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Summary

Catastrophic disasters occurring in 2011 in the United States and worldwide—from the
tornado in Joplin, Missouri, to the earthquake and tsunami in Japan, to the earthquake in New
Zealand—have demonstrated that even prepared communities can be overwhelmed. In 2009, at
the height of the influenza A (HIN1) pandemic, the Assistant Secretary for Preparedness and
Response (ASPR) at the Department of Health and Human Services (HHS) asked the Institute of
Medicine (IOM) to convene a committee of experts to develop national guidance for use by state
and local public health officials and health-sector agencies and institutions in establishing and
implementing standards of care that should apply in disaster situations—both naturally occurring
and manmade—under conditions of scarce resources.

In its letter report, released the same year, the Committee on Guidance for Establishing
Standards of Care for Use in Disaster Situations defined these “crisis standards of care” (CSC) to
be a “substantial change in the usual health care operations and the level of care it is possible to
deliver....justified by specific circumstances and....formally declared by a state government in
recognition that crisis operations will be in effect for a sustained period” (I0M, 2009, p. 3). CSC,
planned and implemented in accordance with ethical values, are necessary for the allocation of
scarce resources. Public health disasters justify temporarily adjusting practice standards and/or
shifting the balance of ethical concerns to emphasize the needs of the community rather than the
needs of individuals. Therefore, professional care delivered in a catastrophic disaster may need
to be modified to address the demands of the situation, including by focusing more intently on
the needs of the entire affected community.

The committee’s 2009 letter report also enumerated five key elements that should underlie all
CSC plans:

e astrong ethical grounding that enables a process deemed equitable based on its
transparency, consistency, proportionality, and accountability;

¢ integrated and ongoing community and provider engagement, education, and
communication;

e the necessary legal authority and legal environment in which CSC can be ethically and
optimally implemented;

e clear indicators, triggers, and lines of responsibility; and

e evidence-based clinical processes and operations.

Following publication of the 2009 letter report, ASPR, the Department of Veterans Affairs,
and the National Highway Transportation Safety Administration requested that the IOM
reconvene the committee to conduct phase two of the study, which involved building on that
report, examining its impact, and developing templates to guide the efforts of individuals and

PREPUBLICATION COPY: UNCORRECTED PROOFS
1-1

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

1-2 CRISIS STANDARDS OF CARE

organizations responsible for CSC planning and implementation. The committee also was
charged with identifying metrics to assess the development of crisis standards of care protocols
and developing a set of tools for use at the state and local levels in engaging the public as a
necessary step in the development of CSC plans.

REPORT DESIGN AND ORGANIZATION

This report has a functional format and design that reflect its purpose of providing a resource
manual for all stakeholders involved in a disaster response. It is organized as a series of stand-
alone resources for ease of use and reference. The first volume includes Chapters 1 through 4.
Chapter 1 provides an introduction to the report, including a summary of key elements of CSC
identified in the committee’s 2009 letter report, the recommendations from that report, and
discussion of the report’s impact as essential context for phase two of the committee’s work. The
next three chapters establish a framework for a systems approach to the development and
implementation of CSC plans (Chapter 2), and address the legal issues (Chapter 3) and the
ethical, palliative care, and mental health issues (Chapter 4) that agencies and organizations at
each level of a disaster response should address.

The next four chapters are bound as separate volumes, each aimed at a key stakeholder
group—state and local governments (Chapter 5), emergency medical services (EMS)

(Chapter 6), hospitals and acute care facilities (Chapter 7), and out-of-hospital and alternate care
systems (Chapter 8). The text of the chapters defines the roles and responsibilities of these
stakeholders, describes operational considerations associated with their development and
implementation of CSC plans, and provides brief descriptions of templates that outline the
specific functions and tasks for each stakeholder when allocating scarce resources in response to
a disaster. The templates are easily located at the end of each chapter by the red bar that runs the
length of each page.

Chapter 9, again published as a separate volume, includes a brief description of the
committee’s work to design the public engagement toolkit and the tools themselves.'

The final volume of the report consists of six appendixes: a glossary of terms used in the
report (Appendix A), a sample hospital CSC plan (Appendix B), a listing of potentially scarce
medical resources (Appendix C), a listing of resource challenges by disaster type (Appendix D),
the committee’s statement of task (Appendix E), and biographical sketches of the committee
members (Appendix F).

FRAMEWORK FOR A SYSTEMS APPROACH TO CRISIS STANDARDS OF CARE

CSC are just one aspect of broader disaster planning and response efforts; they are a
mechanism for responding to situations in which the demand on needed resources far exceeds the
resources’ availability. A systems approach to disaster planning and response is therefore
required to integrate all of the values and response capabilities necessary to achieve the best
outcomes for the community as a whole.

Successful disaster response depends on coordination and integration across the full system
of the key stakeholder groups: state and local governments, EMS, public health, emergency
management, hospital facilities, and the outpatient sector. Vertical integration among agencies at

'The templates in Chapters 5-8 and the public engagement toolkit can also be downloaded via the project’s website:
http://iom.edu/Activities/PublicHealth/DisasterCareStandards.aspx.
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the federal, state, and local levels also is crucial. At the cornerstone of this coordination and
integration is a foundation of ethical obligations—the values that do not change even when
resources are scarce—and the legal authorities and regulatory environment that allow for shifts
in expectations of the best possible care based on the context of the disaster in which that care is
being provided.

Conceptualizing a Systems Approach to Disaster Response

This section broadly outlines a systems framework for disaster response of which CSC is
only one, albeit a critical, aspect. However, the development and implementation of CSC plans
are the means to mount a response to an incident that far exceeds the usual health and medical
capacity and capabilities. Therefore, the same elements that come together to build any
successful disaster response should also be used to develop robust CSC plans and guide their
implementation.

A systems approach is defined as a “management strategy that recognizes that disparate
components must be viewed as interrelated components of a single system, and so employs
specific methods to achieve and maintain the overarching system. These methods include the use
of standardized structure and processes and foundational knowledge and concepts in the conduct
of all related activities” (George Washington University Institute for Crisis, Disaster and Risk
Management, 2009, p. 59).

The systems framework that the committee believes should inform the development and
implementation of CSC plans (see Figure 2-1) is based on the five key elements of planning set
forth in the 2009 letter report. These key elements served as the starting point for the
development of the committee’s recommendations in that report and are foundational for all
disaster response planning.

The two cornerstones for the foundation of this framework are the ethical considerations that
govern planning and implementation and the legal authority and legal environment within which
plans are developed. Ethical decision making is of paramount importance in the planning for and
response to disasters. Without it, the system fails to meet the needs of the community and ceases
to be fair, just, and equitable. As a result, trust—in professionals, institutions, government, and
leadership—is quickly lost. The legal authority and legal environment within which CSC plans
are the other cornerstone of the framework’s foundation. The legal authority and environment
support the necessary and appropriate actions in response to a disaster. Between those two
cornerstones of the foundation are the steps needed to ensure that the development and
implementation of CSC plans occur. They include provider and community engagement efforts,
development of a process that permits individual communities to identify regionally coordinated
and consistent indicators that denote a change in the usual manner of health care delivery during
a disaster, and the triggers that must be activated in order to implement CSC. These lead to the
top step, the implementation of clinical processes and operations that support the disaster
response. All of these efforts are supported and sustained by an ongoing performance
improvement process, an important element of any systems approach to monitor demand
(ensuring situational awareness), evaluate the impact of implementation actions, and
establish/share best practices. This process includes education of and information sharing among
organizations and individuals responsible for both the planning and response phases of a disaster.

The pillars of medical surge response—hospital and outpatient medical care; public health;
EMS; and emergency management/public safety agencies, organizations, and authorities—stand
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on this strong base. Each of these pillars is an element of the disaster response system,
representing a distinct discipline, but all need to be well integrated to ensure a unified disaster
response. One acting independently of the others may delay, deter, and even disrupt the delivery
of medical care in a disaster. Many of these disciplines work together during daily operations.
For example, EMS transports bridge the outpatient and hospital communities, public health
bridges the public safety and hospital communities, and emergency management bridges the
hospital and public health communities. But rarely, and in few communities, do all of these
response elements come together in a manner that can ensure oversight and care for an
overwhelming number of disaster victims. The more complex and dynamic the incident, the
more important strong and effective coordination and integration among the pillars becomes, as
emphasized by a systems approach. Priorities and objectives should be shared across the entire
system to inform the development of unified strategies and the coordinated tactics required to
implement them. Applying National Incident Management System (NIMS)/National Response
Framework (NRF) principles and systems can help improve coordination and ensure the desired
outcomes.

Atop the pillars are local, state, and federal government functions. Government at all three
levels has an overarching responsibility for the development, institution, and proper execution of
CSC plans, policies, protocols, and procedures. Good governance encompass the functions of
monitoring and evaluation, as well as accountability and meaningful contributions to policy
development (Gostin and Powers, 2006). These functions are especially important in developing
plans related to incidents in which the confidence of the public in government institutions may
come into question, and the risk of cascading failures and multisector disruption, exacerbated by
a lack of coordinated response, can mean the difference between thousands of lives lost and
saved.

Milestones to Guide CSC Planning

To ensure that this systems coordination and integration occur, the committee offers specific
milestones, enumerated in Box S-1. This systems approach to CSC, and disaster response more
generally, provides the context for this report. It balances the specific functions and tasks of each
stakeholder group, but also provides a structure for coordinating and integrating their operations
to enable a more flexible and dynamic overall response effort while still emphasizing a robust,
efficient chain of command.
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—_—

No

© ©

10.
11.

12.
13.
14.

15.

BOX S-1
Milestones for Planning and Implementation for Crisis Standards of Care®

Establish a State Disaster Medical Advisory Committee (SDMAC).”

Ensure the development of a legal framework for CSC implementation.

Promote understanding of the disaster response framework among elected officials and
senior (cabinet-level) state and local government leadership.

Develop a state health and medical approach to CSC planning that can be adopted at the
regional/local level by existing health care coalitions, emergency response systems
(including the Regional Disaster Medical Advisory Committee [RDMAC]), and health care
providers.

Engage health care providers and professional associations by increasing their awareness
and understanding of the importance and development of a CSC framework.

Encourage participation of the outpatient medical community in planning.

Ensure that local and state CSC plans include clear provisions that permit adaptation of
EMS systems under disaster response conditions.

Develop and conduct public community engagement sessions on the issue of CSC.
Support surge capacity and capability planning for health care facilities and the health care
and public health systems.

Plan for an alternate care system capability.

Support scarce resource planning by the RDMAC (if developed) for health care facilities and
the health care system.

Incorporate crisis/lemergency risk communication strategies into CSC plans.

Exercise CSC plans at the local/regional and interstate levels.

Refine plans based on information obtained through provider engagement,
public/community engagement and exercises, and real-life events.

Develop a process for continuous assessment of disaster response capabilities.

2 Given the variability in both how state and local agencies are organized, CSC planning and potential
activation will need to take into account varying structures and relationships of governments across states
and localities throughout the United States.

®See Appendix A for definition.

°See Appendix A for definition.

LEGAL ISSUES

An array of relevant legal issues should be identified and addressed before disaster strikes.

For example, states should evaluate what legal liability protections are in place for their health
care workers, volunteers, and health care coalitions, and should determine whether these
protections are sufficient or require augmentation. Health care personnel and entities, too, should
understand what protections are available to them and the fact that these may be role and location
dependent. The potential complexity and consequences of the financing and reimbursement of
disaster response efforts also should be understood and addressed within and between
communities. Thorough comprehension of these legal issues among relevant response

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

1-6 CRISIS STANDARDS OF CARE

stakeholders is crucial to their being resolved prior to a disaster—an opportunity not always
afforded for other issues and challenges involved in CSC implementation. In considering the
legal environment in a CSC situation, policy makers at all levels must insist that professionals act
professionally. There is never a justification for careless decision making or willful misconduct,
especially in the setting of a disaster response, when patients are at their most vulnerable.

CROSS-CUTTING ISSUES: ETHICS, PALLIATIVE CARE, AND MENTAL HEALTH

A number of issues are relevant to all four stakeholder groups—governments, EMS, health
care facilities, and out-of-hospital and alternate care systems—with roles in the development and
implementation of CSC plans. These cross-cutting issues, reviewed briefly below, are
incorporated into the guidance and templates provided in this report for each stakeholder group.

Ethics

Plans and protocols that shift desired patient care outcomes from the individual to the
population must be grounded in the ethical allocation of resources, which ensures fairness to
everyone. Developing consensus on what a reasonable health care practitioner would do in the
event of a disaster will facilitate the transition from conventional to contingency and crisis
response during such an incident.” The emphasis in a public health emergency must be on
improving and maximizing the population’s health while tending to the needs of patients within
the constraints of resource limitations.

With respect to fairness, an ethical policy does not require that all persons be treated in an
identical fashion, but does require that differences in treatment be based on appropriate
differences among individuals. If particular groups receive favorable treatment, such as in access
to vaccines, this priority should stem from such relevant factors as greater exposure or
vulnerability and/or promote important community goals, such as helping first responders or
other key personnel stay at work. Policies should account for the needs of the most at risk and
support the equitable and just distribution of scarce goods and resources.

Implementation of CSC should ideally facilitate the delivery of care to patients to the extent
possible by allocating resources to those who are most likely to benefit. The implementation of
CSC should ultimately bring better care to more patients and a more equitable distribution of
resources to those most likely to benefit. The needs of all potentially affected populations must
be addressed to ensure fair and equitable plans. Particular attention should also be paid to the
needs of the most at-risk and marginalized people, such as the poor and those with mental or
physical disabilities.

Ultimately, the committee’s understanding of CSC implementation is within the context of
supporting public health efforts through fair and rational processes. The committee’s 2009 letter
report outlined an ethical approach to guide CSC planning and responses, and the committee
continues to emphasize the importance of an ethical foundation for the fair allocation of scarce
medical, public health, and relevant community resources (see previous key principles).

% The surge capacity following a mass casualty incident falls into three basic categories, depending on the magnitude of the
incident: conventional, contingency, and crisis. These categories also represent a corresponding continuum of patient care
delivered during a disaster. As the imbalance increases between resource availability and demand, health care—emblematic of
the health care system as a whole—maximizes conventional capacity; then moves into contingency; and, once that capacity is
maximized, moves finally into crisis capacity. A crisis situation may lead to an overwhelming demand for services and result in
shortages of equipment, supplies, pharmaceuticals, personnel, and other critical resources, necessitating operational adjustments.
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The ethical basis for CSC planning has particular implications for policy decisions regarding
the allocation of scarce resources. Community engagement in the assessment of ethical values
that underlie such decisions can help ensure that the decisions are aligned with community
values and that those values are integrated by agencies responsible for developing CSC plans
where appropriate. The key elements in planning and implementing CSC are particularly
relevant to ensuring fair access to resources by disadvantaged or at-risk populations. As a general
matter, ethical values do not constitute a process for determining what is the most “ethical”
course of action. However, a clear grasp of those values helps policy makers and the public
determine which options are within the bounds of ethically viable choices. Moreover, an
understanding of ethical values often can illuminate clearly wrong decisions, such as those that
would place an unreasonably high share of the burden on a single population (e.g., the elderly,
the disabled, the uninsured). Therefore, the committee offers guidance on how to adjust clinical
practice in the face of severe resource deficits in a manner consistent with ethically valid goals
and desired outcomes using a population-based approach.

Palliative Care

Providing palliative care is an important ethical and medical imperative and, especially with
regard to end-of-life care, should include a holistic and humane approach to CSC
implementation. Setting the expectation that all patients will receive some care, regardless of the
availability or scarcity of resources, is an important component of CSC efforts. Incorporating
into CSC planning the capabilities necessary to provide palliative care assures the public that
even when curative acute care cannot be provided, every attempt to offer pain management and
comfort care to disaster victims will be made, even if comfort care may mean nonpharmaceutical
interventions such as holding a hand or offering words of comfort.

Mental Health

The social consequences of a disaster and the need to implement CSC will certainly impact
the mental health of patients, their families, health care providers, and the general public. The
very real potential for mass fatalities during such an incident will undoubtedly tax the system as
a whole and exacerbate mental health issues at a population level. Setting appropriate
expectations and planning for mental health resilience are important considerations at each level
of response by all of the stakeholders developing and implementing CSC plans. While
addressing mental health issues is challenging, there are unique opportunities to mitigate mental
health impacts by incorporating mental health and resilience provisions into the preparedness,
response, and recovery components of CSC planning.

GOVERNMENTS

A systems approach to disaster response requires that federal, state, and local governments
work together to plan and implement CSC, even though each level of government has specific
and differing authorities and access to resources.

Federal Government
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The federal government should continue to provide leadership in supporting and encouraging the
establishment of guidelines for CSC for use in disaster situations at the state and local levels,
whether through direct contact with public health departments and other relevant stakeholders or
through the relevant state governors’ offices. These efforts should emphasize the importance of
coordinating such planning within the larger context of surge capacity planning, all as part of a
disaster response framework. Inclusion of specific language in the HHS Hospital Preparedness
Program and the Centers for Disease Control and Prevention’s (CDC’s) Public Health
Emergency Preparedness cooperative agreements is the best means of ensuring continued
emphasis on this planning. In addition, agencies such as the Centers for Medicare & Medicaid
Services are important because of their capacity to influence provider practice, reimbursement,
and waivers. Finally agencies such as the the Department of Homeland Security, the Department
of Defense, the Department of Transportation, and the Department of Veterans Affairs have
relevant grant programs that should include funding opportunities for the planning and
implementation of CSC. The federal government can positively influence state government
planning, and in the context of the framework established, must be the ultimate driver behind
such efforts.

