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Overview

Report requested by IOM
Provide background for IOM committee in 
preparing report for ASPR
Focus of our work is what can be done to 
prepare for a possible H1N1 Pandemic this 
year



Overview- Background and 
Recommendations

Communication and Coordination
Triggers to initiate Altered Standards of Care 
(ASC)
Surge capacity and response strategies
Allocation of scarce resources
Financing the Pandemic



Medical Surge Capacity and Capability: A Management System for Integrating Medical and Health Resources During Large- 
Scale Emergencies, 2004.

HCF = Health Care Facility



Communication and Coordination

Situational awareness crucial in assessing 
individual hospital and regional resources 
and capacity
Effective communication and coordination 
are the foundation of situational awareness
Initiation of any form of ASC’s requires 
information on a regional basis, and 
implementation also requires regional 
participation and uniformity.



Communication and Coordination

HPP report UPCB- Healthcare Coalitions
– Definition
– Development of Healthcare Coalitions in local 

regions
Well developed coalitions capable of 
effective communication and coordination



Communication and Coordination

Objective for this year
– Facilitate (further) coalition devlopment in local 

communities
Deliverable- situational awareness
– Effective 2-way communication processes 

between hospitals and partners
Able to provide up to date information on resources and 
utilization

– Collaborate together and with health departments 
regarding when ASC’s should be implemented



Communication and Coordination- 
Recommendations

Promote coalition development
May need to be informal in compressed time frame
Standard, defined communication standards, protocols

Develop database of common elements
– Number of cases, utilization and capacity, other 

elements



Communication and Coordination- 
Recommendations

Promote familiarity and trust
Meet in person, share information
Organize committees (HVA pandemic)
Others

Continue routine hospital preparedness 
But focus on partners, too



Triggers  to initiate ASC’s

Data reviewed
– 4 states work (CO, MN, UT, and NY) and VA
– Ontario, Canada and CHEST documents (5/08)

Many other sources available- these seemed 
to have highest degree of refinement



Triggers to Initiate ASC’s

Themes
– States- when hospitals overwhelmed with cases, 

or likely to be (more so) with rapidly rising number 
of cases

– Spectrum of crisis defined; not specific
– Other indicators of crisis 

internal disaster declared- hospital level
ER’s on “divert status”- multiple hospitals



Triggers to initiate ASC’s

– Governor authorized to declare emergency, which 
was a separate trigger based on above

– 3 states provided support for legal protection for 
healthcare providers in a pandemic

– MN also had a legal means to provide emergency 
credentialling for other states, DC, and Canada



Triggers to initiate ASC’s- 
Recommendations

“Early” trigger- large number hospitalized 
patients, or rapidly rising case count
– no specific number can be recommended

“Hard” trigger- any regional hospital with 
“internal disaster” or on “ER divert status”
– Hospitals authorized for time limited ASC’s

Formal political declaration of emergency 
likely to follow quickly based on above
– ASAP, to avoid “getting behind the curve”



Triggers to initiate ASC’s- 
Recommendations

Healthcare professionals should be protected 
during the time ASC’s in effect
– State and Federal
– Consider emergency credentialing 

Trigger for de-escalating emergency
– When demand and supply in balance
– Again, no specific number recommendation
– Should be done regionally, based on 

circumstance



Surge Capacity & Response Strategies



Context

recommendations will be on moderate to 
major surge given the H1N1 context 
essential that the concept of a continuum of 
surge is not lost as systems and processes 
used to address moderate and major surge 
should build upon daily systems used to 
address minor surge 



Surge

Surge capacity: is the ability to respond to a 
markedly increased number of patients; 
Surge capability: is the ability to address 
unusual or very specialized medical needs.
mechanisms to mitigate surges address 
either the demand for health care services or 
the supply of health care services 



Surge objectives

Approaches to decrease demand entail two 
components

1. Decreasing existing demands upon the system 
there by freeing capacity for surge response 
and; 

2. Diverting new demands for services away from 
the system thus preventing the consumption of 
that resource. 



De-escalation

Orderly de-escalation of services serves 
two purposes

1. Protect the ability to provide essential services 
by preventing catastrophic failure of the system

2. Free up resources for the response. 



Considerations

De-escalate, considerations should include:
1. Impact on patients
2. Critical resources being made available by 

cancelling the service
3. Ability to provide the service when significantly 

altered standards of care are in practice 



Recommendation #1

Any initiatives put forth by the committee must 
recognize the nature of surge as a continuum from 
common minor daily events through to rare 
overwhelming events.  
Communities coalitions should develop systems for 
moderate and major surges (such as H1N1) which 
build upon the process and systems used to address 
minor surge.  
Stand alone systems should be avoided.



Recommendation #2

Health care coalitions should have a central 
committee that will make decisions regarding 
the de-escalation of services based upon:
a) the consequence to patients of suspending or 

delaying the service, 
b) the resource requirements of that service and 
c) the ability to provide the resources in the context of 

altered standards of care.  
Supported at a national level by professional 
societies developing classifications for 
prioritizing patients.  
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Recommendation #3

Targets for service de-escalation should address 
those services which are most likely to make 
available staff, stuff or space that are in scarce 
supply. 

