEREAS,the goalof this document is establishthat the undersignedwill use

their best efforts to mutuallywork together to assisteachother consistentwith

their abilitiesto do so duringan Emergency.

WHEREAS, This Agreement is designed to promote safety, and responsibility as

well as to establish principles for mutual assistance to be rendered by, to, and

among the participating health care facilities, health care organizations and other
providers in the preparation for, response to, and recovery from any Emergency

(defined above) that results in a state of emergency as determined by a Facility’s

Incident Commander, or that is formally declared by a local governmental unit,

e) HPP: The Hospital Preparedness Program a congressionally funded

program via HHS/ ASPR to promote regional healthcare preparedness

activities

f) HAP: The Hospital and Healthsystem Association of Pennsylvania
g) TJC: The Joint Commission

h) EOP: Emergency Operations Plan

i) HVA: Hazard Vulnerability Assessment

j) ICS: Incident Command System (The established organizational structure

and approach to incident management.)
k) NIMS: National Incident Management System- A US Homeland Security

mandated approach to Incident Management built on the ICS (above)

l) KC: Knowledge Center- A web based information sharing and emergency

management program (See above).

m) PADOH: The Pennsylvania Department of Health
n) MAA: Mutual Aid Agreement

Recitals
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the Commonwealth,or the federal government. The members of the health care

provider community who agree to the terms of this Agreement commit to serve

their communities in the most efficient and effective manner possible. as set forth

in this Agreement.

WHEREAS,the undersigneddesire to set forth the basic tenants of a relationship

to establishand maintaina cooperativeand coordinatedregionalresponseplan

in the event of an Emergency.

Now, THEREFORE, in order to provide for continuity of care for patients in

emergenciesas defined, the healthcareorganizations within the region, and

adjoiningregions as needed, hereby mutually agree as follows:

The undersignedhealthcareorganizations will:

The undersignedhealthcareorganizations will use their best efforts to:

1.1.1 Identify a primary point-of-contact and secondary individuals for

communication purposes. These individuals will be responsible for the

distribution of information within their healthcare organization. The
organization will provide the Designate HAP Representative timely

updates upon any change of these points of contacts, as well as upon

request.

1.1.2 Will assure appropriate personnel are trained and competent in the
use of Knowledge Center (KC) to provide timely response for information

and coordination during emergencies. One of the registered KC users will

be assigned responsibility to maintain accurate facility contact and profile

information (as noted in 1.1.1).

1.1.3 Assure that a representative of the facility actively participates in

regional healthcare preparedness coalition activities.

1.1.4 Participate in regional coalition training and “emergency

exercises” to establish and maintain core organizational competency in

the processes and means of communication and coordination that would

be utilized during the alerting, response and recovery phases of an

emergency.

2.1.1 Establishan IncidentCommandSystem(ICS)andprocess

consistentwith the NationalIncidentManagementSystem(NIMS)as

appropriateto the emergencyevent and organizationalinvolvement.

Article II

Communicationand Coordination - Duringan Emergency

Article I

Ongoing PreparationActivities - Absent an Emergency
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2.1.2 Communicate and coordinate their efforts to respond to an

emergency via the organization’s ICS structure.

2.1.3 Receive information, notifications and alerts via the Knowledge
Center and other coalition members, PADOH and coordinating
agencies.

2.1.4 Respond to alerts and action requests received with requested
information in a timely manner.

2.1.5 Communicatewith other coalition partners, as necessary,by

whatever means available such as phone; fax; email; county, regional,or

statewide radio systems; KnowledgeCenter;and other technologies.

2.1.6 Appoint a Public InformationOfficer (PIO)duringemergency
operations.They shall be madeavailable to the Facility commandcenter
and participatein a Joint InformationCenter (JIC)duringan emergencyto
allow their public relations personnelto communicatewith other Coalition
membersand lead agencies to facilitate the releaseof consistent
communityand media educational/ advisory messages.