State Government’

Emergencies rising to a level that necessitates CSC generally are expected to be
multijurisdictional, statewide, or even multistate events that entail various local, regional, state,
and federal roles and authorities. Therefore, considerable state-level coordination with intra- and
interstate as well as federal partners is essential. As recommended in the committee’s 2009 letter
report, states in particular should lead the development and implementation of CSC protocols
“both within the state and through work with neighboring states, in collaboration with their
partners in the public and private sectors” (IOM, 2009, p. 4). Depending on the specific nature of
the incident, various state agencies, as well as private health care entities, should be involved in
CSC planning and response activities because no single agency or health or emergency response
entity alone can be expected to handle the challenges presented by a CSC incident. Variations in
state agency structures and authorities will often dictate emergency response leadership roles.
Therefore, states should have the flexibility to develop the organizational structure for CSC
planning and implementation that makes the most sense for them. Recognizing that a variety of
state agencies and leaders will have pivotal CSC roles, however, the state health department is
fundamentally the most appropriate agency to lead and coordinate CSC planning and
implementation at the state level and to advise state leadership on CSC issues.

Local Government

When considering the role of local government in CSC efforts, it is important to remember
that, based on how states are structured constitutionally and functionally, vastly different local
government structures and relationships exist from state to state. Despite these variations,
however, the role of local government in CSC planning and implementation remains crucial.
Even though a CSC incident may be widespread and require a systems approach that involves
coordinating with all providers and across all levels of government, especially as the geographic
area of impact increases, all disasters are ultimately local. At some point, the state CSC plan will

* For the purposes of this report, the term “states” encompasses states, tribal jurisdictions, and territories.
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need to be incorporated into or adapted for local planning efforts (e.g., development of the health
and medical annex of the local emergency operations plan) and will help guide local activities
during the response to a catastrophic disaster response.

Local political leaders (e.g., mayor, county executive) and agency leadership also will be
involved in local decision making and resource requests during a CSC emergency. This means
that local CSC coordination, consistent with state planning and response actions, is critical to
achieving the envisioned systems-based CSC response. Local governments are uniquely
positioned in the organizational structure of states to intersect with both state government
partners and the communities in their local jurisdiction(s). Therefore, the involvement of both
state and local government leadership is paramount to ensuring that CSC planning and
implementation occur. This is especially true because public health and government EMS
agencies (with the exception of the private EMS sector) operate under the direct auspices of state
and local government authority. Addressing CSC planning outside of the governmental sphere,
especially in the private health care sector, is more difficult. In this regard, emphasis on the
importance of a systems approach to CSC planning ensures unified efforts, particularly with
respect to the consistency of plan development and implementation.

PREHOSPITAL CARE: EMERGENCY MEDICAL SERVICES

State EMS offices and prehospital care agencies should be actively engaged in the
development and implementation of CSC plans. Adjustments to scopes of practice, treatment
modalities, and ambulance staffing and call response will all figure significantly into state, local,
and EMS agency-specific disaster response plans. Other areas that can be leveraged to maximize
scarce EMS resources include the authority to activate restricted treatment and transport
protocols, which may entail modifying the emergency medical dispatch criteria implemented at
public safety answering points (i.e., 911 call centers). CSC planning should be integrated with
the efforts of public health planners to ensure consideration of case management (advice line)
call centers, poison control, use of alternate care system destination points for ambulance
patients, and limitation of care to on-scene treatment without transport. It should also be
recognized that much EMS activity in the United States is volunteer based and occurs in rural
communities, where resources often are limited on a regular, ongoing basis. These limitations
should be addressed through the incorporation of EMS-specific disaster response and CSC plans
into relevant disaster preparedness grant guidance.

In this context, an important factor in operationalizing the CSC framework set forth in the
committee’s 2009 letter report and reiterated in Chapter 2 of this report is specific enumeration
of EMS roles, responsibilities, and actions in CSC plans. Accordingly, the state agency taking
the lead role in coordinating a systems-based catastrophic disaster response should establish
consistent triggers and thresholds that indicate the transition from conventional to contingency to
crisis care, define a clear mechanism for authorizing CSC activation, provide liability protection
for EMS personnel and altered modes of transportation, coordinate emergency operations across
the affected region, and address reimbursement issues directly. While standardizing this planning
will contribute to consistency in implementing CSC, the different environments in which EMS
operates also should be taken into account.

HOSPITALS AND ACUTE CARE FACILITIES
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Clinical operations in hospitals, ambulatory care clinics, and private practices make up the
largest single element of the response framework in which CSC will be implemented.
Implementation of CSC in the hospital setting will occur through the use of a clinical care
committee at each hospital, along with a bi-directional reporting mechanism with state and local
governments. Therefore, careful planning is required at both at the local and regional levels,
including plans to ensure intraregional coordination and cooperation. Consistent with the
Hospital Preparedness Program and Public Health Emergency Preparedness cooperative
agreements, disaster response plans should delineate protocols for a shift from the conventional
standard of care to ensure that essential health care services will be sustained during the
response. CSC plans will be implemented under conditions in which the usual safeguards may
not be possible and when resources will be insufficient to allow for the delivery of care under
usual operating conditions. It is assumed that under catastrophic disaster response conditions,
resources are unavailable or undeliverable to health care facilities from elsewhere in the region
or state; similar strategies are being invoked by other health care delivery systems; and patient
transfer to other facilities is not possible or feasible, at least not in the short term. Furthermore, it
is recognized that access to key medical countermeasures (e.g., vaccines, medications, antidotes,
blood products) is likely to be limited, and these resources should be delivered to patients using
guidance that aims to optimize benefits and minimize potential harms. It is also assumed that
available local, regional, state, and federal resource caches (of key equipment, supplies, and
pharmaceuticals) have already been distributed, and no short-term resupply of such stocks is
foreseeable.

Although hospitals providing acute care to the community are the focus of this discussion,
other health care facilities—such as free-standing surgery centers, urgent care facilities,
ambulatory clinics, free standing emergency departments, nursing homes, federally qualified
health centers, and other facilities that can be adapted to provide acute or critical care—can play
key roles in a surge response and should be included in planning for and implementation of CSC.
All health care facilities providing acute medical care to the community have a “duty to plan” for
mass casualty and catastrophic disaster incidents, including planning for the expansion of clinical
operations. Hospitals should examine their hazard vulnerability analysis and ensure that they are
as prepared as possible for the hazards affecting their community, including the ability to operate
as autonomously as possible for up to 96 hours (Joint Commission emergency medicine
standards), or more if the risk of isolation of the facility is high. The importance of conducting
exercises in crisis situations, from the provider to the incident command level, cannot be
overemphasized.

The goal of incident management in situations involving mass casualties or catastrophic
failure of critical infrastructure is to get the right resources to the right place at the right time.
This may involve anticipating shortfalls, adapting responses, partnering with other stakeholder
agencies to provide alternate care sites for patient volumes that cannot be accommodated within
the usual medical facilities, and other strategies. Therefore, a regionally coordinated response is
imperative to facilitate consistent standards of care within all affected communities after a
disaster. Regional coordination enables the optimal use of available resources; facilitates
obtaining and distributing resources; and provides a mechanism for policy development and
situational awareness that is critical to avoiding crisis situations and, when a crisis does occur,
ensuring fair and consistent use of resources to provide a uniform level of care across the region.

OUT-OF-HOSPITAL AND ALTERNATE CARE SYSTEMS
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While much of disaster and surge capacity planning focuses on hospital-based care,
approximately 89 percent of health care is delivered in outpatient settings (Hall et al., 2010;
Schappert and Rechtsteiner, 2011). Especially during an epidemic, failure to leverage outpatient
resources may result in catastrophic overload of inpatient and hospital-affiliated resources. For
this reason, efforts to improve the integration of outpatient care assets into disaster response are
critical, not only to ensure the provision of crisis care but also to avoid crisis care. However, the
value of the outpatient sector—its diversity—is also its challenge: the numbers and varying types
of clinics and providers in a given area (in addition to long-term care, outpatient surgery, and
other medical facilities) hamper detailed coordinated planning. Unlike other emergency response
entities (e.g., municipal or county-run EMS), private health care facilities and providers cannot
simply be “assigned” by public health officials to develop outpatient surge capacity, and private
health care cannot assume that public health can provide the clinical leadership or resources
(especially medical providers) needed to establish effective alternate care systems. Both have a
joint responsibility for and distinct but equally necessary roles in efforts to advance outpatient
CSC planning to ensure that the health care goals of catastrophic disaster response can be
accomplished through coordinated efforts.

PUBLIC ENGAGEMENT

The committee’s 2009 letter report highlighted meaningful public engagement as one of the
five key elements of CSC planning. Policy makers should involve the public in a structured
dialogue about the implications and likelihood of having to allocate health care delivery and
essential vaccines or medicines ethically in the event of a catastrophic disaster. To facilitate this
involvement, the committee developed a public engagement toolkit. This resource should
support CSC planning efforts by enabling state and local health departments and other interested
planners to initiate conversations with the community regarding these difficult issues.
Community engagement probably is best timed to start after the planning teams (the state and
regional disaster medical advisory committees) have had an opportunity to consider all of the
pertinent issues and draft a plan, but before a plan is finalized.

RECOMMENDATION

To enhance and elaborate on the recommendations from its 2009 letter report, which it still
fully supports, the committee developed a set of templates identifying the core functions and
tasks for individuals and organizations involved in CSC planning and implementation. In
developing these resources, the committee emphasized the use of a systems approach that
integrates CSC planning into the larger context of overall surge capacity planning. The entire
emergency response system—each component acting both independently and as part of a
coherent and integrated group—should adopt such a framework to deliver the best care possible
to the largest number of patients.

RECOMMENDATION: Federal, state, tribal, and local governments should develop a
systems-based framework for catastrophic disaster response, which must be integrated into
existing emergency response plans and programs. To facilitate the implementation of this
framework, the committee specifically recommends that:
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e Each level of government should ensure coordination and consistency in the active
engagement of all partners in the emergency response system, including emergency
management, public health, emergency medical services, public and private health
care providers and entities, and public safety.

e Each level of government should integrate crisis standards of care into surge
capacity and capability planning and exercises.

e The Department of Health and Human Services/Assistant Secretary for
Preparedness and Response (e.g., through its regional emergency coordinators)
should facilitate crisis standards of care planning and response among state and
tribal governments within their region.;

e In crisis standards of care planning and response efforts, states should collaborate
with and support local governments.

e Federal disaster preparedness and response grants, contracts, and programs in the
Department of Health and Human Services, the Department of Homeland Security,
the Department of Defense, the Department of Transportation, and the Department
of Veterans Affairs—such as the Hospital Preparedness Program, Public Health
Emergency Preparedness Program, Metropolitan Medical Response System,
Community Environmental Monitoring Program, and Urban Areas Security
Initiative—should integrate relevant crisis standards of care functions.
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Introduction

The last 2 years have seen catastrophic disasters in Haiti, Japan, New Zealand, and the
United States. These incidents have been a stark reminder of the ability of disasters to
overwhelm even the most advanced health systems and impact resource allocation. All of these
incidents—earthquakes, a tsunami, a powerful tornado—were sudden and unexpected, and all
resulted in a disruption of infrastructure, including extreme stress and strain on health care
systems. During each incident, albeit to varying degrees, the delivery of medical services was
impacted by the disruption. The need to allocate scarce resources during a catastrophic disaster is
not unique to no-notice natural disasters; such circumstances may also arise in the aftermath of a
catastrophic terrorist incident, particularly one due to the release of a bioagent or the detonation
of a nuclear device, or a slow-onset event such as pandemic influenza.

This report differentiates between a catastrophic disaster and other disasters or emergencies.
A catastrophic disaster is characterized by four attributes: (1) most or all of the community’s
infrastructure is impacted (it is the relative, rather than the total, infrastructure loss that matters);
(2) local officials are unable to perform their usual roles for a period of time extending well
beyond the initial aftermath of the incident; (3) most or all routine community functions—at
places of work, recreation, worship, and education—are immediately and simultaneously
interrupted; and (4) surrounding communities are similarly affected, and thus there are no
regional resources to come to the aid of the affected local communities (Quarantelli, 2000). Each
of these four attributes should be judged relative to the impact on the community in question
rather than by an absolute standard: for instance, an incident that results in the inability of one
hospital to function in a large metropolitan city may be classified as a disaster, but could be
classified as catastrophic in a rural community. Similarly, while the initial phase of a disaster
may include all four of these attributes, a catastrophic disaster is marked by their persistence into
the recovery phrase, well after the incident occurs.

In 2009, at the height of the influenza A (HIN1) pandemic, the Assistant Secretary for
Preparedness and Response (ASPR) at the Department of Health and Human Services (HHS)
asked the Institute of Medicine (IOM) to convene a committee of experts to develop national
guidance for use by state and local public health officials and health-sector agencies and
institutions in establishing and implementing standards of care that should apply in catastrophic
disaster situations—both naturally occurring and manmade—under conditions of scarce
resources. In its letter report, released the same year, titled Guidance for Establishing Crisis
Standards of Care for Use in Disaster Situations (I0M, 2009), the Committee on Guidance for
Establishing Standards of Care for Use in Disaster Situations defined these “crisis standards of
care” (CSC) to be a “substantial change in the usual health care operations and the level of care it
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is possible to deliver....justified by specific circumstances and....formally declared by a state
government in recognition that crisis operations will be in effect for a sustained period” (IOM,
2009, p. 3). CSC, planned and implemented in accordance with ethical values, are necessary for
the allocation of scarce resources. Professional care delivered in a catastrophic disaster may need
to be modified to address the demands of the situation, including by focusing more intently on
the needs of the entire affected community. The committee’s 2009 letter report also enumerated
five key elements that must underlie all CSC plans:

» astrong ethical grounding that enables a process deemed equitable based on its
transparency, consistency, proportionality, and accountability;

* integrated and ongoing community and provider engagement, education, and
communication;

» the necessary legal authority and legal environment in which CSC can be ethically and
optimally implemented;

* clear indicators, triggers, and lines of responsibility; and

» evidence-based clinical processes and operations.

PHASE TWO: STUDY GOALS AND METHODS

At the request of ASPR, the Committee on Guidance for Establishing National Standards of
Care for Use in Disaster Situations reconvened for a second phase of work. The task of phase
two was to operationalize the CSC framework set forth in the 2009 letter report. Box 1-1
presents the phase two statement of task.

BOX 1-1
Abbreviated Phase Two Statement of Task?

The committee will:

¢ Review the impact of its 2009 letter report including progress made by state and local
governments and health care organizations in establishing crisis standards of care
guidance.

¢ Identify metrics to assess the development of crisis standards of care protocols.

o Develop templates for states, emergency medical services (EMS) systems, hospitals
and individual clinicians to use to guide decision making. These templates will:

o Address the inclusion of all critical components of the emergency response and
health care system necessary to plan for and respond to crisis standards of care
situations.

o Examine the specific process of declaring a shift to crisis standards of care,

o ldentify clinical and administrative indicators that govern the transition from
conventional surge response and conventional standards of care to crisis surge
response and crisis standards of care.

o Define terms and provide consistent language (e.g., definitions, situational markers)
for communicating across jurisdictions and levels of government the status of health
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care systems related to crisis standards of care.

In addition, the IOM will develop a template for state and local governments for community
engagement tools.

® The complete statement of task can be found in Appendix E.

Building on the work of phase one, the committee developed detailed templates enumerating
the functions and tasks of the key stakeholder groups involved in CSC planning and
implementation—state' and local governments, emergency medical services (EMS), hospitals
and acute care facilities, and out-of-hospital and alternate care systems. Additionally, a key
component of CSC planning, as recommended in the 2009 letter report, is public engagement. In
recognition of the challenges associated with simultaneously educating and receiving input from
the public, the committee was tasked with providing public engagement tools that can be adapted
by state and local jurisdictions based on where they are in the planning process, their
communities’ experiences, and available resources. It is important to note that this report is not
intended to be a detailed guide to emergency preparedness or disaster response. What is
described in this report is an extrapolation of existing incident management practices and
principles.

The reconvened committee continued to represent the diverse expertise of the fields and
sectors responsible for implementing CSC, including emergency medicine, ethics, public health
law, state and local public health, the public and private sectors, disaster response, nursing,
palliative and mental health care, and EMS. Biosketches of the committee members can be found
in Appendix F. To fully understand the challenges of developing and implementing CSC plans,
the committee held two public meetings in May and July 2011. Presentations and comments
were provided by a myriad of experts and practitioners, including representatives of state and
local health departments, EMS, large and small health care systems, pediatric and maternal
patient and provider groups, and the federal government (including ASPR, the U.S. Department
of Transportation, and the Centers for Disease Control and Prevention [CDC]). The committee
also conducted a thorough review of the relevant literature to understand and build on the
progress made in developing and operationalizing CSC at the federal, state, and local levels since
its letter report was published in 2009.

To fulfill its task of creating public engagement tools, the committee tapped the expertise of
external consultants. The committee then piloted the materials developed by these experts in fall
2011 in two settings—Boston and Lawrence, Massachusetts. The pilots were not intended to
collect participant data, but to refine the public engagement techniques and materials and
broaden them so they can be adapted to suit individual local jurisdictions. These materials and
pilots are discussed in greater depth in Chapter 9.

2009 LETTER REPORT: KEY ELEMENTS AND RECOMMENDATIONS

The committee’s 2009 letter report identified five key elements of CSC planning and
implementation and offered six recommendations.

! For the purposes of this report, the term “states” encompasses states, tribal jurisdictions, and territories.
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Five Key Elements

The 2009 letter report described the framework and foundational elements for the
development and implementation of CSC. The committee’s vision for this original framework
was based on fairness (i.e., standards are evidence based and recognized as fair by all they
affect); equitable processes for decision making and implementation (i.e., transparency,
consistency, proportionality, and accountability); community and provider engagement,
education, and communication through formalized processes; and the rule of law (i.e., the
authority to take necessary and appropriate response actions and an environment that facilitates
the implementation of response actions through appropriate laws and regulations). Based on this
vision, the committee, in its letter report, recommended the five key elements for CSC protocol
development shown in Table 1-1 and described in the following subsections.