– Services that are high yield for freeing up critical care 
resources include elective cardiovascular surgeries, 
transplants other then renal, and elective oral-maxillofacial 
surgeries requiring post-op ICU admission and any elective 
surgery with medical conditions that are likely to require 
post-operative ICU care or monitoring.

– Surgical procedures, such as total-hip arthroplasty, which 
require in-patient post-op admission for greater then 24 
hours.

– Screening radiological and endoscopic procedures 



Recommendation #4

Health care coalitions should work 
cooperatively to ensure that within a 
geographic region or between regions 
access some capacity to provide non-
deferrable essential services are maintained 



Recommendation #5

Health care institutions should prepare plans which detail 
options for substituting, adapting, conserving and where 
appropriate re-using critical supplies which may face shortfalls 
during a H1N1 surge.  This activity should be supported by 
scientific guidance from organizations such as the CDC and 
FDA.  Hospitals should specifically consider planning for 
substituting, adapting, conserving and re-using the following:

– ventilators and components (i.e. circuits, endotracheal tubes)
– antibiotics
– sedatives and analgesics
– vasopressors/inotropes
– oxygen
– vascular access devices (i.e. central lines, PICC lines and peripheral 

i.v.s) 



Stepwise modifications in resource use to maintain 
positive pressure ventilation

HME  = heat and moisture exchanger







Recommendation #6

Health care institutions should prepare plans 
to altering the standard of care to extend staff 
and space resources. 



Rubinson, L. et al. Chest 2008;133:32S-50S

Initial expansion of critical care treatment space during disasters



Critical care expansion during sustained catastrophies will require further 
expansion of critical care capabilities

Rubinson, L. et al. Chest 2008;133:32S-50S



Allocation of Scarce Resources



Background

If shortages of vital resources occur during a 
disaster despite efforts to substitute, adapt, 
conserve and re-use, then re-allocation 
strategies must be employed
Triage should be used to direct the allocation 
of those resources in order to optimize 
efficiency, maintain ethical tenets, and help 
the greatest number of people possible.



Types of Triage

Triage
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Triage infrastructure: the optimal relationship between the state/regional central 
triage committee and the triage officer(s) at individual hospitals

Devereaux, A. V. et al. Chest 2008;133:51S-66S



Comparions of Existing Protocols





ACADEMIC EMERGENCYMEDICINE 2006

DMPHP. 2008;2:20–26





Challenges

Lack of evidence based
Only early in evaluative process
Lack of infrastructure necessary to support 
an ethical & effective triage process 
Legal process to create infrastructure & 
provide appropriate legal (civil and criminal) 
protections for triage officers is required 



Recommendation #1

Given that it is unlikely the necessary 
infrastructure or liability issues can be 
addressed in the next 3-6 months, 
government officials should recognize that 
entering into a triage situation would carry 
with it significant risks of inequities and 
system failure.  
Therefore all efforts should be made to avoid 
resource shortfalls. 



Recommendation #2

If triage was necessary, coordination of the 
triage process should occur at a state level.  
Health care coalitions cannot posses a 
sufficiently broad level of situational 
awareness to make independent decisions 
regarding the initiation or coordination of 
triage. 
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Recommendation #3

States governments should use the Utah & Colorado 
approaches as models to develop plans for triage utilizing 
the protocol developed through the Task Force on Mass 
Critical’s collaborative process and their existing state 
legislation to implement the protocol.  
These plans should include mechanisms to address 
triage infrastructure and triage officer liability issues.  
The infrastructure should include a process to 
systematically review of the decisions of the triage 
officers by a review committee to ensure that inequities 
are not occurring and assess patient outcomes to modify 
the triage protocol if required. 



Recommendation #4

The allocation committee established by 
health care coalitions to oversee resource 
allocation should liaise with the state level 
central triage committee to provide 
information on resource supply and demand 
status to the state triage committee and 
communicate triage directives from the state 
to coalition members. 



Recommendation #5

Critical care should be rationed only after all 
efforts at augmentation have been exceeded 
a Tier  level 6 has been attained or 
exceeded. 



Recommendation #6

Each health care institution should develop a pandemic staffing 
plan that includes a senior intensivist acting as a triage officer 
and a team to support the triage officer.  
Prior to resource shortfalls occurring, the role of this senior 
intensivist should be to coordinate resource utilization (ICU 
admissions & discharges) across the expanded critical care units
within an institution established as part of the EMCC response. 
This individual should remain free of direct clinical responsibilities 
so that he/she can maintain a level of objectivity and be available 
to liaise when required with the hospital’s emergency 
management group in the emergency operations center. 



Financing during a Pandemic

“The elephant in the room”
– Huge costs associated with care

Loss of revenue when routine care (eg surgeries) not 
provided
Difficult to document appropriately in a crisis

– Unfair to ask healthcare to provide care, and 
shoulder cost of it

Penalizes the “good citizens”
?incentive for some to avoid participation



Financing during a Pandemic- 
Recommendation

Compensate Hospitals and providers during 
the time of a declared emergency
– Daily per diem equivalent to average daily income 

over the past 365 days
Billing for services ok, but must continue to document 
and code appropriately

– Alternative: Billing done as usual, but with 
modifications to documentation and regulatory 
requirements



End

For further information contact:
Jeffrey.R.Dichter@HealthPartners.Com

or 
michael.christian@utoronto.ca
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