Article III

Implementation

3.1.1 Requests for Assistance: A Participating Healthcare Organization

may request the assistance of any other Participating Healthcare
Organization in preparing for, responding to, mitigating against, and

recovering from Emergencies that result in a need for assistance.

Requests for assistance will be made through the organizations’

established ICS structures. The Requests may be verbal, written, emailed
or via KC (preferred). All verbal requests will be documented in KC or in

writing as soon as possible.

4.1.1 Each participating healthcare organization will use its best efforts to

provide aid and assistance to other Participating Healthcare Organizations

as requested. However, no participating healthcare organization will be

expected to provide assistance unless the organization’s incident

commander determines that it has sufficient resources to do so.

4.1.2 In the event of an emergency, when staff is available at one of the

undersigned healthcare organizations and lacking at another, the

undersigned healthcare organizations, with the available staff, will provide

staff as appropriate to support the impacted organization’s ability to
provide patient care, provided such assistance will not negatively impact

the ability of such healthcare organization to care for its own patients.

Article IV

Staff,Medical Supplies,and PharmaceuticalSupplies
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4.1.3 Eachhealthcareorganizationagrees to work cooperativelyto avoid
undueinterruptionsinpatientcare and,wherenecessary,will grant

temporaryprivilegesto clinicalstaff basedon applicablelaws,regulations,

standards,policiesandprocedures.

4.1.4 Unless specifically agreed upon and documented otherwise, the
Requesting Facility will be responsible for providing food and housing for

the personnel of the Assisting Facility from the time of their arrival at the

designated location to the time of their departure. The Requesting Facility

will also provide an initial briefing and just-in-time instruction on personal

and patient safety practices as well as other needed job / site specific
information.

4.1.5 During the term of assistance, the personnel of an Assisting Facility

will continue to be subject to the salary and benefits; workers

compensation and medical liability coverages; human resources policies
and procedures of the Assisting Facility. However, the personnel of an

Assisting Facility will be under the supervision and control of the

appropriate management and ICS of the Requesting Facility, and will

follow the medical protocols and standard operating procedures of the

Requesting Facility.

4.1.6 In the event that needed supplies including pharmaceuticals are

available at a Participating Healthcare Organization and lacking at

another, the organization with the available supplies, will when requested,

use their best efforts while complying with DEA and other regulations, to

share these supplies to help the other organization provide patients with
necessary emergency care, provided such assistance will not negatively

impact the ability of Assisting Facility to care for its own patients.

4.1.7 In the event that needed equipment such as ventilators or infusion

pumps are available at one of the undersigned healthcare organizations

and lacking at another, the undersigned healthcare organization with the

availability will use its best efforts to share equipment to help the other to

provide necessary treatment and services during an emergency, provided
such assistance will not negatively impact the ability of such healthcare

organization to care for its own patients.

4.1.8 The above staff, supplies and equipment sharing will occur in

accordancewith the ICS structure of the involvedorganizations. All

involvedparties must be in agreement prior to any sharing of resources.

4.1.9 Supplies and equipment of a Sending Facility will be considered

loaned for the purpose of this Agreement, and the Requesting Facility will

ensure the safe and prudent operation and use of said supplies and

equipment by appropriately licensed, trained and professional personnel.
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The RequestingFacilitywill cleananddisinfect,or otherwiseremoveany

potentiallyinfectiousmaterialson the loanedequipmentbeforereturningit

in the sameworkingcondition,to the AssistingFacility.Likewiseany

suppliesprovidedby the AssistingFacilityandusedby the Requesting
Facilitywill be replacedby the RequestingFacility.

4.1.10 The Requesting Facility will in all circumstances assume financial

responsibility for the personnel, pharmaceuticals, supplies and equipment

from the Assisting Facility. The Requesting Facility will reimburse the
Assisting Facility, to the extent permitted by federal law, for all of the

Assisting Facility’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

personal injuries that result in disability, loss of salary, and related
expenses.