TABLE 1-1 Five Key Elements of Crisis Standards of Care Protocols and Associated
Components from the 2009 Letter Report

Key Elements of Crisis

Standards of Care Protocols Components

Ethical considerations Fairness

Duty to care

Duty to steward resources
Transparency
Consistency
Proportionality
Accountability

Community and provider e Community stakeholder identification
engagement, education, and with delineation of roles and
communication involvement with attention to
vulnerable populations
e Community trust and assurance of
fairness and transparency in processes

developed

e Community cultural values and
boundaries

e Continuum of community education
and trust building

e Crisis risk communication strategies
and situational awareness

e Continuum of resilience building and
mental health triage

e Palliative care education for

stakeholders
Legal authority and e Medical and legal standards of care
environment e Scope of practice for health care
professionals

e Mutual-aid agreements to facilitate
resource allocation
e Federal, state, and local declarations
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of:

o Emergency

o Disaster

o Public health emergency

Special emergency protections (e.g.,
PREP Act, Section 1135 waivers of
sanctions under EMTALA and HIPAA
Privacy Rule)

Licensing and credentialing

Medical malpractice

Liability risks (civil, criminal,
Constitutional)

Statutory, regulatory, and common-law
liability protections

Indicators and triggers Indicators for assessment and potential
management

Situational awareness (local/regional,
state, national)
Incident specific

o Illness and injury—incidence and
severity

o Disruption of social and
community functioning

o Resource availability

Triggers for action

Critical infrastructure disruption
Failure of “contingency” surge
capacity (resource-sparing strategies
overwhelmed)

o Human resource/staffing
availability

o Material resource availability

o Patient care space availability

Clinical process and Local/regional and state government processes
operations to include:

State-level “disaster medical advisory
committee” and local “clinical care
committees” and “triage teams”
Resource-sparing strategies

Incident management (NIMS/HICS)
principles

Intrastate and interstate regional
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consistencies in the application of crisis
standards of care

e Coordination of resource management

e Specific attention to vulnerable
populations and those with medical
special needs

e Communications strategies of the
health system, including public health,
emergency medical services, long-term
care, primary care, and home care

Clinical operations based on crisis surge
response plan:

e Decision support tool to triage life-
sustaining interventions
e Palliative care principles
e Mental health needs and promotion of
resilience
NOTE: EMTALA = Emergency Medical Treatment and Active Labor Act; HICS = hospital incident
command system; HIPAA = Health Insurance Portability and Accountability Act; NIMS = National
Incident Management System; PREP = Public Readiness and Emergency Preparedness.
SOURCE: IOM, 2009, pp. 21-23.

Ethical Considerations

Health care professionals must adhere to ethical norms even in conditions of overwhelming
scarcity that limit practitioner and patient choices. As a starting point for CSC planning
deliberations, ethical values should include the concept of fairness, together with professional
duties to care for patients and steward resources. The CSC development process should be
guided by key ethical values, including transparency, consistency, proportionality, and
accountability.

Community and Provider Engagement, Education, and Communication

Meaningful, integrated, and ongoing engagement of CSC stakeholders (e.g., the public, at-
risk populations, health care providers) is critical for effective CSC planning and
implementation. State and local governments involved in CSC planning should ensure that
strong public engagement occurs and that it promotes trust and transparency in the process,
delineates roles and responsibilities, and gives particular attention to the needs of at-risk
populations and those with special medical needs. Active engagement should contribute, as
appropriate, to developing and refining CSC protocols, developing communication and
educational messages/tools for the public and health care practitioners, developing and
implementing strategies for community resilience, and improving future CSC responses.
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Legal Authority and Environment

Establishing and implementing CSC plans requires careful consideration of the substantial
legal challenges involved, including potential liability. Among the legal topics the committee
identified as requiring assessment and potential resolution during the course of CSC planning
efforts are emergency declarations (local, state, federal), medical versus legal standards of care,
mutual-aid agreements, liability risks (including medical malpractice), liability protections (e.g.,
Public Readiness and Emergency Preparedness [PREP] Act) during emergencies, licensing and
credentialing, regulation of EMS and health care facilities, and health care practitioners’ scopes
of practice.

Indicators and Triggers

For the assessment and potential management of CSC incidents, CSC planning efforts should
include identifying specific indicators, including those based on situational awareness (e.g.,
hospital bed availability, ventilator availability, EMS call volume, divert status) and on factors
specific to the incident (e.g., incidence and severity of illness or injury; disruption of social and
community functioning; availability of resources, such as vaccines and oxygen). Planning efforts
should also include establishing triggers for action (e.g., disruption of critical infrastructure,
failure of surge capacity strategies).

Clinical Process and Operations

CSC plans should acknowledge the continuum of clinical capacity (i.e., conventional,
contingency, crisis) during a disaster and should also establish local, regional, and state
government clinical processes and operations—including the state disaster medical advisory
committee (SDMAC), regional disaster medical advisory committees (RDMACs), and local
clinical care committees and triage teams—that implement incident command system principles,
resource-sparing strategies, and communication strategies. In addition, CSC plans should ensure
that intra- and interstate plans for CSC implementation are consistent, but not necessarily
identical; that resource management is coordinated; that specific attention is given to protecting
the interests of at-risk populations and those with special medical needs; and that coordination
occurs across all levels and elements of the health care system (e.g., EMS, public health, primary
care, home care, long-term care).

Overview of Recommendations

The above five key elements remained the foundation—as well as the springboard—for the
second phase of the committee’s work. In its phase two deliberations, the committee reviewed
the six recommendations presented in the letter report (Box 1-2) and reaffirmed their
fundamental validity and relevance to ongoing planning for catastrophic disaster response.

BOX 1-2
Recommendations from the 2009 Letter Report

Recommendation: Develop Consistent State Crisis Standards of Care Protocols with Five
Key Elements
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State departments of health, and other relevant state agencies, in partnership with localities
should develop crisis standards of care protocols that include the key elements—and
associated components—detailed in this report:

1. a strong ethical grounding;
integrated and ongoing community and provider engagement, education, and
communication;

3. assurances regarding legal authority and environment;

4. clear indicators, triggers, and lines of responsibility; and

5. evidence-based clinical processes and operations.

Recommendation: Seek Community and Provider Engagement

State, local, and tribal governments should partner with and work to ensure strong public
engagement of community and provider stakeholders, with particular attention given to the
needs of vulnerable populations and those with medical special needs, in:

o developing and refining crisis standards of care protocols and implementation guidance;
creating and disseminating educational tools and messages to both the public and
health professionals;

e developing and implementing crisis communication strategies;
developing and implementing community resilience strategies; and

¢ learning from and improving crisis standards of care response situations.

Recommendation: Adhere to Ethical Norms during Crisis Standards of Care

When crisis standards of care prevail, as when ordinary standards are in effect, health care
practitioners must adhere to ethical norms. Conditions of overwhelming scarcity limit
autonomous choices for both patients and practitioners regarding the allocation of scarce health
care resources, but do not permit actions that violate ethical norms.

Recommendation: Provide Necessary Legal Protections for Health Care Practitioners and
Institutions Implementing Crisis Standards of Care

In disaster situations, tribal or state governments should authorize appropriate agencies to
institute crisis standards of care in affected areas, adjust scopes of practice for licensed or
certified health care practitioners, and alter licensure and credentialing practices as needed in
declared emergencies to create incentives to provide care needed for the health of individuals
and the public.

Recommendation: Ensure Consistency in Crisis Standards of Care Implementation

State departments of health, and other relevant state agencies, in partnership with localities

should ensure consistent implementation of crisis standards of care in response to a disaster

event. These efforts should include:

e Using “clinical care committees,” “triage teams,” and a state-level “disaster medical
advisory committee” that will evaluate evidence-based, peer-reviewed critical care and
other decision tools and recommend and implement decision-making algorithms to be
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used when specific life-sustaining resources become scarce;

¢ Providing palliative care services for all patients, including the provision of comfort,
compassion, and maintenance of dignity;

e Mobilizing mental health resources to help communities—and providers themselves—to
manage the effects of crisis standards of care by following a concept of operations
developed for disasters;

o Developing specific response measures for vulnerable populations and those with
medical special needs, including pediatrics, geriatrics, and persons with disabilities; and

¢ Implementing robust situational awareness capabilities to allow for real-time information
sharing across affected communities and with the “disaster medical advisory committee.”

Recommendation: Ensure Intrastate and Interstate Consistency among Neighboring

Jurisdictions

States, in partnership with the federal government, tribes, and localities, should initiate
communications and develop processes to ensure intrastate and interstate consistency in the
implementation of crisis standards of care. Specific efforts are needed to ensure that the
Department of Defense, Veterans Health Administration, and Indian Health Services medical
facilities are integrated into planning and response efforts.

IMPACT OF THE 2009 LETTER REPORT

The six recommendations of the 2009 letter report are as relevant today as they were when
the report was released. Since then, a number of private health care systems, as well as federal,
state, and local governments, have begun CSC planning (as described below). Assessing the
impact of the 2009 letter report not only provided the committee with feedback on how well the
report met past needs, but also identified present needs and grounded the committee’s second
phase of work with respect to addressing remaining gaps. This qualitative assessment of impact
made use of search engines—Google, Medline, LexisNexis—to explore the potential impact on
state and local CSC plan development processes.” Impact also was assessed through discussions
with the National Association of County and City Health Officials (NACCHO) and the
Association of State and Territorial Health Officials (ASTHO) on behalf of their members,
identification of salient presentations at conferences and workshops, and evidence from direct
contact with state and local jurisdictions. The discussion below includes some notable examples
of the letter report’s impact, but is not an exhaustive summary (e.g., because not all ongoing
plans or efforts are published or publicly available). The committee recognizes that many state
and local jurisdictions throughout the country continue to make significant progress in this and
related areas.

Federal Impact

% The committee employed the following search parameters at several intervals during the period between February and
November 2011 to capture information on impact. Databases searched: MedLine; Google Scholar; LexisNexis; New York
Academy of Medicine; and the public websites of HHS, CDC, NACCHO, and ASTHO. Index terms included: Crisis Standard
of Care, Altered Standard of Care, Allocation of Scarce Resources, Disaster Medicine, and Medical Practice Liability during
Disasters. Limits: English; published on or after August 2009.
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Centers for Disease Control and Prevention’s Public Health Preparedness Capabilities:
National Standards for State and Local Planning

In March 2011, CDC published Public Health Preparedness Capabilities: National
Standards for State and Local Planning as a guide for state and local health officials developing
all-hazards preparedness capabilities. This guidance is among the first to focus on capabilities
rather than a checklist of activities, leaving jurisdictions to decide where preparedness gaps
currently exist and how to build sustainable, measurable capability in those areas; it identifies
15 core capabilities (CDC, 2011). For the first time, CSC plans are made a priority among
medical surge capabilities. Specifically, “written plans should include processes (e.g., MOUs
[memorandums of understanding] or other written agreements) to work in conjunction with [all
entities involved in disaster response] to develop written strategies that clearly define processes
and indicators as to when the jurisdiction’s [health care system] transition[s] into and out of
conventional, contingency, and crisis standards of care” (CDC, 2011, p. 94). The 2009 letter
report is listed as the first “suggested resource” to which states are advised to turn for specific
guidance on priority issues. The inclusion of CSC as a priority in both the Hospital Preparedness
Program (HPP) and Public Health Emergency Preparedness (PHEP) cooperative agreements
opens up a potential source of federal funding for states and local jurisdictions to develop CSC
plans (ASPR, 2011). In fact, the 2012 HPP guidance announcement specifically references the
present report (ASPR, 2012), identifying both the text and templates as reference material useful
to grantees in developing and implementing CSC plans as part of their broader surge capability.
In delineating requirements for CSC plans, the 2012 HPP guidance mirrors the ethical principles,
utility, and systems approach that were foundational for the committee’s 2009 letter report and
that continue to inform and are expounded upon in the present report.

2011 National Level Exercise: Catastrophic Earthquake

The National Level Exercise (NLE) is an annual federally organized exercise designed to test
and evaluate local, state, regional, and federal responses to a disaster. The scenario used in 2011
was a massive earthquake in the New Madrid Seismic Zone affecting eight states (Alabama,
Arkansas, Illinois, Indiana, Kentucky, Mississippi, Missouri, and Tennessee), which required
coordinated disaster response over a period of days (FEMA, 2011). NLEs are constructed so that
each element of the scenario corresponds to a measured task; the New Madrid scenario involved
overwhelming participating emergency departments with hourly arrivals of trauma patients,
sometimes at a ratio of 10:1 arriving trauma patients to available beds. This specific scenario
element was meant to drive discussions of, among other things, CSC. The final NLE report had
not been released as of this writing; however, the inclusion of CSC as a topic in an NLE
demonstrates the issue’s penetration in federal emergency preparedness circles since 2009.

Department of Health and Human Services’ Response to the 2010 Haiti Earthquake

In her statements to the committee during the open session of its second meeting, ASPR’s
Deputy Director for Preparedness Planning described how ASPR utilized the letter report to help
guide its response to the 2010 Haiti earthquake (Knebel, 2011). As is typical of a no-notice
disaster, the initial stages of international response were reactive, unstructured, and driven by
clinical realities. Officials coordinating the U.S. response emphasized that treating injured
Haitians locally was preferred to evacuating them to the United States. This decision was made
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in an effort to avoid further undermining the reconstruction of local medical infrastructure. It was
also meant to avoid creating expectations for complex care that simply would not be available
upon the repatriation of Haitian patients once their medical stabilization in the United States had
been completed. For this reason and consistent with the committee’s 2009 letter report, ASPR
established a Medical Review Board to guide medical evacuation decision making. The
composition of the Medical Review Board included, but was not limited to, representatives from
the Department of Defense, the U.S. Agency for International Development, HHS, the State
Department, the Department of Homeland Security, and several nongovernmental organizations.
Participants represented a variety of clinical specialties and administrative authorities. The
Medical Review Board sought to establish consistent evaluation criteria for patients whose
physicians were requesting evacuation, and reevaluated these initial criteria one week into the
crisis based on dynamic situational realities. Its decision-making process was iterative and
allowed for appeals based on the emerging medical circumstances of a patient. ASPR’s use of
the letter report represents the first attempt to operationalize the guidance therein, and provided
valuable real-world feedback for phase two of the committee’s work.

Department of Defense’s Response to the 2010 Haiti Earthquake

With the dispatch to Haiti of the USNS Comyfort, a 1,000-bed hospital ship with 80 intensive
care unit (ICU) beds and numerous operating facilities, following the earthquake, the U.S. Navy
initiated a “health care ethics committee” on board the ship in accordance with policies
supported by the Navy’s Bureau of Medicine and Surgery. This committee comprised eight
clinicians (four doctors and four nurses), one health care administrator, one lawyer, one chaplain,
and a hospital corpsman. Its purpose was to help make decisions regarding the types of care
rendered in this setting of limited resources. In addition, the committee ensured that such
decisions were made in conjunction with input from the Haitian Ministry of Public Health and
Population (Etienne et al., 2010).

Department of Health and Human Services’ Adaptation of the Letter Report into a Clinician’s
Toolkit

In response to the letter report’s release, HHS convened a working group that adapted the
letter report into an operational toolkit targeting state and local public health officials, health care
institutions, and clinicians (HHS, 2009). Guidance for Crisis Standards of Care for Use in
Disaster Situations: A Toolkit for Healthcare Practitioners (I0M, 2009) was designed to educate
these groups on how to develop systematic and comprehensive protocols for allocating scarce
resources during a disaster. The toolkit was offered to practitioners as one of HHS’s primary
resources on the subject, to be coupled with simultaneous working group efforts on strategic
planning for emergency department, outpatient, and inpatient management of the 2009 HIN1
pandemic.

Agency for Healthcare Research and Quality’s Evidence Review on the Allocation of Scarce
Resources during Mass Casualty Events

To build on the work of the 2009 letter report, the Agency for Healthcare Research and
Quality (AHRQ), through its Evidence-based Practice Centers, along with ASPR, commissioned
a report comparing existing procedures and systems for allocating scarce resources during a mass
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casualty event (AHRQ, 2011). Before developing the present report, the committee had access
only to a draft version of the AHRQ report, made available for public comment. The AHRQ
report documents the quality and breadth of existing evidence on best practices for developing
and implementing CSC at the federal, state, and local government levels and in the public and
private sectors. To this end, a comprehensive, systematic review of the published literature on
the allocation of scarce resources was conducted, and relevant governmental and
nongovernmental plans, practice guidelines, and reports were examined. The provisional
conclusion included in the draft for public comment is that research on the most effective ways
to plan for the allocation of scarce resources is still nascent. The report proposes that ongoing
efforts continue to focus on identifying the best protocols, techniques, and means for improving
the capability and capacity to respond to mass casualty events at all levels of government.

State Impact

With the 2009 HINI1 influenza pandemic as a major driver, several states have initiated CSC
planning efforts as part of broadening their overall surge capacity plans. Examples of plans that
specifically reference the letter report’s framework demonstrate its impact. However, use of the
framework as a guide has varied among states, and some states clearly are further ahead than
others in their CSC planning efforts. The following is not an exhaustive summary of state efforts,
and the committee recognizes that there are ongoing efforts in multiple states throughout the
country not recorded here.

In Georgia, a public-private collaboration between the Department of Community Health and
the Georgia Hospital Association adapted the letter report’s guidance into a template for regional
hospitals. Both organizations further recommended the letter report as guidance for use by
individual hospitals in specific organizational planning and potentially in implementation. As of
April 2011, 86 percent of “eligible Georgia hospitals [had] submitted a signed Crisis Standards
of Care Response Plan” incorporating the letter report’s best practices for managing and
allocating scarce resources (Georgia Hospital Association, 2011).

In Texas, a multidisciplinary medical ethics workgroup was convened by the Texas
Department of State Health Services in fall 2009 to make recommendations on state-owned
critical resources for pandemic influenza. The final document, released in August 2010, included
recommendations on the allocation and distribution of state-owned critical resources such as
vaccines, antiviral medications, medical surge resources, and ventilators in an influenza
pandemic. In addition to utilizing content from other ongoing state and local work, the
workgroup was provided with the letter report for reference purposes (Texas Department of State
Health Services, 2010).