4.1.11The Assisting Facility will provide the Requesting Facility with an
invoice for the costs of the provided personnel, pharmaceuticals,

equipment, and supplies within 60 days of the termination. of the

emergency event. Unless otherwise agreed to between the Assisting and

Requesting Facility, the Assisting Facility will provide its assistance at its

cost and will
not mark-up or otherwise increase its invoice to the Requesting Facility for

reimbursement. This reimbursement request will consist of:

(a) A cover letter summarizing the assistance provided and requesting

reimbursement for expenses incurred. The financial representative

responsible for the request should be identified as the point-of-contact for
ongoing questions and follow up.

(b) A copy of the KC Resource request or written request for assistance.

(c) A single invoice listing resources provided with the total cost.

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

4.1.12An AssistingFacilitymay agreeinwritingto donate, inwhole or in

part, the costs associatedwith any loss, damage,expenseor useof

personnel,equipmentandresourcesprovided.

4.1.13The RequestingFacility shall reimbursethe Assisting

Facility for all documentedcosts within 90 days following receipt of

the invoice.

4.1.14Unlessthe facilitiesagreeotherwise,the RequestingFacility

will coordinateandsubmitall billings,applications,or submissionsto

third partiessuchas governmentagencies(FEMA)or relief
organizations
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5.1.1 Subject to medical capability, space, and staffing availability,
each healthcare organization agrees to use its best efforts to accept a

Transferring healthcare organization’s patients in the event of an

emergency evacuation. Patients should be evacuated to facilities

providing the most appropriate level of care. (Preferably same level of

care as the Transferring Facility) The transfer to a higher level of care may
be appropriate if there is a need to do so based on the medical condition

or situation.

5.1.2 In the event of an evacuation, the Transferring Facility will

coordinate with their respective Designate HAP Representative to assist
with identifying facilities with available capacity and their local /County

Emergency Management Agency for assistance in organizing appropriate

transportation for the evacuation and distribution of patients to Receiving

Facilities.

5.1.3 If the requestedReceivingFacilitydoesnot havethe medical

capabilityand/or availablecapacity, it may declineto accept a particular

patient(s).

5.1.4 The TransferringFacility will provide the ReceivingFacility with

as muchadvance notice and healthcareinformationas possibleunder

the circumstancesfor patientsbeing transferred to the Receivingfacility.

5.1.5 The Transferring Facility will send all records, test results, x-rays,

patient belongings and necessary medical equipment and supplies
including 48 hours of medications unless it would result in a delay that

could increase the risk of the transfer; the safe evacuation of the Facility,

or the treatment of others affected by the emergency. If records are not

transferred with the patient, the patient’s name, Date of Birth, identification

number, and any known medication allergies should be written with a
permanent marker

directly onto the patient’s arm. Records should be transferred as soon as

possible.

5.1.6 The Transferring Facility will bear the responsibility for all un-

reimbursed fees associated with patient transportation.

5.1.7 The Receiving Facility will provide medically necessary healthcare

services for patients that may be transported to them subject to 4.1.1.

Each Receiving facility will follow their procedures for admission and care

of patients. Additionally, the Receiving facilities may discharge patients

received in accordance with its normal procedures.

Article V

Evacuation of a ParticipatingHealthcareOrganization
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5.1.8 The serviceswill beprovidedat the ReceivingFacility’sprevailing

rates.The Transferringfacilityshallnot beobligatedto pay any charges

imposedby the Receivingfacilityunlesssuchliabilitywouldexist separate

andapart fromthis Agreement. The Receivingfacilitywill collect such
chargesfromthe patientor the patient’sthirdpartypayer.

5.1.9 The Transferring Facility agrees to readmit patients when

services are restored at the Transferring Facility.

5.1.10The parties heretoagreethat they will not discriminateagainst any

patient affectedby this Agreementon the basis of race,age, creed,color,

sex, nationalorigin, sexualorientation,inabilityto pay or disability.

5.1.11The undersignedwill comply to the extent possibleand applicable,

with all federal, state and local laws and regulations, i.e.EMTALA,as well

as with patient confidentiality laws and regulations,i.e. HIPAA.

6.1.1 Except as may be required by Federal law and regulations

applicable to Federal facilities and programs, the laws of the

Commonwealth of Pennsylvania shall govern this Agreement. Any

changes in the governing laws, rules, and regulations during the terms of
this Agreement shall

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

6.1.2 Shoulda court of competent jurisdictionruleany portion,section

or subsectionof this Agreement invalidor a nullity, that fact will not affect
or invalidateany other portion,sectionor subsection;andall remaining

portions,sectionsor subsectionswill remainin full force andeffect.

6.1.3 Nothingcontainedhereinis intendedto permit practitionerswho

havenot beengrantedprivilegeswith a particularhealthcareorganization
the right to practiceat that healthcareorganizationwithout first having

obtained

clinical privileges from the applicable healthcare organization in

accordance with its policies and procedures.

6.1.4 The term of this Agreementwill commenceon the date that this

Agreementis signedby the healthcareorganization,andwill continuein
full force andeffect,regardlessof personnelor ownershipchanges,unless

and until terminated.

6.1.5 This Agreement representsthe entire Agreement betweenthe

parties with respect to the subject matter hereof and may not be amended

except by written notice forwarded to the appropriate DesignateHAP

Article VI Miscellaneous

Provisions
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Pennsylvania Regional Health Care Coalition
Mutual Aid Agreement

The undersigned agrees to the attached Pennsylvania Regional Health Care Coalition Mutual Aid
Agreement on behalf of (Healthcare Organization). For the
following facility(s):

Facility Name City County

Facility Name City County

Facility Name City County

Facility Name City County

Facility Name City County

Facility Name City County

Facility Name City County

Representativeand signed by both parties (The ParticipatingHealthcare

Organization and The HAP Representative).

6.1.6 A participatingindividualhealthcareorganizationmay elect to
terminatethis Agreementby providingsixty (60)days writtennoticeto

the appropriatewho will then notify inwritingall other participating

organizations.

6.1.7 This document is not exclusive. Participatinghealthcare

organizations may sign other outside memorandumsof

understandings / mutualaid agreements.

6.1.8 This Agreementmay be executedinany numberof counterparts,

eachof which togetherwill constituteone andthe sameinstrument.This
Agreementmay be modifiedat any time uponthe mutualwrittenconsent

of all partiesto this Agreement

6.1.9 The master copy of this Agreement will be maintained by HAP and

coordinated by the appropriate HAP Regional Manager. A list of signatory

organizations will be distributed to the designated healthcare organization

“emergency” point of contact and the office of the signatory on at least a

semi-annual basis.

6.1.10This MutualAid Agreementis intendedto set forth the

present understandingsand objectivesof the undersigned

parties.
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Facility Name City County

Facility Name City County

The person executing this Agreement on behalf of the participating healthcare organization

hereby represents and warrants that he/she has the right, power, legal and corporate authority to

enter into this Agreement on behalf of the participating healthcare organization(s) for which

he/she signs.

Signature Date

Printed Name and Title HealthcareOrganization

Received by The Hospitaland Healthsystem Association of Pennsylvania:

Signature Date

Printed Name and Title
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Appendix B:ScarceResourceStrategies

OxygenRecommendations

Inhaled Medications

Restrict use of Small Volume Nebulizers when inhaler substitutes are available.

Restrict continuous nebulization therapy.

Minimize frequency through medication substitution that results in fewer
treatments (6h -12h instead of 4h-6h applications).

High-Flow Applications

Restrict use of high flow cannula systems (these can demand 12 to 40 LPM flows).

Restrict the use of simple and partial rebreathing masks to 10 LPM maximum.

Restrict use of Gas Injection Nebulizers (require 10 to 75 LPM flows).

Eliminate oxygen-powered Venturi suction systems (consume 15-50 LPM).

Air-Oxygen Blenders
Eliminate the low-flow reference bleed occurring with any low-flow metered oxygen
blender. Reserve air-oxygen blender use for mechanical ventilators using high-flow

non-metered outlets.