Late in 2009, the Louisiana Department of Health and Hospitals, in conjunction with leaders
of major hospitals and hospital coalitions, drafted CSC guidelines that, while not directly citing
the letter report, retain its hallmarks of public-private collaboration. The guidelines delineate
metrics describing when CSC might go into effect; a standardized, regionalized CSC template
(although each hospital can decide individually whether to adopt the plan); and patient
characteristics that would drive CSC decisions depending on the specific resources in scarcity
(Fink, 2009). Like the letter report, the Louisiana draft guidance incorporates public engagement
as a hallmark of public education (through the opportunity for public comment) and allows for
flexibility should clinical judgment be at odds with the developed guidance (especially when that
judgment is based on an evolving incident). In September 2011, the Louisiana Department of

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

INTRODUCTION 1-25

Health and Hospitals referenced and incorporated the constructs of the letter report in its CSC
documents (Louisiana Department of Health and Hospitals, 2011).

The state of Ohio finalized draft guidance on CSC planning—the Ohio Medical Coordination
Plan. This plan was developed through a partnership between the Ohio Hospital Association and
the Ohio Department of Health, and references the letter report as the foundation for its own
ethical and legal considerations and standards for care in a disaster (Ohio Hospital Association
and Ohio Department of Health, 2011). The plan also utilizes the care continuum detailed in the
letter report. It recognizes that a “catastrophic event will lead to excessive demand over capacity
and capability,” and therefore defines concrete “triggers” related to this divide between demand
for and supply of available resources (Ohio Hospital Association and Ohio Department of
Health, 2011, p. 4). The triggers indicate transitions along the care continuum from conventional
to contingency to crisis care. As the present report was being published, the Ohio Hospital
Association was leading the preparation of public engagement events to allow the public to
comment on the new CSC strategy, a specific recommendation in the letter report (see Box 1-2).

Most recently, Michigan published finalized guidance titled Ethical Guidelines for Allocation
of Scarce Medical Resources and Services during Public Health Emergencies in Michigan, in
development throughout the course of both phases of the committee’s work (State of Michigan,
2012). Like the letter report, the Michigan plan identifies criteria for the allocation of scarce
medical resources that can be adapted according to the particulars of a disaster. The plan
provides specific guidance to relevant stakeholders, including EMS and health care facilities, and
on broader issues such as the legal considerations associated with allocating scarce resources.
The ethical principles on which the Michigan plan is founded closely resemble those laid out in
the letter report while expanding on them to reflect a more specific sense of the values in the
state. The Michigan plan sets forth allocation criteria that are generally acceptable as means of
differentiating among patients (their relative medical prognoses and essential social functions,
such as provision of health care); criteria that are acceptable only if prioritization within
otherwise indistinguishable patient groups is required by the scarcity of resources (age; lottery;
and first-come, first-served); and criteria that are unacceptable as a basis for making allocation
decisions (e.g., race, ethnicity, general perceptions of social worth). The plan goes on to
recommend strategies for implementing these criteria, including identifying triggers that signal
the need to transition to CSC. Throughout the document, robust surge capacity planning and
exercising are strongly encouraged to obviate the need for CSC in the first place.

Local Impact

At the committee’s first phase two meeting in April 2011, representatives of local public
health departments briefed on the letter report’s impact at the level of local public health
departments. One of the architects of the Seattle-King County Department of Public Health’s
planning effort described the letter report as a foundational framework that approached CSC
planning from a multistakeholder perspective (Lien, 2011). Among a number of highlights, the
identification of potential partnerships for the development of CSC plans was noted as a specific
contribution. The deputy commissioner of the Chicago Department of Public Health said the
letter report filled a need for national-level guidance that had previously been unmet (McKinney,
2011).

On the other hand, beyond its contribution to the literature, a representative of the Napa
County, California, Department of Public Health said the letter report had had minimal
penetration in many local health departments, especially the smaller, more rural ones. Among
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respondents to an informal (and limited) survey of some members of NACCHO, half had not
heard of the letter report, and only one had used it to guide the CSC planning process (Smith,
2011). A number of factors contributed to this low penetration rate, especially the burden on
local health departments of handling competing responsibilities and/or having to comply with
federal, state, and other requirements. As a result of increasingly reduced funding, many health
departments were undergoing a loss of departmental infrastructure (including that in the area of
emergency preparedness) due to reductions in programs and personnel. Additionally, at the time
of the letter report’s release, there was a pressing need to catalog the response to the HIN1
influenza outbreak, including the implementation of mass vaccination efforts in communities
across the country. Nevertheless, progress had been made to date by some local public health
departments across the nation in utilizing the letter report. Examples include those in
Seattle/King County and Harris County (Texas), among others; some of these efforts are
referenced later in this report (King County Healthcare Coalition et al., 2011; Shah, 2012). The
difficulty of building an operational strategy for local health departments of varying resources
and capabilities was a priority issue for the committee, and is discussed in greater detail in
Chapter 5.

Impact on the Private Sector and Health Care Providers

While the private sector incorporates many of the health care providers who respond in a
crisis, it also includes other actors that can contribute to CSC guidance at the state and national
levels. An example of the letter report’s impact within the private sector is the March 2011
resolution adopted by the Alaska Public Health Association entitled Support for Legal
Protections for Health Care Professionals Implementing Crisis Standards of Care (APHA,
2011). The resolution quotes and endorses the six recommendations in the letter report
(Box 1-2). This example further demonstrates the ability of the letter report to act as a common
foundation for planning efforts at the state level, whether those efforts are spurred by state
governments, as in the Georgia and Louisiana examples above, or by private-sector stakeholders.

As was the case for local public health officials, the letter report had maximum penetration
among individual health care providers in areas where the issue was already a priority (e.g., large
metropolitan areas) (Smith, 2011). As was the case with local health departments, however,
many providers that served medium-sized and small populations likely were unaware of the
report. One of the greatest impediments to involving private-sector providers in CSC planning is
related to the general disconnect that exists between private practitioners and the formal
emergency response system at the local, regional, state, and federal levels. At a July 2011
provider workshop in Seattle-King County—where the public health department has made
substantial progress in developing CSC plans, has conducted public engagement sessions on
CSC, and has worked with a coalition of private-sector providers to leverage community
resources—participants who were aware of the letter report thought of it as primarily a
foundational document (King County Healthcare Coalition et al., 2011). While they valued the
context and standard guidance the letter report provided, they were interested in the operational
details of the roles they might have to assume in planning and implementing CSC.

Conclusion

The following chapters of this phase two report and the templates therein build on the
foundation of the 2009 letter report and the progress that continues to be made on plans for the
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development and implementation of CSC. An apparent conclusion from the committee’s review
of the impact of its first report is that practical guidance for relevant stakeholders remains a
burgeoning field; governments, EMS, hospitals, and providers within and external to the hospital
system each have roles and responsibilities in preparing to allocate scarce resources, but the
entire system should integrate its efforts if it is to be capable of responding successfully to a
catastrophic disaster.

ORGANIZATION OF THE REPORT

This report has a functional format and design that reflect its purpose of providing a resource
manual for individuals and organizations responsible for planning and implementing disaster
response. It is organized as a series of stand-alone resources for ease of use and reference. The
first volume includes Chapters 1 through 4. Following this introduction, the next three chapters
establish a framework for a systems approach to the development and implementation of CSC
plans (Chapter 2), and address the legal issues (Chapter 3) and the ethical, palliative care, and
mental health issues (Chapter 4) that agencies and organizations at each level of a disaster
response should address.’

The next four chapters are bound as separate volumes, each aimed at a key stakeholder
group—state and local governments (Chapter 5), EMS (Chapter 6), hospitals and acute care
facilities (Chapter 7), and out-of-hospital and acute care systems (Chapter 8). The text of the
chapters defines the roles and responsibilities of these stakeholders, describes operational
considerations associated with their development and implementation of CSC plans, and
provides brief descriptions of templates that outline the specific functions and tasks for each
stakeholder when allocating scarce resources in response to a disaster. The templates are easily
located at the end of each chapter by the red bar that runs the length of each page.

Chapter 9, again published as a separate volume, includes a brief description of the
committee’s work to design the public engagement toolkit and the tools themselves.*

The final volume of the report consists of six appendixes: a glossary of terms used in the
report (Appendix A), a sample hospital CSC plan (Appendix B), a listing of potentially scarce
medical resources (Appendix C), a listing of resource challenges by disaster type (Appendix D),
the committee’s statement of task (Appendix E), and biographical sketches of the committee
members (Appendix F).
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2
Catastrophic Disaster Response:
Creating a Framework for Medical Care Delivery

When the committee reconvened in May 2011, it became clear that while the key elements
and recommendations of the 2009 letter report, summarized in Chapter 1, remained a valid
starting point for discussion of the issues related to crisis standards of care (CSC) planning, the
depth, complexity, and scope of CSC planning and implementation would benefit from the use of
a complex, dynamic systems approach. A system is composed of regularly interacting or
interrelated components that can function independently (Merriam-Webster Dictionary, 2012). A
systems approach is defined as a “management strategy that recognizes that disparate
components must be viewed as interrelated components of a single system, and so employs
specific methods to achieve and maintain the overarching system. These methods include the use
of standardized structure and processes and foundational knowledge and concepts in the conduct
of all related activities” (George Washington University Institute for Crisis, Disaster and Risk
Management, 2009, p. 59). A systems approach views any organization as a unified, purposeful
system composed of interrelated parts that, when woven together, create effective and efficient
processes that improve upon the independent functioning of each individual component.

Where investments in disaster preparedness have proved successful in the decade since
September 11, 2001, efforts to integrate the spectrum of relevant emergency response
disciplines—health care, emergency medical services (EMS), public health, public safety, and
emergency management—have been a priority. Much of this work has been focused on
conventional disaster incidents that do not stress the capacity and capabilities of the health care
system in a sustained or unprecedented way, allowing health and medical care to be delivered in
the usual manner. The capacity and capabilities (Barbera and Maclntyre, 2007) required to
manage such disaster incidents are in place, albeit in varying states of configuration, maturity,
and functionality. However, systems to manage the truly catastrophic incidents that are the
subject of this report, in which overwhelming numbers of casualties and cascading failures of
infrastructure compound the incident, are rudimentary at best. As a result, in its renewed
deliberations on developing and implementing CSC, the committee recognized the demand for a
rigorous systems approach.
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CONCEPTUALIZING A SYSTEMS APPROACH TO DISASTER RESPONSE

This section broadly outlines a framework for disaster response of which CSC is only one,
albeit a critical, aspect. However, the development and implementation of CSC plans are the
means to mount a response to an incident that far exceeds the usual health and medical capacity
and capabilities. Therefore, the same elements that come together to build any successful disaster
response should also be used to develop robust CSC plans and guide their implementation.

Figure 2-1 illustrates the systems framework that the committee believes should inform the
development and implementation of CSC plans. It is based on the five key elements of planning
set forth in the 2009 letter report (see Table 1-1 in Chapter 1), which served as the starting point
for the development of the committee’s recommendations in that report and are foundational for
all disaster response planning. The figure depicts a strong foundation of underlying principles;
steps needed to achieve the implementation of disaster response; and the pillars of the disaster
response system, each separate and yet together supporting the jurisdictions—Ilocal, state, and
federal governments—with the overarching authority for ensuring that CSC planning and
implementation occur.

The two cornerstones for the foundation of this framework are the ethical considerations that
govern planning and implementation and the legal authority and legal environment within which
plans are developed. Ethical decision making is of paramount importance in the planning for and
response to disasters. Without it, the system fails to meet the needs of the community and ceases
to be fair, just, and equitable. As a result, trust—in professionals, institutions, government, and
leadership—is quickly lost.

For public health, emergency responders, and health care professionals, the duty to care
resonates deeply, and the duty to plan for such incidents is an ethical imperative. All stages of
planning and implementation of disaster response should be guided by the universal ethical
values of fairness, transparency, consistency, proportionality, and accountability. Adherence to
ethical values is particularly important when professionals must operate in a crisis in which
resources are scarce and the needs of the population should be considered. Incorporating these
principles ensures that in stewardship of available scarce resources, the best possible care is
given to individuals and the population as a whole. Thus, delivery of health care under crisis
standards is ultimately about maximizing the care delivered to the population as a whole under
austere circumstances that may limit treatment choices for both providers and patients. Ethical
guidance ensures that decisions about allocating scarce resources stem from ethically and legally
sound policies that promote population health and align with community values. Individuals who
may not meet criteria for intensive curative measures should still receive compassionate
palliative care.

The legal authority and legal environment within which CSC plans are developed are the
other cornerstone of the framework’s foundation. The legal authority and environment support
the necessary and appropriate actions in response to a disaster.
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FIGURE 2-1 The foundation for CSC planning comprises ethical considerations and legal authority and
environment, located on either side of the steps leading up to the structure. The steps represent elements
needed to implement disaster response; education and information sharing are the means for ensuring that
performance improvement processes drive the development of disaster response plans. The response
functions are performed by each of the five components of the emergency response system: hospitals and
acute care, public health, out-of-hospital and alternate care systems, prehospital and emergency medical
services, and emergency management/public safety. While these components are separate, they are
interdependent in their contribution to the structure; they support and are joined by the roof, representing
the overarching authority of local, state, and federal governments.

Between those two cornerstones of the foundation are the steps needed to ensure that the
development and implementation of CSC plans occur. They include provider and community
engagement efforts, development of a process that permits individual communities to identify
regionally coordinated and consistent indicators that denote a change in the usual manner of
health care delivery during a disaster, and the friggers that should be activated in order to
implement CSC. These lead to the top step, the implementation of clinical processes and
operations that support the disaster response. All of these efforts are supported and sustained by
an ongoing performance improvement process, an important element of any systems approach to
monitor demand (improving situational awareness), evaluate the impact of implementation, and
establish/share best practices. This process includes education of and information sharing among
organizations and individuals responsible for both the planning and response phases of a disaster.
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The pillars of medical surge response—hospital and out-of-hospital medical care; public
health; EMS; and emergency management/public safety agencies, organizations, and
authorities—stand on this strong base. Each of these pillars is an element of the disaster response
system, representing a distinct discipline, but all need to be well integrated to ensure a unified
disaster response. One acting independently of the others may delay, deter, and even disrupt the
delivery of medical care in a disaster. Many of these disciplines work together during daily
operations. For example, EMS transports bridge the out-of-hospital and hospital communities,
public health bridges the public safety and hospital communities, and emergency management
bridges the hospital and public health communities. But rarely, and in few communities, do all of
these response elements come together in a manner that can ensure oversight and care for an
overwhelming number of disaster victims (Arlington County, 2002; Commission on the
Prevention of WMD Proliferation and Terrorism, 2008) The more complex and dynamic the
incident, the more important strong and effective coordination and integration among the pillars
becomes, as emphasized by a systems approach. Priorities and objectives should be shared across
the entire system to inform the development of unified strategies and the coordinated tactics
required to implement them. Applying National Incident Management System (NIMS)/National
Response Framework (NRF) principles and systems can help improve coordination and ensure
the desired outcomes.

Atop the pillars are local, state, and federal government functions. Government at all three
levels has an overarching responsibility for the development, institution, and proper execution of
CSC plans, policies, protocols, and procedures. Good governance encompasses the functions of
monitoring and evaluation, as well as accountability and meaningful contributions to policy
development (Gostin and Powers, 2006). These functions are especially important in developing
plans related to incidents in which the confidence of the public in government institutions may
come into question, and the risk of cascading failures and multisector disruption, exacerbated by
a lack of coordinated response, can mean the difference between thousands of lives lost and
saved (OSTP, 2010).

FUNDAMENTAL FACTORS THAT INFLUENCE THE IMPLEMENTATION OF
CRISIS STANDARDS OF CARE

While the previous section sets forth a broad systems approach to the development and
implementation of CSC, this section addresses three fundamental factors that influence the need
to implement CSC. First is the impact of situational awareness on decision making during a
disaster. Without it, triage decisions will likely be made in the absence of information about the
scope or scale of the demand on resources. Those providing care may not know when to adjust
their approach to medical care delivery and which resources require conservation. In the worst-
case scenario, this lack of knowledge may exacerbate the scarcity of already limited resources.
Second, the extent to which a community can adjust to care for a significantly larger patient
population, or its ability to implement surge capacity plans, will influence the need to implement
CSC in response to a catastrophic disaster. Finally, individual communities can prepare several
medical and public health supply-side mechanisms as a bulwark against the large patient
increases expected during a disaster, thus reducing or eliminating the need to implement CSC.
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The Impact of Situational Awareness on Decision Making During a Disaster

The equitable, just, and effective delivery of care under disaster response conditions begins
with the need to establish good situational awareness, with a common operating picture shared
by all components of the disaster response system. At the outset of any disaster incident,
particularly one in which there is a no-notice impact, decision making about resource allocation
will necessarily be based on reactive choices. A lack of context, including the scope and scale of
the incident and the number of casualties generated, will likely lead to ad hoc decision making
that may result in greater numbers of casualties if dwindling resources are not appropriately
conserved, as well as inequities in allocating scarce resources, unethically disadvantaging some
from receiving care. As the 2009 letter report emphasized, situational awareness is critical to
transitioning decision making from a reactive to a proactive mode. A proactive approach to
patient triage and resource allocation will, of necessity, be a structured, systems approach that
weighs demand against resource availability. Table 2-1 lists the characteristics of reactive versus
proactive triage for various features of a disaster. Boxes 2-1 and 2-2, respectively, present
examples of these two modes of response. Developing an approach to proactive triage helps
optimize the potential health care outcomes, reducing morbidity and mortality in public health
emergencies.
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TABLE 2-1 Reactive Versus Proactive Triage for Various Features of a Disaster

Feature

Reactive

Proactive

Incident type

Incident management
implemented fully?