Disconnect bleeders when not in use.

Oxygen Conservation Devices

Use reservoir cannulas at 1/2 the flow setting of standard cannulas.

Replace simple and partial rebreather mask use with reservoir cannulas at
flowrates of 6-10 LPM.

Oxygen Concentrators if Electrical Power is Present

Use hospital-based or independent home medical equipment supplier oxygen
concentrators if available to provide low-flow cannula oxygen for patients and
preserve the primary oxygen supply for more critical applications.

Monitor Use and Revise Clinical Targets

Employ oxygen titration protocols to optimize flow or % to match targets for
SP02 or PaO2.
Minimize overall oxygen use by optimization of flow.

Discontinue oxygen at earliest possible time.

Starting Example Initiate 02 02 Target

Normal Lung Adults SP02 <90% SP02 90%

Infants and Peds SP02 <90% SP02 90 - 95%

SevereCOPDHistory SP02<85% SP0290%
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Note:Targets may be adjustedfurther downwarddepending on resources
available, the patient's clinical presentationor measured Pa02determination

ExpendableOxygenAppliances

Use terminalsterilizationor high-leveldisinfectionproceduresfor oxygen
appliances,small and large-boretubing and ventilator circuits. Bleach
concentrations of 1:10,high-levelchemicaldisinfection or irradiationmay be
suitable.Ethyleneoxide gas sterilization is optimal, but requires a 12-hour
aerationcycle to prevent ethylenechlorohydrinformation with polyvinyl
chloride plastics.

Oxygen Re-Allocation

Prioritizepatients for oxygenadministrationduring severe resourcelimitations.

MechanicalVentilation/ExternalOxygenation

Access Alternative Sources for Ventilators/SpecializedEquipment

Obtain specialized equipment from vendors, healthcare partners, regional, state,
federal stockpiles via usualemergency managementprocesses and provide just- in-
time training and quick referencematerialsfor obtainedequipment.

DecreaseDemandfor Ventilators

Increasethreshold for intubation/ventilation.

Use non-invasiveventilatory support when possible.

Re-useVentilator Circuits

Appropriatecleaning must precedesterilization.

If usinggas (ethyleneoxide) sterilization,allow full 12-hour aerationcycle to
avoid accumulation of toxic by-productson surfaces.

Use irradiationor other techniques as appropriate.

UseAlternativeRespiratorySupport Technologies

Use transport ventilators with appropriatealarms- especially for stable patients
without complex ventilationrequirements.

Use anesthesia machines for mechanicalventilation as appropriate/capable.

Use bi-level(BIPAP) equipment to providemechanicalventilation.

Consider bag-valveventilationas a temporary measurewhile awaiting definitive
solution/ equipment (as appropriateto situation) - extremely labor intensive and
may consume largeamounts of oxygen.

Assign LimitedVentilators to PatientsMost Likely to Benefit if no Other
Options are Available

Based upon documentsfrom the Minnesota HealthcareSystem PreparednessProgram.
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MedicationAdministration

Cache/ Increase Supply Levels

Patients should have at least 30 days supply of home medications and obtain 90day supply if pandemic,
epidemic or evacuation is imminent.

Examine formulary to determine commonly-used medications and classes that will be in immediate, high
demand.

Increase supply levels or cache critical medications, particularly for low cost items and analgesics.

Analgesia Morphine,other narcotic and non-narcotic (non-steroidal,
acetaminophen) class, injectables and oral (narcotic
conversion tool at
http://www.globalrph.com/narcoticonv.htm).

Sedation Particularly benzodiazapine (lorazepam, midazolam,
diazapam) injectables

Anti-Infective Narrow and broad spectrum antibiotics for pneumonia, skin
infections, open fractures, sepsis (e.g. cephalosporins,
quinolones, tetracyclines, Macrolides, aminoglycosides,
clindamycin, etc.) select antivirals.

Pulmonary Metered dose inhalers (albuterol, inhaled steroids), oral
steroids (dexamethasone, prednisone)

Behavioral Health Haloperidol, other injectable and oral anti-psychotics,
common anti-depressants, anxiolytics

Other Sodium bicarbonate, paralytics, induction agents (etomidate,
propofol,) proparacaine/tetracaine, atropine, pralidoxime,
epinephrine, local anesthetics, antiemetics, insulin, common
oral anti-hypertensive and diabetes medications.

Use Equivalent Medications

Obtain medications from alternate supply sources (pharmaceutical representatives, pharmacy caches)

Pulmonary Metered dose inhalers instead of nebulized medications.

Analgesia/Sedation Consider lorazepam for propofol substitution and other
agents in short supply.

ICU analgesia/sedation drips Morphine 4-10mg IV load then
2mg/hr and titrate/re-bolus as mg IV load as needed. Usual 3- 20
mg/h; Lorazepam 2-8mg or midazalam 1-5mg IV load then 2-
8mg/h drip

Anti-infective Examples: cephalosporin, gentamicin, clindamycin substitutes for
unavailable broad spectrum antibiotic
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Target therapy as soon as possible based upon organism
identified.

Other Beta blockers, diuretics, calcium channel blockers, ace
inhibitors, anti-depressants, anti-infectives

Reduce Use During High Demand

Restrict useof certain classes if limited stocks likely to run out. Restrict prophylactic/empiric antibiotics after
low risk wounds, etc.

Decrease dose; consider using smaller doses of medications inhigh demand/likely to runout (reduce doses
of medications allowing blood pressure or glucose to run higher to ensure supply of medications adequate
for anticipated duration of shortage).

Allow use of personal medications (inhalers,oral medications) in hospital.

Do without - consider impact if medications not taken during shortage (statins,etc.).

Modify Medication Administration

Emphasize oral, nasogastric, subcutaneous routes of medication administration.

Administer medications by gravity drip rather than IV pump if needed. IV drip calculation - drops/minute
= amount to be infused x drip set/time(minutes) (drip set = qtt/mL - 60, 10,etc.)

Rule of 6: Pt wgt(kg) x 6 = mg drug to add to 100 mL fluid = 1mcg/kg/min for each 1mL/hour.Note: For
examples, see http://www.dosagehelp.comiv rate drop.html

Consider use of select medications beyond expiration date. (Legal protection such as Food and Drug
Administration approval or waiver required.)

Restrict Allocation of Select Medications

Allocate limited stocks of medications with consideration of regional/state guidance and available
epidemiological information (e.g. anti-viral medications such as oseltamivir).

Allocate limited stock to support other re-allocation decisions (ventilator use, etc.)

Based upon documents from the Minnesota Healthcare System Preparedness Program.
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Staffing Strategies

Focus Staff Time on Core ClinicalDuties

Restrictelectiveappointments and procedures.

Reducedocumentation requirements.

Cohort patients to conserve PPE and reducestaff PPE donninganddoffing time and frequency.

UseSupplementalStaff

Bring inequally trainedstaff from whatever resourcesavailable.

Adjust personnelwork schedules (longerbut less frequent shifts, etc.) If this will not result inskill/PPE
compliancedeterioration.

Use family members/lay volunteers to providebasic patient hygieneand feeding, releasing staff for other
duties.

Focus Staff Expertiseon Core ClinicalNeeds

Personnelwith specific criticalskills (ventilator,ICU)shouldconcentrateon those skills; specify job duties that
can be safely performedby other medicalprofessionals.

Havespecialty staff oversee larger numbers of less-specializedstaff and patients (for example,a criticalcare
nurseoversees the intensivecare issues of ninepatients while three medical/surgicalnurses providebasic
nursingcare to three patients each.)

UseAlternativePersonnelto MinimizeChanges to Standards of Care

Use less trainedpersonnelwith appropriatementoringand just-in-time education(e.g.healthcaretrainees or
other healthcareworkers,MedicalReserveCorps,etc.)