Situational awareness

Resource availability
Resource shortfall(s)

Dominant triage”

Most likely resource
triaged

Triage decision
maker

Triage decision basis

Decision making

Regional and state
guidance and legal
protections

Regional partner
assistance

Often no-notice incident (usually static or
short timeline [e.g., earthquake,
bombing]); triage occurs early in incident
time frame

No (full implementation is transition point
to proactive mode)

Poor

Extremely dynamic (over hours)

Stabilization care through definitive care

Primary, secondary

Operative care (may not be able to provide
any operative care if massive incident),
diagnostic imaging, fluid resuscitation or
medications

Triage officer(s) on initial assessment
Clinical assessment
Unstructured, ad hoc

No or limited

Available

No-notice incident or anticipated,
often dynamic incident (e.g.,
pandemic influenza); triage occurs
later in incident time frame

Yes

Good

Relatively static or more gradual
changes

Definitive care, selection of
medications or therapies

Tertiary

Mechanical ventilation/critical care
(improvised nuclear device is an
exception because of delayed
radiation illness)

Triage team

Clinical assessment plus
diagnostics (decision tool)

Structured
Yes

Unavailable (usually)

*Primary triage: performed at first assessment and prior to any interventions (e.g., triage upon entry to the emergency department
or by emergency medical services (EMS) providers at a disaster scene). Secondary triage: performed after additional assessments
and initial interventions (e.g., triage performed by surgery staff after administration of intravenous fluids and initial CT scan).
Tertiary triage: performed after definitive diagnostics and medical care are performed or are ongoing (e.g., triage performed by
critical care staff after intubation and mechanical ventilation with assessment of physiologic variables).
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BOX 2-1
An Example of Reactive Crisis Care: The Joplin Missouri, Tornado

On May 22, 2011, an EF-5 tornado struck the town of Joplin, Missouri, at 5:17 PM, with
direct impact on Mercy/St. John’s Medical Center, which held 183 patients at the time. Major
structural damage occurred, and all critical systems were lost. Gas and water leaks, falling
debris, and other hazards were pervasive. Within minutes, patients were presenting to the
emergency department for care even though the structure was unsafe. Inpatient units rapidly
evacuated patients to predesignated areas, and private vehicles (with some emergency
management services [EMS] assistance) were used to shuttle them to other area hospitals.

In the emergency department, usual supplies and medications could not be accessed
because of electronic controls on pharmaceuticals and damage to supplies, but life-saving
procedures continued to be performed in the dark, with limited equipment. These included
intubations, insertion of chest tubes, and hemorrhage control. The emergency physicians on
duty balanced the hazards in the department with the threats to life and made decisions about
what interventions could not wait until patients could get to a safer area.

Communications were difficult to nonexistent, and each unit had to rely on its personnel and
their levels of training and comfort in taking action to move patients to safety and provide life-
saving interventions. The hospital was successfully evacuated in 90 minutes, a tremendous
credit to the personnel and their training and ability to adapt. Emergency services were
transitioned to a nearby hospital, and an alternate care site was established and supplied with
staff and materials as better communications and situational awareness were obtained.

The following key points emerge from this example:

¢ In reactive crisis care, actions of unit personnel are critical to success.

e Appropriate training, exercising, and job aids are core aspects of preparedness for unit
staff.

e Hospital evacuation plans may have to be implemented with minimum central
coordination.

e Triage decisions should balance interventions (and their complexity and time demands)
against the benefits of the interventions and any hazards of the environment.

e Reactive triage decisions rely on the clinical training of providers and the supplies at
hand.

e Supplies (especially pharmaceuticals) may be inaccessible if power is lost, and
contingencies should be available.

e An alternate care site plan is important, particularly if the hospital is the only such facility
in the immediate area.

SOURCE: Kikta, 2011; http://www.mercy.net/joplin/media-coverage.
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BOX 2-2
An Example of Proactive Incident Response: The HIN1 Pandemic

The 2009 H1N1 pandemic provided an opportunity for hospitals to test plans for surge
capacity and allocation of scarce resources. Although not perceived to be a “crisis” (the
pandemic was relatively mild), the incident required structured and evidence-based use of
allocation criteria. While the resulting mortality (12,469 victims) was substantially less than in
prior seasonal influenza epidemics, the pandemic provided an opportunity to further develop and
evaluate systems for future, more severe epidemics. Notably, as a result of variations in priority
group policies and distribution of vaccine, significant public relations issues developed within
communities and across state borders (for example, health care workers with similar functions
were a priority group for vaccination in one state and not another).

This incident featured the following key aspects of allocation/policy development:

Federal:

Emergency use authorizations for selected antivirals

Public health emergency declaration

Allocation guidance for vaccine (priority groups)

Allocation guidance for antiviral medications (priority groups)
Guidance on use of personal protective equipment (PPE)

Distribution of Strategic National Stockpile (SNS) masks, antivirals, and other
materials

e Epidemiologic monitoring

State:

e Refinement of priority groups and distribution of limited vaccine

e State and local guidance on utilization of N95 masks and PPE, distribution of SNS
materials

e Coordination of policies among hospitals, clinics, and emergency medical services
(EMS)

e Coordination of risk communication

e Situational status monitoring between local and federal levels

e Refinement of guidance on allocation of ventilators and other scarce resources for
possible use

Local/coalition:

Distribution and use of caches and supplied N95 masks and medications
Triage mechanism for durable medical equipment

Development (and in some cases activation) of “flu centers”

Use of surge capacity plans, especially for outpatient surge, and particularly at
children’s hospitals and those serving pediatric populations

e Use of alternate care sites associated with hospitals and clinics for outpatient care
overflow
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e Provision of joint information to the community

e Coordination with EMS on transport of suspect cases and coordination of “when to
transport” if the situation worsens

e Coordination of vaccine and antiviral distribution

e Standard policies for PPE use by health care workers (which, in at least one case,
was noted by the Occupational Safety and Health Administration [OSHA] as a best
practice)

e Standard visitor infection control policies and hours among hospitals
e Phone triage/hotline information

SOURCES: CDC, 2010a,b; Chung et al., 2011; Scarfone et al., 2011; http://www.flu.gov/planning
-preparedness/hospital/hospitalchecklist.pdf.

Surge Capacity and Capability

CSC planning should be linked to ongoing planning efforts by federal, state, and local
governments and health care institutions focused on surge capacity and capability (see Box 2-3
for definitions). The Medical Surge Capacity and Capability (MSCC) framework, for instance, is
a management system for integrating medical and health resources during disasters that was
incorporated into the Hospital Preparedness Program guidance in 2006 (HHS, 2007). The
integration of CSC into this framework is discussed in detail in the next section (HHS, 2007). In
the MSCC framework, as in emergency response systems in general, much of the planning effort
is focused on mass casualty and disaster incidents, including the expansion of clinical operations,
commonly referred to as surge capacity (Barbera and MacIntyre, 2007; Barbisch and Koenig,
2006; Hanfling, 2006; Hick et al., 2004, 2009; Hodge and Brown, 2011; Kaji et al., 2006). Surge
capacity can be envisioned as occurring along a continuum based on resource availability and
demand for health care services (see Box 2-4). One end of this continuum is defined by
conventional responses—those services that are provided in health care facilities on a daily basis
and are expanded for disaster planning and response. At the other end of the continuum is crisis
care, when the best possible care is provided to the population of patients as a whole because of
the very limited resources available. Significant changes are made in the methods and locations
of care delivery, and decision making shifts from patient-centered to population-centered
outcomes. Crisis surge planning should be an integral part of overall surge capacity planning.
Emergency plans, training, and exercises should reflect the continuity of care along this
continuum, as opposed to the development of separate, stand-alone plans. Figure 2-2 illustrates
how a surge response may shift across the continuum from conventional to crisis care based on
the demand and supply mismatch that may occur over time, particularly as it affects the
availability of patient care spaces; staff; and needed supplies, equipment, and pharmaceuticals.
This crisis component remains a significant deficit in many emergency plans (Bascetta, 2010).
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BOX 2-3
Surge Capacity and Capability

Surge Capacity: “The ability to evaluate and care for a markedly increased volume of patients—
one that challenges or exceeds normal operating capacity. The surge requirements may extend
beyond direct patient care to include such tasks as extensive laboratory studies or
epidemiological investigations” (ASPR, 2010a).

Surge Capability: The ability to manage patients requiring unusual or highly specialized medical
evaluation and care. Surge requirements span the range of specialized medical and health
services (expertise, information, procedures, equipment, or personnel) that are not normally
available at the location where they are needed (e.g., pediatric care provided at nonpediatric
facilities or burn care services at a nonburn center). Surge capability also includes patient
problems that require special intervention to protect medical providers, other patients, and the
integrity of the medical care facility (ASPR, 2010b).

BOX 2-4
Conventional, Contingency, and Crisis Care

Conventional Capacity: The spaces, staff, and supplies used are consistent with daily practices
within the institution. These spaces and practices are used during a major mass casualty
incident that triggers activation of the facility emergency operations plan.

Contingency Capacity: The spaces, staff, and supplies used are not consistent with daily
practices but provide care that is functionally equivalent to usual patient care. These spaces or
practices may be used temporarily during a major mass casualty incident or on a more sustained
basis during a disaster (when the demands of the incident exceed community resources).

Crisis capacity: Adaptive spaces, staff, and supplies are not consistent with usual standards of
care, but provide sufficiency of care in the context of a catastrophic disaster (i.e., provide the
best possible care to patients given the circumstances and resources available). Crisis capacity
activation constitutes a significant adjustment to standards of care.

SOURCE: Hick et al., 2009.
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FIGURE 2-2 Allocation of specific resources along the care capacity continuum.
NOTE: ICU = intensive care unit; PACU = postanesthesia care unit.
SOURCE: IOM, 2009, p. 53.

The Effect of Preparedness on Crisis Response

The continuum of surge capacity—conventional, contingency, or crisis—and the
corresponding standards of care will be greatly influenced by supply-demand factors. Any
incident in which the available resources are outstripped by the demand for care will necessarily
result in a shift in the delivery of care from conventional toward contingency or even crisis
standards (Figure 2-3). Note that contingency care is defined as providing “functionally
equivalent” care, although care is rendered using different methodologies, medications, and
locations. The difficulty arises as care shifts toward a crisis standard, whereby care may not be
initiated and may conceivably be withdrawn from selected patients so it can be reallocated to
others who may be considered more likely to survive.
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FIGURE 2-3 Demand for health care services and supply of resources as a function of time after disaster
onset.

Pandemic influenza preparations over the past few years highlight the importance of
expanding surge capacity response from the traditional health care setting to the community.
These preparations included the development of plans for delivering care in alternate care
systems (Cinti et al., 2008; Lam et al., 2006; Weiss et al., 2010); developing more robust home
health care options (DHS, 2009); changing EMS destination choices, EMS unit dispatch options,
and the scope of practice of EMS agencies (AHRQ, 2009; Courtney et al., 2010) ensuring the
availability of traditional, private practice, ambulatory-based care (CDC, 2009); and exploring
the use of “flat-space” areas in the management of patients in nontraditional areas of a hospital
(Cruz et al., 2010; Hick et al., 2004; Kelen et al., 2009). The intent of creating a stratified model
of health care delivery during emergency incidents is to preserve the hospital setting for those
patients who are most in need of hospital-level care (Hanfling, 2009). Stratification implies the
matching of patients’ health care needs with a level of care capable of meeting those needs. This
matching is more likely to be effective in a slow-onset sustained incident, such as a pandemic, as
opposed to a sudden, no-notice incident, in which the time required to establish this stratified
system presents obvious difficulties. Yet the importance of such efforts, even in the no-notice
context, cannot be discounted. For example, current planning for response to detonation of an
improvised nuclear device, the ultimate no-notice incident, includes the development of an
alternate care system (Coleman et al., 2009). The greater the extent to which such systems are
developed before the onset of an incident, the more likely such efforts are to be successful
(Schultz et al., 2003).

Utilizing the full range of available medical resources, not simply relying on hospital-based
care, is of paramount importance in a disaster to avoid having to shift to CSC. Resource
availability influences the supply side of the health care delivery balance. Resources in the acute
care sector include not just hospital beds but also the equipment, supplies, pharmaceuticals, and
staff needed to attend to patients. These resources can be augmented through a variety of
strategies (Hanfling, 2006; Minnesota Department of Health, 2008; Rubinson et al., 2008a,b),
including the development of hospital-based caches of supplies, equipment, and pharmaceuticals
or expansion of such efforts as part of the development of local stockpiles. Resources may also
become available from external supplies through resupply from vendors, access to external
disaster caches (such as the Strategic National Stockpile), or materiel support via hospital
coalitions and other mutual-aid agreements.
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In addition, health care providers can take specific steps to steward available medical
resources, making them last longer during an incident in which those resources may be in short
supply or the means to replace them compromised. The 2009 letter report described the resource-
sparing strategies that can be implemented when an incident occurs (Hick et al., 2009), which
range from conservation; to substitution and adaptation of specific items in short supply; to
reuse; to, in the worst-case scenario, reallocation. These strategies, too, are directly correlated
with the prevailing standard of care under which treatment is delivered to patients during a
disaster: conservation and substitution would be expected to occur under conditions of
conventional or contingency surge response; adaptation and reuse would be expected to occur
under conditions of contingency or crisis surge response; and reallocation of scarce resources
would most likely occur only under CSC.

Figure 2-3 (presented earlier) shows that as the demand for health care services (y-axis, left)
rises rapidly over time (x-axis)—thereby resulting in a decrease in the immediate availability
(supply) of resources (y-axis, right)—there may be a shift from conventional to contingency or
crisis care. Figure 2-4 shows these same relationships with the added variable of preparedness.
The degree to which any community demonstrates enhanced versus limited preparedness will
likely affect the transition to contingency or crisis standards of care, represented graphically as
the area between the intersecting lines. What is apparent from the analysis of these relationships
is that a combination of positive influences on the supply of resources—especially management
of the demand and expectations for patient care along with efforts to improve preparedness—will
have an ameliorating effect that essentially allows conventional standards of care to continue for
a longer period of time than if no such influences were present. Indeed, negative influences on
supply and demand, such as poor risk communication strategies, decreased availability of
medical providers, and a lack of preparedness efforts, may place a community in greater
jeopardy of exceeding the availability of health care resources, resulting in an earlier transition
from conventional to contingency or crisis standards of care.

Demand for P O~
Health Care
Services

Supply of
——————_—— Resources

tingency/crisis
standard

Time

FIGURE 2-4 Demand for health care services and supply of resources as a function of time after disaster
onset, taking into account care capacity as a function of time.

The precious factor of time also affects the well-being of any community afflicted by
disaster. Delays in attaining situational awareness, anticipating resource shortfalls, or making

appropriate requests for assistance all can result in a crisis situation (Figure 2-4). Elimination of
these delays requires practiced incident management, a common operating picture in place,

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

1-44 CRISIS STANDARDS OF CARE

recognition of indicators of the need for contingency and crisis response, and establishment of
CSC plans, all within the overarching construct of the disaster response framework.

GUIDANCE FOR DISASTER RESPONSE STAKEHOLDERS

Following is a brief overview of the roles and responsibilities of each pillar of the disaster
response framework—federal, state, and local governments; EMS agencies; hospital and acute
care facilities; and out-of-hospital and alternate care systems—in developing and implementing
CSC plans. A detailed discussion of the functions and tasks of each stakeholder can be found in
Chapters 5-8, respectively. Complementing this specific guidance is the discussion of legal
issues relevant to CSC in Chapter 3 and the examination of core cross-cutting issues that affect
organizations and agencies at each level of disaster response in Chapter 4.

Federal, State, and Local Governments
Federal Government

The federal government (primarily the Department of Health and Human Services [HHS])
will continue to lead efforts to support and encourage the development of CSC plans for use in
catastrophic disaster situations, primarily through continued emphasis on the importance of
coordinating such planning within the larger context of surge capacity planning as part of a
disaster response framework. Inclusion of specific language in HHS’s Hospital Preparedness
Program and the Centers for Disease Control and Prevention’s (CDC’s) Public Health
Emergency Preparedness cooperative agreements is the best way for the federal government to
exert a positive influence on state government planning, which should be the ultimate driver of
such efforts.

Federal agencies, particularly HHS (e.g., the Assistant Secretary for Preparedness and
Response [ASPR] and CDC), will play critical roles in helping to define triage strategies for
available resources, such as access to vaccines or other medical countermeasures that may be in
short supply. The federal government will also play an important role in augmenting health care
delivery as part of the disaster response effort. The National Disaster Medical System (NDMS)
can provide personnel, supplies, and patient evacuation services within affected areas and patient
care outside of immediately affected areas. And the Strategic National Stockpile, managed by
CDC, has the goal of getting an initial infusion of necessary medical countermeasures and
equipment on the ground at a disaster site within 12 hours, and supplementing those resources
with continued shipments in the days following the incident. There may also be a role for federal
responders to serve as members of interstate triage teams, possibly under the auspices and legal
protection of the NDMS.

The Department of Defense (DOD) and the Department of Veterans Affairs (VA) play major
roles in disaster planning and response. DOD medical treatment facilities and VA medical
centers and community-based outpatient clinics should support regional and state plans to
implement CSC. Although these government facilities are part of a national health care delivery
system, support to local communities is an important part of their humanitarian mission. Should
a large region be affected, coordination with all affected health care systems and levels of
government will be required; therefore, inclusion of DOD and the VA in the planning process is
of major significance.

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

DISASTER RESPONSE FRAMEWORK 1-45

Finally, although states have primary responsibility for legal standards relating to tort
liability, scope of practice, and the like, the federal government has a role to play here as well,
particularly for health professionals who respond under the auspices of the NDMS. The federal
government can also waive regulatory restrictions or sanctions (e.g., for failing to comply with
certain Emergency Medical Treatment and Active Labor Act [EMTALA] requirements) and
waive the documentation requirements of Medicare and Medicaid, all of which facilitate the
delivery of medical care under crisis conditions.

State and Local Governments

The leadership of state and local governments is paramount in the initiation of CSC planning
and implementation. This is especially true because public health and governmental EMS
agencies (with the exception of the private EMS sector) operate under the direct auspices of state
and local government authority. It becomes more difficult to address CSC planning outside of
state and local government influence, especially in the private health care sector. In this regard, a
systems approach to planning ensures the unification of efforts, particularly with respect to the
consistency of plan development and implementation.