Use less trainedpersonnelto take over portions of skilledstaff workload for which they havebeen trained.

Providejust-in-time training or specific skills.

Based upon documentsfrom the Minnesota HealthcareSystem PreparednessProgram.

pg. 79



HemodynamicSupport and IVFluids

Recommendations

Cache additional IV cannulas, tubing, fluids, medications and administration supplies.

Use scheduled dosing and drip dosing when possible

Reserve IV pump use for critical medications such as sedatives and hemodynamic support.

Minimize invasive monitoring

Substitute other assessments (e.g., clinical signs, ultrasound) of central venous pressure (CVP).

When required, assess CVP intermittently via manual methods using a bedside saline manometer or
transducer moved between multiple patients as needed, or by height of blood column in CVP line held
vertically while patient is supine.

Emphasize oral hydration instead of IV hydration when possible.

Utilize appropriate oral rehydration solution

Oral rehydration solution: 1liter of water (5 cups) +1tsp salt +8 tsp sugar, add flavor such as 1/2 cup
orange juice, as necessary.

Rehydation for moderate dehydration = 50-100ml/kg over 2 to 4 hours.

Pediatric hydration

Pediatric maintenance fluids:

4ml/kg/h for first 10kg of body weight (40ml/hr for 1st 10 kg).

2 ml/kg/hr for second 10kg of body weight (20 ml/hr for 2nd 10 kg = 60ml/hr for 20kg child.)

1ml/kg/h for each kg over 20 kg (60ml/hr plus 20ml/hr = 80ml/hr

Supplement for each bout of diarrhea or emesis.

Note: Clinical (urine output, etc. and laboratory (BUN, urine specific gravity) assessments and electrolyte

correction are key components of fluid therapy and are not specifically addressed by these
recommendations. For further information and examples, see
http://www.ped.med.utah/cai/howto/IntravenousFluidOrders.PDF

Provide Nasogastric Hydration instead of IV hydration when practical.

Patients with impediments to oral hydration may be successfully hydrated and maintained with
nasogastric tubes.

For fluid support, 8-12 f tubes (pediatric infant 3.5 f, <2yrs 5f) are better tolerated than standard sized
tubes.

Substitute Epinephrine for other vasopressor agents

For hemodynamically unstable patients who are adequately volume resuscitated, consider adding 6mg
epinephrine (6ml of 1:1,000) to 1000ml NS on minidrip tubing and titrate to target blood pressure.

Epinephrine 1:1000 (1mg/ml) multi-dose vials available for drip use.
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Based upon documents from the Minnesota HealthcareSystem PreparednessProgram.

Re-use CVP, NG and other supplies after appropriate sterilization/disinfection

Cleaning for all devices should precede high-level disinfection or sterilization.

High-level disinfection for at least twenty minutes for devices in contact with body surfaces (including mucous
membranes); gluteraldehyde, hydrogen, peroxide 6%, or bleach (5.25%) diluted 1:20 (2500ppm) are
acceptable solutions.

Note: Chlorine levels reduced if stored in polyethylene containers. Double the bleach concentration to
compensate.

Sterilize devices in contact with bloodstream (e.g., ethylene oxide sterilization for CVP catheters.

Intraosseous/Subcutaneous (hypodermoclysis) replacement fluids

Consider as an option when alternative routes of fluid administration are impossible/unavailable.

Intraosseous before percutaneous.

Intraosseous

Intraosseous infusion is not generally recommended for hydration purposes, but may be used until
alternative routes are available. Intraosseous infusion requires a pump or pressure bag. Rate of fluid
delivery is often limited by pain of pressure within the marrow cavity. This may be reduced by pre-
medication with lidocaine 0.5 mg/kg slow iv push.

Hypodermoclysis

Cannot correct more than moderate dehydration via this technique.

Many medications cannot be administered subcutaneously.

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

Common fluids: normal saline (NS), D5NS, D5 1/2 NS (Can add up to 20-40 mEq potassium if needed.)