One useful way to envision the relationship among hospital, public health, and local, state,
and federal government functions is to think of CSC planning in the context of the Medical
Surge Capacity and Capability framework (Barbera and MacIntyre, 2007). In Figure 2-5, this
framework is adapted to include some of the specific functional elements described in the 2009
letter report, including the creation of state and regional disaster medical advisory committees
and the role of triage teams, clinical care committees, and palliative care teams. The figure
depicts how CSC planning and implementation occur across the continuum from individual
health care institutions, to health care coalitions spanning multiple jurisdictions, to the state and
federal levels. The figure shows the locations at which key emergency management functions
occur, and so demonstrates how and where the appointed planning and response teams are
expected to interact in the promulgation of CSC recommendations and decisions. The key
responsibilities of the entities shown in the figure are listed in Table 2-2.
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FIGURE 2-5 Integrating crisis standards of care planning into the Medical Surge Capacity and
Capability framework.

NOTES: Further detail is provided in Table 2-2. ASPR = Assistant Secretary for Preparedness and
Response (Department of Health and Human Services); CDC = Centers for Disease Control and
Prevention; CSC = crisis standards of care; EOC = emergency operations center; HCC = health care
coalition; HCF = health care facility; HHS = Department of Health and Human Services.
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TABLE 2-2 Key Responsibilities of Entities Shown in Figure 2-5

Function

Key Responsibilities

State Emergency
Operations Center
(EOC)

State Health
Department

State Disaster Medical

Advisory Committee
(SDMAC)

Regional Medical
Coordination Center
(RMCC)

Regional Disaster
Advisory Committee
(RDMAC)

Communicates declarations and regulatory relief provided by the
governor’s office to response partners and the public

Maintains situational awareness

Brokers resource requests from local/regional EOCs and conveys
resource needs to the federal government

Coordinates and ensures consistency of interstate implementation of
disaster response plans

Convenes state disaster medical advisory committee (SDMAC) to
establish plans and guidelines

Provides situational awareness to state EOC and regional medical
coordination center (RMCC) and hospitals

Requests declarations and regulatory relief from governor’s office
and manages requests to the federally controlled Strategic National
Stockpile

Oversees and ensures regional consistency in the execution of
disaster response plans

Makes declaration of emergency (e.g., disaster, health emergency,
or public health emergency), which provides support for CSC
implementation

Formulates guidance for the development and implementation of
crisis standards of care (CSC) plans

Convenes to provide expert advisory input to state agencies during a
response effort

Reviews intrastate (regional) and interstate application of CSC
plans to ensure consistency

Maintains and provides situational awareness for member health
care systems

Acts as a clearinghouse for management of health care issues
Manages resources and executes preincident memorandums of
understanding and memorandums of agreement

Coordinates with local emergency response system partners to
develop policies and guidance necessary for CSC response
Develops and implements regional triage plans and performance
improvement processes for the oversight of medical care during a
disaster

May be convened by RMCC to assist in the evaluation and
implementation of state guidance

May organize and compose a regional triage team that can assist
with the implementation of performance improvement processes
during the implementation of CSC guidance

Provides subject matter expertise to RMCC and health care
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coalition members

Health Care Coalition e Develops strategies and tactics to support emergency preparedness,
response, and recovery activities of substate regional health care
systems involving member organizations

e Provides multiagency coordination for the interface with the
appropriate level of emergency operations to assist with the
provision of situational awareness and the coordination of resources
for health care organizations during a response

Clinica_l Care e Implements clinical care guidance based on SDMAC/regional
Committee (health disaster medical advisory committee (RDMAC) inputs
care facility and/or e Institutes performance measures for triage decision making

regional . .
g ) e [Institutes performance measures for allocation of scarce resource

e Ensures coordination of CSC plan implementation with existing
surge capacity plans
e Reviews requests for patient appeals

Triage ].“e'am (health e Reviews and implements guidance developed by SDMAC/RDMAC
care facility and/or and clinical care committee

regional) e Implements triage processes

Palliative Care Team e  Ensures availability and implementation of comfort care for victims
(health care facility of a disaster

and alternate care
systems)

Emergency Medical Services

Because of their critical role in linking patients in the outpatient environment to hospitals and
the delivery of care, EMS agencies should play a major part in the development and
implementation of CSC plans. Adjustments to scopes of practice, treatment modalities,
ambulance staffing, and call response will figure significantly in state, local, and EMS-specific
disaster response plans. Other areas that can be leveraged to manage scarce EMS resources
include the authority to activate restricted treatment and transport protocols. Integration of CSC
planning with the efforts of public health planners will be necessary to ensure consideration of
case management (advice line) call centers, poison control, use of alternate care system
destination points for ambulance patients, and limitation of care to on-scene treatment without
transport. It should also be recognized that much EMS activity in the United States is provided
by volunteer staff in rural communities, where resources are often limited on a regular, ongoing
basis.

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

DISASTER RESPONSE FRAMEWORK 1-49

Hospitals/Acute Care Facilities and Out-of-Hospital/Alternate Care Systems

Clinical operations in hospitals, ambulatory care clinics, and private practices make up the
largest single element of the response framework in which CSC will be implemented. Therefore,
careful planning is required at both the local and regional levels, including plans to ensure
intraregional coordination and cooperation. Disaster response plans should delineate protocols
for a shift from conventional standards of care to ensure that essential health care services will be
sustained during the response. It is assumed that under disaster response conditions, resources—
including state, regional, and federal caches; access to medical countermeasures; and the ability
to transfer patients—are unavailable elsewhere in the region or state and will not be resupplied in
the short term.

MILESTONES FOR CRISIS STANDARDS OF CARE PLANNING
AND IMPLEMENTATION

Listed below are critical milestones that can be used to assess the progress of CSC planning,
along with the proposed lead agency responsible for facilitating discussion, plan development,
and implementation for each milestone.

e Establish a state disaster medical advisory committee (SDMAC) or equivalent with
representation that includes all emergency response partners (EMS, public health,
emergency management, health care systems, community-based practitioners, public
safety, others) (governor’s office, state health department).

e Ensure the development of a legal framework for CSC implementation in the state in
collaboration with the state emergency management agency and EMS offices and the
SDMAC (governor’s office, state legislature, state attorney general’s office, state
health department, state emergency management agency).

e Promote understanding of the disaster response framework among elected officials and
senior (cabinet-level) state government leadership (state health department, state
emergency management agency).

e Develop a state health and medical approach to CSC planning that can be adopted at the
regional/local level by existing health care coalitions, emergency response systems
(including the regional disaster medical advisory committee [RDMAC]), and health care
providers (RDMAC, state health department).

e Engage health care providers and professional associations by increasing their awareness
and understanding of the importance and development of a CSC framework (state and
local health departments and EMS agencies, health care coalitions and member
organizations).

e Encourage participation of the out-of-hospital medical community in planning for
disaster response, including the development of plans to maximize the effective use of all
available materiel and personnel resources (state and local health departments, health
care coalitions, professional health care organizations)..

e Ensure that local and state plans include clear provisions that permit an adaptation of
EMS systems under disaster response conditions, including changes in protocols,
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destinations, practices, and personnel (state and local health departments, state EMS
agencies).

Develop and conduct public community engagement sessions on the issue of CSC (state
and local health departments).

Support surge capacity and capability planning for health care facilities and the health
care system, including the development of plans for allocating scarce resources and
promotion of community resilience and mental health in surge response efforts (state and
local health departments, health care coalitions).

Plan for an alternate care system capability to manage a surge in demand for health and
medical services (state and local health departments, health care coalitions).

Support scarce resource planning by the RDMAC for health care facilities and the health
care system so these plans can coalesce at the (regional) hospital coalition level (state
and local health departments, health care coalitions).

Incorporate risk communication strategies into CSC plans (governor’s office, state and
local health departments, EMS and emergency management agencies, health care
coalitions and member organizations).

Exercise CSC plans at the local/regional level with state participation (including having
the state exercise regional, intrastate, and interstate coordination if feasible) (governor’s
office, state and local health departments, emergency management and EMS
agencies, health care coalitions and member organizations).

Exercise CSC plans at the interstate level (governor’s office, HHS regional emergency
coordinators, state health department, state EMS and emergency management
agencies).

Use information identified during provider engagement, public/community engagement,
and exercise events as elements of a process improvement cycle in order to further refine
the development of disaster response plans (governor’s office, state and local health
departments and EMS agencies, health care coalitions and member organizations).
Develop a process for continuous assessment of disaster response capabilities based on
existing information and knowledge management platforms, and create a mechanism for
ensuring that these CSC planning milestones are being achieved (governor’s office, state
health department and emergency management agency).

IMPLEMENTATION OF THE DISASTER RESPONSE FRAMEWORK

Regardless of the disaster response discipline—whether health care facility leadership, EMS,
or public health—a number of steps should be considered during a real-time response to the
potential need to initiate CSC. The “A Frame” approach (see Box 2-5) depicts the decision-
making process that should be considered in the immediate aftermath of an incident. Modeled
after what the emergency management community refers to as the “Planning P” (FEMA, 2008),
this process helps establish the strategic implementation of disaster response capabilities. It
provides a systematic approach to issue evaluation and decision points that help in determining
whether health care delivery should remain at the conventional level, or contingency plans and/or
crisis response may be necessary.
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BOX 2-5
Implementation of the Surge Response Framework: Conventional, Contingency, and
Crisis Response Cycle

Resource Resource
Shortage Triage
Threshold Threshold

4 Adapt :
|

Contingency
Response

Advise/Anticipate
A

Crisis
Response

Conventional
Response

Awareness

|

After an incident occurs, the first priority is to develop situational Awareness, and then to
Assess the situation relative to the available resources. The incident commander, along with
relevant technical experts and/or the clinical care committee (in a proactive response/longer-
term incident) Advises on strategies and Anticipates any resource deficits (and recommends
obtaining necessary supplies, staffing, etc.). If a resource is scarce, Adaptive strategies (such
as conservation, substitution, adaptation, and reuse) should be implemented. In a crisis, a
deliberate triage decision to Allocate/reallocate resources may be necessary. In all cases, the
response and any strategies should be Analyzed at regular intervals as part of the disaster
response planning cycle, and the elements repeated until the incident concludes. The terms in
this figure can be further described as follows:

Awareness
¢ Incident commander recognizes current or anticipated resource shortfall(s) and assesses
impact of current strategies.

Assess
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Adapt

Technical experts are assigned to specific questions or areas of expertise.

Clinical care committee performs assessment for more complex situations or when
allocation of critical care resources is required during an ongoing incident.

Logistics and liaison officers coordinate (across agencies) with suppliers, area public
health and health care stakeholders, and emergency management as needed to obtain
additional resources or assistance.

Advise/Anticipate

Clinical care committee examines available resources, data, decision tools, and
predictions of demand and determines possible adaptive actions. This analysis should
also include what is happening within the region; the likely time frame for the crisis
situation; and future impacts on demand, supplies, and staffing.

Clinical care committee provides input to the planning section (or incident commander,
depending on assignment) as to the specific adaptations necessary to accommodate
ongoing demands and any recommended decision tools or policies. The committee also
facilitates the transition back to conventional care as soon as possible.

Public information and liaison officers coordinate with the planning section to ensure that
the situation and adaptive strategies are included in risk communications provided to
staff, patients, their families, and the community. A mechanism for addressing questions
should also be available.

Clinical services are augmented or curtailed to allow the institution to focus on saving
lives (e.g., subspecialty clinics may repurposed for outpatient acute care).

Auxiliary equipment or spaces are utilized, including on-campus or off-campus alternate
care sites, to support outpatient or inpatient overflow.

Administrative changes involve little risk to patients and are usually the first adaptations.
Changes are made in record-keeping and administrative duties.

Ancillary personnel are used to provide basic hygiene and feeding services.

Clinical changes involve escalating risk to patients and providers.

Significant changes are made in shift lengths or number of patients supervised.
Changes are made in criteria for evaluation (outpatient) and admission, as well as in
criteria for admission to certain units (use of monitored units for critical care, for
example).

Changes are made in therapeutics, such as ventilation techniques and medication
administration.

Allocate

After approval of the incident commander, the plan is activated for the next operational
period (during which the cycle begins again).

Allocation policies are circulated (for example, use of medications or blood products).
Reallocation decisions are made. A triage team is appointed if required for scarce critical
care interventions, consisting of at least two specialists practicing and experienced in the
clinical specialty affected (e.g., critical care, infectious disease, nephrology) (this team
may be institutional, health system, or regional).

Triage team utilizes decision tools to determine prognoses and, when a clear difference
in prognosis exists, recommends treatment for patients with a predicted better outcome
(first-come, first-served applies if there is no difference in prognosis substantial enough
to justify reassignment).
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e Triage team decisions are communicated to the medical branch director (or designated
unit supervisor), who orders appropriate patient movement and actions to implement the
team’s recommendations.

o Triage team decisions are documented in the medical record, as well as in the team’s
daily activity log.

e Transition plans are in place to maintain the dignity and comfort of patients (and their
families) who should have certain forms of care withdrawn or are receiving only palliative
care.

Analyze
¢ Quality assurance is performed for ongoing allocation strategies: Is new information
available? Are the policies and procedures appropriate for the situation being followed?
¢ Situational and resource information is updated, and the current strategies are analyzed,
with feedback to the incident commander.

Resource Shortage Threshold
e The resource shortage threshold denotes the “indicators” (described in the committee’s
letter report) (IOM, 2009) that demonstrate a point at which a potential or actual resource
shortfall is recognized; however, substitution or other strategies may suffice to mitigate
the problem.

Resource Triage Threshold
e The resource triage threshold denotes the “triggers” (described in the committee’s letter
report) that demonstrate that specific resources are in short supply or are altogether
unavailable. Therefore, an allocation schema must be implemented, and access to a
specific care resource must be triaged because of demand. The triage decision involves
an assessment of need, benefit, and duration of use.

RECOMMENDATION

To enhance and elaborate on the recommendations from its 2009 letter report, which it still
fully supports, the committee developed a set of templates identifying the core functions and
tasks for individuals and organizations involved in CSC planning and implementation. In
developing these resources, the committee emphasized the use of a systems approach that
integrates CSC planning into the larger context of overall surge capacity planning. The entire
emergency response system—each component acting both independently and as part of a
coherent and integrated group—should adopt such a framework to deliver the best care possible
to the largest number of patients.
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RECOMMENDATION: Federal, state, tribal, and local governments should develop a
systems-based framework for catastrophic disaster response, which must be integrated into
existing emergency response plans and programs. To facilitate the implementation of this
framework, the committee specifically recommends that:

e Each level of government should ensure coordination and consistency in the active
engagement of all partners in the emergency response system, including emergency
management, public health, emergency medical services, public and private health
care providers and entities, and public safety.

e Each level of government should integrate crisis standards of care into surge
capacity and capability planning and exercises.

e The Department of Health and Human Services/Assistant Secretary for
Preparedness and Response (e.g., through its Regional Emergency Coordinators)
should facilitate crisis standards of care planning and response among state and
tribal governments within their region.

e In crisis standards of care planning and response efforts, states should collaborate
with and support local governments.

e Federal disaster preparedness and response grants, contracts, and programs in the
Department of Health and Human Services, the Department of Homeland Security,
the Department of Defense, the Department of Transportation, and the Department
of Veterans Affairs—such as the Hospital Preparedness Program, Public Health
Emergency Preparedness Program, Metropolitan Medical Response System,
Community Environmental Monitoring Program, and Urban Areas Security
Initiative—should integrate relevant crisis standards of care functions.
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3
Legal Issues in Emergencies

As noted in the committee’s 2009 letter report, significant legal challenges are associated
with catastrophic disasters involving the allocation of scarce health care resources and the
establishment of crisis standards of care (CSC). These issues cut across nearly all levels of the
public and private sectors involved in coordinating and providing emergency care during disaster
response. To assist state and local public health and emergency planners, this chapter explores
how key principles of law and policy can impede or facilitate the provision of public health and
health care services during a disaster. It also addresses inherent conflicts related to the need to
balance individual and communal health interests during such incidents. At the core of these
issues is the need to transition rapidly from individual- to population-centric health services to
save as many lives as possible and prevent injuries among patients, practitioners, and responders.

MEDICAL AND LEGAL STANDARDS OF CARE

In its letter report, the committee addressed several key issues related to distinctions between
medical and legal standards of care, as well as scopes of practice for licensed health care
workers. Modern studies consistently note how health care services must change during
emergencies pursuant to what have been labeled “altered,” “situational,” and now “crisis”
standards of care (AHRQ, 2005; AMA, 2007; Christian et al., 2006; Devereaux et al., 2008;
GAO, 2008; Kanter, 2007). While the development and implementation of CSC are distinct from
an assessment of prevalent liability protections, emergency planners and responders may
consider whether additional liability protections are warranted in their jurisdictions, as discussed
below.

The letter report described how changes in medical standards of care during an emergency
may not be reflected in the corresponding legal standards of care, a disconnect that can lead to
potential liability exposure for health care practitioners, volunteers, and entities during their
response efforts. While medical and legal standards of care often are regarded as
interchangeable, by one view they are in fact distinct concepts. According to this view, medical
standards of care describe the types and levels of medical care dictated by professional norms,
professional requirements, and institutional objectives (AHRQ, 2005; Hick et al., 2009; Pegalis,
2009). These standards of care vary (1) among different types of health care facilities, such as
hospitals, clinics, and alternate care facilities (Hick et al., 2009); and (2) based on prevailing
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circumstances, including during emergencies.' Although existing, routine medical standards of
care are flexible, they do not reflect the guidance needed to assist health care practitioners
attempting to allocate scarce resources and make difficult decisions (including the potential
withholding or withdrawal of life-sustaining treatment) during austere conditions in a public
health emergency (GAO, 2008). Legal standards of care, on the other hand, may be defined as
the minimum amount of care and skill a health care practitioner should exercise in particular
circumstances based on what a reasonable and prudent practitioner would do in similar
circumstances (Mastroianni, 2006).> Legal standards of care are necessarily fact-specific,
flexible, and subject to differing interpretations by different courts (Dobbs, 2000). They may
reflect medical standards, but do not always. For example, prior courts assessing standards of
care have determined at times that prevailing medical practice was insufficient or unacceptable
in exceptional cases.” In these instances, practitioners have been found liable for their actions
even though, based on the circumstances, their acts were consistent with the prevailing medical
standards of care.

Another view suggests that legal standards of care are intrinsically tied to medical standards
of care. This view assumes that changes in the medical standards, such as those during a crisis,
are automatically incorporated into the way courts and other legal authorities assess whether a
particular actor has breached the standards through negligence or intentional acts because the
legal standards of care by definition are based on what a reasonable practitioner would do under
the particular circumstances (Annas, 2010). Given the flexibility of legal standards of care, some
suggest that laws offering immunity or other protections from liability for health care workers,
volunteers, or entities are unnecessary or even detrimental to the extent that they may deny
patients recourse for injuries caused by negligent acts (ABA, 2011).” During some disasters (e.g.,
Hurricane Katrina in 2005), patients in specific at-risk populations, such as the elderly, racial
minorities, and those of lower socioeconomic status, may suffer disproportionately relative to
others. To some, it appears unfair to deny these patients direct recourse against potentially
negligent health care workers. In prior national emergencies, government has created
compensation funds for those impacted to help provide recourse for direct harms they may have
sustained as a result of the emergency.

However, federal, state, and local governments, public health agencies, and public health and
health care organizations have consistently supported limited liability or indemnification
protections for health care and public health actors, especially volunteers, during emergencies. In
2008, the American Medical Association (AMA) endorsed states’ consideration of the provisions
of the Uniform Volunteer Emergency Health Practitioners Act for potential enactment,
specifically including provisions that protect volunteer health care practitioners from liability

! Note that medical standards of care should not be confused with a health care provider’s scope of practice or associated
privileges (Curie and Crouch, 2008; Pegalis, 2009). Scope of practice refers to the extent of a licensed professional’s ability to
provide health services in accordance with his or her competence and license, certification, privileges, or other authority to
practice (AHRQ, 2005; Wise, 2008).

* Hood v. Phillips, 554 S.W.2d 160, 165 (Tex. 1977).

? Helling v. Carey, 83 Wash. 2d 514, 519 P.2d 981 (1974).

4 Canterbury v. Spence, 464 F.2d 772, (D.C. Cir. 1972).

5 The American Bar Association’s House of Delegates has expressed opposition to the adoption of laws that “would alter the
legal duty of reasonable care in the circumstances owed to victims of a natural or manmade disaster by relief organizations or
health care practitioners.” It suggests that the flexible nature of the legal standards of care provides adequate assurance of
protection from unwarranted liability claims without the need to deny patients their right to bring claims through immunity
protections.
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claims grounded in negligence (AMA, 2008).° In 2005, the AMA adopted a resolution declaring
the need for “national legislation that gives qualified physician volunteers ... automatic medical
liability immunity in the event of a declared national disaster or federal emergency” (AMA,
2005).

Underlying the AMA’s and other health care professionals’ positions is the recognition that
adherence to reasonable legal standards of care based on prevailing circumstances may lead to
unpredictable outcomes when legal disputes arise. Lacking sufficient legal precedents, the
provision of reasonable care through medical triage in a crisis may be viewed by many as
insufficient or negligent because it may deviate extensively from normal standards as a result of
the scarcity of resources. The development of national guidance on CSC may obviate some
claims by clarifying the roles and responsibilities of practitioners during an emergency, against
which the reasonableness of their actions or omissions may be adjudicated. Such results,
however, are not assured. Facing potential uncertainty as to how courts or other arbitrators will
assess claims arising from crisis care, qualified health care practitioners, volunteers, and entities
naturally are concerned about their actual or perceived risks of liability. Nonetheless, all levels of
government provide limited legal liability protections for many practitioners and entities
responding during emergencies to offer assurances and incentives for their participation in
emergency response efforts (as detailed later in the chapter).

There are two predominant paths to assessing and resolving potential negligence claims
resulting from the implementation of CSC. One path is to suggest a policy of adhering to the
standards of care as they evolve along the continuum described in Chapter 2 (Box 2-4). Via this
path, a negligence claim arising during the implementation of CSC should be assessed later by
experts and courts based on what a reasonable practitioner would do under similar
circumstances. The other path reflects a different policy approach entailing how key legal
liability protections from negligence claims take effect once a state of emergency has been
declared. Instead of requiring adherence to evolving standards of care, these protections,
documented further below, may dispel future negligence-based claims against practitioners,
volunteers, and entities in recognition of the extreme variations in the provision of population-
centric care in triage-like environments, when the applicable standards of care are constantly
being evaluated and changing.

THE CHANGING LEGAL ENVIRONMENT IN DECLARED EMERGENCIES

Clarity concerning CSC is necessitated in part by the changing nature of the legal
environment in declared emergencies. In nonemergencies, existing laws and policies offer
reasonable guidance on the empowerment of actors and entities to allocate health resources and
deliver health care. During declared emergencies, however, the legal environment changes.
Emergency declarations trigger an array of nontraditional powers designed to facilitate response
efforts by the public and private sectors. Emergency laws may (1) provide governments with
sufficient flexibility to respond (e.g., by waiving specific regulatory requirements); (2) mobilize
central commands and infrastructures; (3) encourage response efforts by limiting liability;

(4) authorize interstate recognition of health care licenses; (5) allocate health care personnel and
resources; (6) permit the provision of health care or public health services at nontraditional,

6 “RESOLVED, That our American Medical Association support the enactment in state legislatures of the National Conference
of Commissioners on Uniform State Laws [NCCUSL] Uniform Emergency Volunteer Health Practitioners Act with the liability
language of Alternative A as formally adopted by the NCCUSL in August 2007.”
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alternate care sites; and (7) facilitate essential changes to the delivery of medical services and
scopes of practice (Courtney et al., 2010; Hodge et al., 2009).

The extent of legal variations during emergencies, however, depends on the type of
emergency declared. The federal government, every state, many territories, and some local
governments may declare either general states of “emergency” or “disaster” in response to crises
that affect the public’s health (Hodge and Anderson, 2008). Such declarations largely authorize
emergency management agencies and others to use general legal powers to coordinate
emergency responses. The Department of Health and Human Services (HHS) and more than half
the states may also declare states of “public health emergency” (Hodge et al., 2008) based in part
on the Model State Emergency Health Powers Act (Center for Law and the Public’s Health,
2001).” Collectively, these declarations authorize an array of expedited public health powers
coordinated by public health agencies in conjunction with emergency managers and other
partners. The federal government and some states may declare states of both “emergency” or
“disaster” and “public health emergency” in response to the same incident, such as during
Hurricane Katrina and the 2009 HIN1 pandemic. These dual declarations can lead to confusion
as divergent governmental powers and actors seek to respond in overlapping and potentially
inconsistent ways (Hodge and Anderson, 2008).

LEGAL ISSUES IN DECLARED EMERGENCIES

From these varying emergency declarations arise a host of powers and protections that may
impact the delivery of health care services depending, in part, on real-time legal interpretations.
Health care practitioners and entities responsible for emergency preparedness should consider
numerous legal issues that arise in responding to events along the continuum of care leading up
to a declared state of emergency, as documented in Table 3-1 and summarized in relevant
subsections below.

TABLE 3-1 Selected Legal Issues of Concern to Health Care Practitioners and Entities
Responsible for Emergency Preparedness

Subject Legal Issues

Organization of e How are employees, independent contractors, and volunteers legally

Personnel distinguished for the purpose of coordinating services and benefits during an
emergency?

e Do existing labor contracts or union requirements affect the ability of the entity
and its personnel to respond to an emergency?

e Have appropriate contractual or other mechanisms been executed to facilitate
the delivery of services by employed or volunteer personnel, ensure worker
safety, or ensure the availability of workers’ compensation or other benefits
during an emergency?

" While many states may have authorities to declare states of “public health emergency,” the following states have authorities
based on the Model State Emergency Powers Act: Alabama, Arizona, Connecticut, Delaware, District of Columbia, Florida,
Georgia, Illinois, Indiana, lowa, Louisiana, Maine, Maryland, New Jersey, New Mexico, North Carolina, Oklahoma, Oregon,
South Carolina, South Dakota, Texas, Virginia, Washington, Wisconsin, and Wyoming.
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Subject Legal Issues
Access to e Has the entity assessed its strategy for conducting medical triage under legal
Treatment requirements for treating existing and forthcoming patients?

Coordination of
Health Services

Patients’ Interests

Allocation of
Resources

e [s the entity prepared to screen and potentially divert excess numbers of
patients during an emergency consistent with the Emergency Medical
Treatment and Active Labor Act (EMTALA), absent its waiver during a
declared emergency?

¢ Do health care personnel who are designated to treat existing and forthcoming
patients pose any risks to patients either through (1) exposure to infectious or
other conditions or (2) the use of personal protective equipment that may
impede the delivery of medical services?

o Are health care personnel aware of the legal effects of a shift to crisis standards
of care and changes relating to scopes of practice during a declared emergency?

e Are health care personnel knowledgeable about conditions related to the
issuance of emergency use authorizations (EUAs) by the Food and Drug
Administration (FDA), including accompanying mandatory emergency use
information for patients and providers?

e Are adequate mechanisms in place to ensure compliance with surveillance,
reporting, testing, screening, partner notification, quarantine, isolation, and
other public health mandates during an emergency?

o Are legal issues concerning the use of volunteer health professionals during an
emergency addressed through the entity’s emergency plan?

¢ Can patients with physical or mental disabilities be accommodated during the
emergency consistent with disability protection laws?

¢ Do patients have adequate access to available medical countermeasures to
ensure their health and safety?

e Are appropriate measures in place for attempting to ascertain patients’ informed
consent?

e Barring waiver of national, state, or local privacy laws through emergency
declarations, are the entity and its personnel prepared to respect patients’ health
information privacy rights during an emergency?

e Is the entity prepared to evacuate at-risk patients in response to an emergency?

o Is there a legitimate process for determining allocation of limited resources that
is fair, reasonable, nondiscriminatory, and credibly based on protecting the
health of patients and the public?

e Are there federal, state, and/or local policies regarding resource allocation that
should be followed?

¢ Can government appropriate existing resources (with just compensation) for
communal purposes during an emergency?
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Subject

Legal Issues

Liability

Reimbursement

Interjurisdictional
Cooperation

e When may the entity and its personnel be liable for their actions in treating

patients under crisis standards of care during an emergency?

e What legal protections from liability for entities, their health care personnel,

independent contractors, and volunteers (including insurance coverage) apply
during an emergency?

e May entities and their personnel face potential liability for failure to adequately

plan or train for emergencies?

o Are there established reimbursement protocols for treating patients during an

emergency?

e Are private health insurers or other payers legally required to reimburse for care

delivered to patients in furtherance of the public’s health?

e Are entities organized to seek federal and state reimbursement through the

Centers for Medicare & Medicaid Services, the Federal Emergency
Management Agency, or other sources for care delivered in off-site facilities
operated by the entity?

e Have federal/state authorities accelerated, altered, or waived

Medicare/Medicaid requirements for reimbursement during an emergency?

Has the entity executed memorandums of understanding, mutual-aid
agreements, or other agreements to facilitate interjurisdictional coordination of
emergency health care services?

Are these agreements consistent with federal (Department of Health and Human
Services/Assistant Secretary for Preparedness and Response or Centers for
Medicare & Medicaid Services; Department of Homeland Security/National
Incident Management System) or other government requirements?

Is the entity’s all-hazards emergency plan integrated with community-level
emergency planning and objectives?

Have state or local governments on international borders addressed specific
concerns through lawful agreements across borders?

SOURCE: Hodge et al., 2009.

Legal Authorization to Allocate Personnel, Resources, and Supplies

Emergency declarations and ensuing orders, as noted above, can help shift how and where
care is delivered and how resources (e.g., personnel, medical supplies, physical space) are
allocated.® Many states’ statutory emergency laws, for example, recognize out-of-state health
care licenses for the limited duration of a declared emergency (Hodge et al., 2008). These
“licensure reciprocity” provisions allow for the interstate sharing of out-of-state health care

¥ The Commonwealth of Virginia provides immunity protections for health care practitioners during resource-scarce disasters
following the declaration of a state or local emergency. “In the absence of gross negligence or willful misconduct, any health care
provider who responds to a disaster shall not be liable for any injury or wrongful death of any person arising from the delivery or
withholding of health care when (i) a state or local emergency has been or is subsequently declared in response to such disaster,
and (ii) the emergency and subsequent conditions caused a lack of resources, attributable to the disaster, rendering the health care
provider unable to provide the level or manner of care that otherwise would have been required in the absence of the emergency
and which resulted in the injury or wrongful death at issue.” Code of Virginia § 8.01225.02 (2008).

® Louisiana Senate Bill No. 301, SB 301, 2008 Regular Session, Louisiana Legislature, Act No. 538 (June 30, 2008),
http://www.legis.state.la.us/billdata/streamdocument.asp?did=503696 (accessed February 1, 2012).
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personnel whose licenses are viewed as in-state licenses for the duration of the declared
emergency (although providers may still be subject to liability risks if they exceed their scope of
practice in their home jurisdiction during their emergency response efforts). Memorandums of
understanding, mutual-aid agreements, compacts, and other agreements can also facilitate the
sharing of health care and other necessary resources during resource scarce emergencies (CDC,
2011). The Emergency Management Assistance Compact (EMAC),'? for example, formalizes
interstate mutual aid among all states, several territories, and the District of Columbia. Similar
compacts at the regional, tribal, and municipal levels further facilitate care and distribute
resources.

Liability Risks and Protections for Health Care Practitioners

As noted above, liability exposure is a prominent concern among health care practitioners
and entities. The implementation of CSC is a dynamic process that entails difficult decisions,
intense trade-offs, constant assessments of specific courses of action, and potentially
unconventional acts (including denying or withdrawing health care services because of limited
resources). Virtually any patient may feel aggrieved by failing to receive state-of-the art medical
care during an emergency that would have been provided in routine health care environments.
Against this backdrop, the potential arises for legal action resulting from perceived or actual
denial or limitation of health care services during a crisis. High-profile cases involving health
care practitioners responding during Hurricane Katrina, for example, have garnered national
attention.'' Potential liability claims can result from alleged civil, criminal, and constitutional
violations by health care practitioners, volunteers, and government or private entities (Hodge
et al., 2009). Liability may stem from claims of medical malpractice, discrimination, invasions of
privacy, or violations of other state and federal statutes (e.g., the Emergency Medical Treatment
and Active Labor Act [EMTALA])."? Recently, Tenet Health Systems, which operated Memorial
Medical Center in New Orleans, settled claims brought by Hurricane Katrina victims for
$25 million. The victims’ claims entailed negligence not only for Tenet’s failure to respond, but
also for its failure to plan and prepare properly for the emergency itself (Hodge and Brown,
2011). Such cases reaffirm the essential role of advance planning and preparedness activities in
mitigating, at least in part, prospective liability claims.

While not all legal causes of action are viable or proliferate, health care practitioners and
entities remain apprehensive about their potential exposure to liability risks especially during
emergencies, when their actions and responsibilities may exceed the norm. After the
unsuccessful indictment in 2006 of Dr. Anna M. Pou and other health care personnel on criminal

19 pyblic Law 104-321. EMAC was approved by Congress in 1996. All states, the District of Columbia, Puerto Rico, Guam, and
the U.S. Virgin Islands have enacted EMAC legislation.

" The most publicized case of criminal liability associated with a health care professional’s decisions during a resource scarce
situation is that of Dr. Anna Pou, a physician from Memorial Medical Center in New Orleans. Dr. Pou was charged with second-
degree murder for allegedly hastening the deaths of several patients during Hurricane Katrina. While she was not criminally
indicted, she also faced several civil wrongful death claims. In response, Louisiana enacted civil liability immunity protection
laws aimed at protecting health care workers who act in good faith during emergencies. See, e.g., Louisiana Senate Bill No. 301,
Act No. 538 (2008).

12 The Emergency Medical Treatment and Active Labor Act (EMTALA), 42 U.S.C.A. § 1395dd (1986). EMTALA, for example,
requires hospitals that participate in Medicare and have a dedicated emergency department to provide a medical screening
examination within their capability to individuals who report to the emergency department and request such an examination or
treatment for a medical condition. EMTALA also includes requirements for stabilizing and transferring patients. Physicians and
health care entities that negligently fail to comply with EMTALA may be excluded from participation in the Medicare program
and incur monetary penalties.
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charges related to their handling of several patients at Memorial Medical Center during
Hurricane Katrina, the AMA, the Louisiana State Nurses Association, and other organizations
expressed concern that the case would cause practitioners to reconsider whether to help people
during disasters (Jervis, 2007). In developing additional guidance for the implementation of
CSC, the committee heard directly from numerous state and local public health and emergency
management representatives about their concerns regarding how liability risks may impact the
willingness of practitioners and volunteers to participate in emergency response efforts. In
addition to numerous anecdotal accounts documented by the committee and other credible
sources, some empirical data support similar findings.

In 2006 the Community Health Planning and Policy Development Section of the American
Public Health Association (APHA) conducted an electronic survey of prospective volunteer
health practitioners. More than 1,000 responses were received. When asked, as a potential
volunteer, “how important is your immunity from civil lawsuits in deciding whether to volunteer
during emergencies,” almost 70 percent of respondents indicated it was “important”

(35.6 percent) or “essential” (33.8 percent) (Carpenter et al., 2008). A survey of 1,057
prospective Medical Reserve Corps (MRC) volunteers in Hawaii, published in 2008, found that
liability protections were among respondents’ primary concerns during operations (Quereshi

et al., 2008). Concerns regarding liability risks (among others) also are noted in another study of
prospective MRC volunteers conducted in 2007 (Schechter, 2007). A 2009 qualitative study of
UK health care workers’ willingness to respond during an influenza pandemic (conducted after
substantial inquiries following the London bombings in 2005) found “both clinical and non-
clinical participants were worried about being asked to perform a role they had not been trained
for, and had concerns both about being a danger to patients and being subject to litigation if
something went wrong.... It was clear that many participants would be reluctant to take on
extended roles without some assurance that they would be protected from litigation” [emphasis
added] (Ives et al., 2009).