Insert 21-24 gauge needle into subcutaneous tissue at a 45-degree needle. Adjust drip rate to 1-2 ml per
minute. May use 2 sites simultaneously if needed.

Maximal volume about 3 liters/day: requires site rotation.

Local swelling can be reduced with massage to area.

Hyaluronidase 150 units/liter facilitates fluid absorption but not required; may not decrease occurrence of local
edema.

Consider use of veterinary and other alternative sources for intravenous fluids and administration sets.
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BloodProducts

Healthcare Facility Recommendations

Packed Red Blood Cells

Use cell-saver and auto-transfusion to degree possible.

Limit O negative use to women of child-bearing age.

Use O positive in emergent transfusion in males or non-child bearing females to conserve O negative.

More aggressive crystalloid resuscitation prior to transfusion in shortage situations (blood substitutes may
play future role).

Long term shortage, collect autologous blood pre-operatively and consider cross-over transfusion.

Enforce lower hemoglobin triggers for transfusion (for example, HGB 7).

Consider use of erythropoietin (EPO) for chronic anemia in appropriate patients.

Further limit PRBC use, if needed, to active bleeding states, consider subsequent restrictions including
transfusion only for end organ damage, then shock states only.

Consider limits on use of PRBCs (for example, only initiate for patients that will require <6 units PRBCs
and/or consider stopping transfusion when >6 units utilized).

Fresh Frozen Plasma

Though not a true substitute, consider use of fibrinolysis inhibitors or other modalities to reverse
coagulopathic states (tranexamic acid, aminocaproic acid, activated coagulation factor use, or other
appropriate therapies).

Consider reduction in red cell: FFP ratios in massive transfusion protocols in consultation with blood bank
medical staff.

No anticipatory use of FFP in hemorrhage without documented coagulopathy.

Platelets

Though not a true substitute, consider use of desmopressin (DDAVP) to stimulate improved platelet
performance in renal and hepatic failure patients.

Transfuse platelets only for active bleeding; further restrict to life-threatening bleeding if required by
situation.

No prophylactic use of platelets.

Blood Bank Recommendations

All Blood Products

Increase donations if required, and consider local increase in frozen reserves.

Increase O positive levels.

Consider maintaining a frozen blood reserve if severe shortage.

Increase recruitment for specific product needs.
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Consider adjustments to donor HGB/HCT eligibility.

Relax travel deferrals for possible malaria and BSE (bovinespongiformencephalitis) (FDA
approval/variancerequiredvia American Association of BloodBanks).

Packed Red BloodCells

Change donations from whole bloodto 2x RBC apheresis collection if specific shortage of PRBCs.

Reduceor waive usual56 day inter-donationperiod (FDA approval/variancerequiredvia American
Association of BloodBanks) baseduponpre-donationhemoglobin.

Reduceweight restrictions for 2x RBC pheresis donations according to instruments usedand medical
director guidance. (FDA approval/variancerequiredvia American Association of BloodBanks).

FreshFrozenPlasma

Obtain FDA variance to exceed 24 collections per year for critical types (FDA approval/variancerequiredvia
American Association of BloodBanks).

Platelets

May use leukoreduced whole bloodpooled platelets (and, if required,consider non-leukoreducedwhole
bloodpooledplatelets).

Convert less neededABO whole bloodto apheresis.

Accept female platelet donors without HLA antibody screen.

Apply for variance of 7 day outdaterequirement (FDA approval/variancerequiredvia American
Association of BloodBanks).

Consider a 24 hour holduntil the culture is obtained and immediaterelease for bothPooland Apheresis.

Obtain FDA variance to allow new Pooland Store sites to ship across state lines. (FDA approval/variance
required via American Association of Blood Banks).

Reducepool sizes to platelets from 3 whole blood donations.

Based upon documents from the Minnesota HealthcareSystem Preparedness
Program.

End of Interim Pennsylvania

Crisis Standards of Care for Pandemic Guidelines
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