Despite liability concerns during emergencies, there are no comprehensive national liability
protections for health care practitioners or entities in all settings. Instead, an array of liability
protections at all levels of government cover practitioners and entities—particularly volunteers
and government entities and officials—that act in good faith and without willful misconduct,
gross negligence, or recklessness (Hoffman, 2008; Hoffman et al., 2009; Rosenbaum et al., 2008;
TFAH, 2008). Similar to protections bestowed upon emergency managers, police, firefighters,
and other responders, emergency liability protections in all states may immunize or indemnify
public health and health care actors or entities from specific claims or monetary damages.
Federal or state suspensions of legal requirements or waivers of sanctions for failing to comply
with certain federal or state statutes during declared emergencies may offer additional
protections."® Some liability protections, including Good Samaritan statutes (HHS ASPR, 2009),
volunteer protection acts,'*'* and tort claims acts,'® may apply outside of an emergency

342 U.S.C. § 1320b-5 (2008). Under section 1135 of the Social Security Act, the Secretary of HHS may temporarily waive or
modify certain program requirements for Medicare, Medicaid, and the State Children’s Health Insurance Program. For example,
sanctions for failing to comply with certain EMTALA requirements may be waived by the Secretary during public health
emergencies.

4 Public Law 105-19; 42 U.S.C. § 14501 et seq. All states and the District of Columbia have adopted state volunteer protection
acts.

'3 The Uniform Emergency Volunteer Health Practitioners Act (UEVHPA) was developed in 2007 in response to a lack of
uniformity in states’ protections for medical and other volunteers. It “establishes a system whereby health professionals may
register either in advance of or during an emergency to provide volunteer services in an enacting state. Registration may occur in
any state using either governmentally established registration systems, such as the federally funded ‘ESAR VHP’ [Emergency
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declaration. Other protections, such as those pursuant to EMAC'” or emergency laws, are
triggered only by an emergency declaration (Centers for Law and the Public’s Health, 2004).
Table 3-2 lists specific statutory or regulatory language that currently provides various levels of
liability protection for health care practitioners, volunteers, and entities.

TABLE 3-2 Selected Statutory and Regulatory Health Care Liability Protections in Emergencies

Source Applies to Provision

Model State Emergency Out-of-state emergency These professionals “shall not be held liable
Health Powers Act health care professionals  for any civil damages as a result of medical
(MSEHPA) (among others) care or treatment related to the response to the

Uniform Emergency
Volunteer Health
Practitioners Act
(UEVHPA)

Emergency Management
Assistance Compact
(EMAC)

Volunteer health
practitioners (VHPs)
(whether public or private
sector)

State or local officers or
employees

public health emergency unless such damages
result from providing, or failing to provide,
medical care or treatment under circumstances
demonstrating a reckless disregard for the
consequences so as to affect the life or health
of the patient.”

Alternative A: VHPs are not liable for their
actions or omissions while providing services
during an emergency. This provision does not
apply to VHPs engaged in willful, wanton, or
grossly negligent acts, or to incidents
involving criminal conduct, intentional torts,
breaches of contract, or acts and omissions
relating to the operation of vehicles.

Alternative B: Protections similar to those of
Alternative A, but applies only to VHPs who
receive compensation of $500 or less per year
(not including reimbursement for reasonable
expenses and continuation of salary while on
leave).

“Officers or employees of a party state
rendering aid in another state pursuant to this
compact shall be considered agents of the
requesting state for tort liability and immunity
purposes.”” Those rendering aid are protected
from civil liability, provided that they act in
good faith and without “willful misconduct,

gross negligence, or recklessness.”™

System for Advance Registration of Volunteer Health Professionals] or Medical Reserve Corps programs”
(http://www.uevhpa.org/DesktopDefault.aspx).
' Under the Federal Tort Claims Act, for example, a “covered employee [is] not personally liable for negligent acts committed
within [the] scope of Federal employment” (HHS, Federal Public Health Emergency Law: Implications for State and Local
Preparedness and Response [teleconference], April 28, 2009).
17 «Under EMAC, a person from one state who renders assistance in another and who holds a license, certificate, or other permit
for the practice of professional, mechanical, or other skills is considered to be licensed, certified, or permitted to exercise those
duties in the requesting state, subject to limitations or conditions set by the requesting state’s Governor.” Still, licensure
reciprocity is not automatically extended to volunteer health care practitioners who do not provide services pursuant to an EMAC
request for assistance (Congressional Research Service, 2009).
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Source

Applies to

Provision

Federal Public Readiness
and Emergency
Preparedness (PREP)
Act,d
http://www.uevhpa.org/D
esktopDefault.aspx

Federal Volunteer
Protection Act (VPA)

Virginia Emergency Code

Louisiana State Statutes

“Covered persons” (e.g.,
U.S. government,
manufacturers,
distributors, pharmacies,
state and local program
planners)

Uncompensated,
individual volunteers of
nonprofit organizations or
governmental entities

Health care providers

Health care entities and
providers

“A covered person shall be immune from suit
and liability under Federal and State law with
respect to all claims for loss caused by, arising
out of, relating to, or resulting from the
administration to or the use by an individual”
if he or she is administering an approved
countermeasure during the declaration of an
appropriate emergency or public health
emergency.’

Volunteers shall not be liable for harm caused
by their acts or omissions on behalf of the
organization or entity so long as they are:

(1) acting within the scope of the volunteer’s
responsibilities; (2) properly licensed,
certified, or authorized by the appropriate
authorities as required by law in the state in
which the harm occurred; (3) have not
engaged in willful or criminal misconduct,
gross negligence, reckless misconduct, or a
conscious, flagrant indifference to the rights or
safety of the individual(s) harmed by the
volunteer; and (4) have not caused the harm by
operating a motor vehicle, vessel, aircraft, or
other vehicle for which the state requires its
operator to possess an operator’s license or
maintain insurance:

“In the absence of gross negligence or willful
misconduct, any health care provider who
responds to a disaster shall not be liable for
any injury or wrongful death of any person
arising from the delivery or withholding of
health care when (i) a state or local emergency
has been or is subsequently declared in
response to such disaster, and (ii) the
emergency and subsequent conditions caused
a lack of resources, attributable to the disaster,
rendering the health care provider unable to
provide the level or manner of care that
otherwise would have been required in the
absence of the emergency and which resulted
in the injury or wrongful death at issue.”

“(b) During a state of public health
emergency, any private person, firm or
corporation and employees and agents of such
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Source Applies to Provision
person, firm or corporation in the performance
of a contract with, and under the direction of
the state or its political subdivisions...shall not
be civilly liable for causing the death of, or
injury to, any person or damage to any
property except in the event of gross
negligence or willful misconduct.

(¢) During a state of public health emergency,
any health care providers shall not be civilly
liable for causing the death of, or, injury to,
any person or damage to any property except
in the event of gross negligence or willful
misconduct.””

Maryland State Torts State personnel Provides state personnel immunity for acts or
Claims Act (including unpaid omissions within the scope of their duties’
individuals performing
state functions)’

Minnesota Volunteers Volunteers during an emergency or disaster
Indemnification are deemed employees of the state for
Protections purposes of torts claims defense and

indemnification.”

Model Intrastate Mutual All persons, including “Neither the participating political

Aid Legislation volunteers, responding subdivisions nor their employees...shall be

(MIMAL) under the operational liable for the death of or injury to persons, or
control of the government for damage to property when complying or
entity requesting aid attempting to comply with the statewide
(these persons are mutual aid system.” Immunity does not apply
considered employees of  to acts of willful misconduct, gross
the government entity) negligence, or bad faith.”

“MSEHPA § 608(b)(3).

"EMAC, art. VL.

“EMAC § 2, art. VL.

142 U.S.C.A. § 247d-6d.

‘42 U.S.C.A. § 247d-6d.

742 U.S.C.A. § 14503 (2004).

¢Va. Code Ann. § 8.01-225.02 (2008).

" La. Rev. Stat. Ann. § 29:771 (2003).

"Md. Code. State Gov’t § 12-101 (2005).

/Md. Code Ann. Cts. & Jud. Proc. § 5-522(b) (2005).
“Minn. Stat. Ann. § 12.22 (West).

'National Emergency Management Association, Model Intrastate Mutual Aid Legislation, Art. X (2004).
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Specific federal declarations provide targeted liability protections and authorize the
emergency use of medical countermeasures needed for a response. For example, the federal
Public Readiness and Emergency Preparedness (PREP) Act'® provides strong liability
protections for individuals and entities implementing certain covered medical countermeasures
(i.e., countermeasures that are Food and Drug Administration [FDA]-approved, authorized for
investigational use, or authorized by an emergency use authorization [EUA]) (Binzer, 2008).
Upon a PREP Act declaration by the Secretary of HHS, limited protection from tort liability is
extended to “covered persons” (e.g., the United States, manufacturers of the countermeasures,
drug distributors, pharmacies, state and local program planners) involved in the development,
distribution, and administration of the medical countermeasure(s)."® The act expressly establishes
a compensation fund for individuals injured as a result of the administration or use of covered
countermeasures (HRSA, 2005). PREP Act liability protections, however, are limited. They
apply only to persons and covered countermeasures specified by HHS: one lower court decision
in New York, currently on appeal, suggests that the PREP Act liability protections do not
immunize a school system or health practitioner involved in allegedly “bad faith” administration
of the HIN1 vaccine to a minor student whose parents did not provide their consent.”” PREP Act
declarations also are effective only for a specified period of time; however, the effective date of a
declaration can precede the date of issue (see, for example, HHS, 2007, issued February 1, 2007,
but effective from December 1, 2006). This can be done at the discretion of the Secretary of
HHS to extend liability protections to covered persons acting in response to a disaster but prior to
a PREP Act declaration.

Liability protections may also be extended through the federal emergency allowance of
specific drugs or other medical products that might otherwise be unavailable to the public. When
the requisite emergency determination is in place (i.e., by the Secretary of HHS, the Department
of Homeland Security [DHS], or the Department of Defense), the Secretary of HHS may declare
an emergency justifying the authorization of emergency use for certain medical products. The
FDA then can issue an EUA to allow the emergency use of drugs or other medical products that
are either (1) not yet approved by the FDA for use or (2) sought for an unapproved use.”’ EUAs
were issued, for example, during the 2009 HIN1 pandemic to allow unapproved uses of
zanamivir (Relenza®) and oseltamivir (Tamiflu®) for treatment and prophylaxis of young
children and hospitalized patients (CDC, 2010). To issue an EUA, the Commissioner of the FDA
must conclude that:

o the agent specified in the declaration poses the risk of a serious or life-threatening disease
or condition;

e it is reasonable to believe that the product may be effective in diagnosing, treating, or
preventing the agent;

1842 US.C. § 247d-6d.

19 «“Countermeasures covered under a PREP Act declaration include products that are approved, cleared, or licensed under the
FD&C [Food, Drug, and Cosmetics] Act or the PHS [Public Health Service] Act, authorized for investigational use under the
FD&C Act, or authorized under an EUA. For example, if a person is given a countermeasure that is lawfully authorized for
emergency use under an EUA, that person may be eligible under the PREP Act for compensation through the CICP
[Countermeasures Injury Compensation Program] if serious physical injury or death results from use of the countermeasure.” See
http://www.fda.gov/EmergencyPreparedness/Counterterrorism/ucm269226.htm#prepcoverage.

2 pyrker v. St. Lawrence County Public Health Department, No. 44-1-2011-0204 (Sup. Ct. N.Y. St. Lawrence County decided
July 5, 2011) (unpublished decision).

21 Project Bioshield Act of 2004, Public Law 108-276, § 564(a)-(b).
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e the known and potential benefits of use of the product outweigh the known and potential
risks; and
¢ no adequate, approved, and available alternative to the product exists to address the
22
agent.

EUASs remain in effect for the duration of the emergency declaration (up to 1 year unless
revoked). Both the declaration and EUAs issued under the declaration may be renewed if
justified (FDA, 2009), as was the case with the antimicrobial doxycycline for prophylaxis of
inhalational anthrax.*

Once issued, EUAs take effect nationally irrespective of any additional state legal action in
support of the authorization (FDA, 2007). The Commissioner of the FDA can set conditions on
activities under an EUA to protect the public’s health, including ensuring that health care
professionals and patients are informed of risks, benefits, and alternatives and that adverse events
are monitored through manufacturers, health care entities, or public health authorities.”* From a
liability perspective, EUAs allow the temporary use of a drug or product that would otherwise be
prohibited, thus mitigating potential claims related to the unwarranted dispensing of unapproved
drugs or other issues.

Although lacking consistency across all emergency responders and entities, the existing
patchwork of liability protections can facilitate emergency planning and response efforts by
providing assurances of liability protection against negligence claims during and after declared
emergencies. These laws collectively provide an umbrella of protections covering hundreds of
thousands of practitioners, volunteers, and entities that are expected or asked to play critical roles
in emergency response. Yet there are significant limits to liability protections overall. As noted
above, some legal protections cover individuals or entities only for their acts during declared
emergencies, and the effective date of a declaration of emergency may precede the actual date of
the declaration. HHS’s declarations pursuant to the PREP Act, for example, may be retroactive.
In most cases, however, liability and other protections emanating from emergency declarations
commence only on the date of the declaration and end the moment the declaration is terminated.
This may leave some responders whose efforts precede or exceed the time period of the formal
declaration unprotected.

Even when liability protections do apply, virtually none of the protections immunize or
indemnify practitioners or entities for acts that constitute gross negligence, willful or wanton
misconduct, or crimes. Volunteers seeking protection may have to be registered with government
or private systems (Hoffman et al., 2009), follow government disaster plans or protocols, or act
specifically under government authority.”>® Liability protections for volunteers do not similarly

22 Project Bioshield Act of 2004, Public Law 108-276, § 564(c). For more information on how these determinations are to be
made and what information is included in a request for EUA consideration, see FDA guidance on EUAs
(http://www.fda.gov/Regulatorylnformation/Guidances/ucm125127.htm#intro).

276 FR 44926. HHS’s declaration justifying the emergency use of doxycycline hyclate tablets accompanied by emergency use
information was originally issued in 2008 and subsequently renewed in 2009 and 2010 in response to continuing national security
concerns. The declaration was also renewed and amended in 2011. An EUA (issued under that declaration) for doxycycline
hyclate tablet emergency kits for U.S. Postal Service participants and their household members was originally issued in 2008 and
subsequently amended in 2009, 2010, and 2011.

% Project Bioshield Act of 2004, Public Law 108-276, § 564(¢).

%5 For example, under HHS’s National Disaster Medical System (NDMS), “an individual appointed under paragraph (1) shall,
while acting within the scope of such appointment, be considered to be an employee of the Public Health Service performing
medical, surgical, dental, or related functions. With respect to the participation of individuals appointed under paragraph (1) in
training programs authorized by the Assistant Secretary for Preparedness and Response or a comparable official of any Federal
agency specified in subsection (a)(2)(B) of this section, acts of individuals so appointed that are within the scope of such
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immunize health care employees working alongside them (some of whom may be covered by
medical malpractice insurance subject to insurers’ exceptions), although some states also
immunize compensated workers.””** Liability protections for health care entities, including
hospitals, clinics, pharmacies, and others, are more limited than individual protections.”’

Health care practitioners may also be concerned about whether malpractice and other forms
of insurance will cover unintentional errors or care given outside a provider’s scope of practice
under CSC. In the APHA survey noted above, prospective volunteer respondents were asked,
“As a clinician, to what degree does knowing that you have medical malpractice insurance
coverage influence your decision to travel out of state to volunteer in a clinical capacity during
an emergency?” Nearly 60 percent of respondents indicated such coverage was “important”
(24.3 percent) or “essential” (35.4 percent) (Carpenter et al., 2008). While malpractice insurance
coverage differs across states and is dependent on specific insurance policy language, plans may
not cover a practitioner’s or volunteer’s actions during a declared emergency if they fall outside
the individual’s normal scope of activities. To protect volunteers and other health care
practitioners from rate increases following frivolous malpractice claims, Delaware state law
restricts medical malpractice insurance carriers from increasing the premiums of health care
practitioners for their acts or omissions in providing relief care in declared emergencies.™

Ultimately, health care practitioners, volunteers, and entities, in collaboration with
emergency managers, legal representatives, and policy makers, should assess the gamut of legal
liability protections in their jurisdictions and determine whether additional protections are
needed to facilitate the implementation of CSC. Depending on their analyses, gaps may be
addressed through existing models for legislative or policy reform (e.g., Model State Emergency
Health Powers Act, Uniform Emergency Volunteer Health Practitioners Act), as well through
real-time efforts to issue emergency orders, waive liability claims, or ensure malpractice
coverage for claims that may arise.

participation shall be considered within the scope of the appointment under paragraph (1) (regardless of whether the individuals
receive compensation for such participation).” 42 USC § 300HH-11.

26 “Intermittent disaster-response personnel benefit from the same immunity from civil liability granted to employees of the U.S.
Public Health Service. The only remedy for damages for personal injury, including death, resulting from the performance of
medical, surgical, dental, or related functions by any commissioned officer or employee of the Public Health Service (acting
within the scope of office or employment) is against the United States, and not against the officer or employee (or her estate)
whose act or omission gave rise to the claim. The U.S. Attorney General is also required to defend these individuals” (Center for
Law and the Public’s Health, 2005).

2 Code of Virginia § 8.01225.02 (2008).

8 Louisiana Senate Bill No. 301, Act No. 538 (2008).

% Entities may also be covered under state liability protection laws for Good Samaritan entities during emergencies. However,
most state Good Samaritan laws leave significant gaps of liability exposure for both private and nonprofit organizations that are
willing to assist government agencies voluntarily in responding to emergencies. As a result, at least 28 states and the District of
Columbia have developed specific emergency liability protections for business and nonprofit organizations that act in good faith
to assist government agencies voluntarily during emergencies. See, e.g., Louisiana House Bill 554 (2009) RS 29:735.3.1
(http://www.legis.state.la.us/billdata/streamdocument.asp?did=662505).

3% «No act or omission of qualified medical personnel during such relief operations and activities shall affect an insured
physician’s liability coverage in any way.” Del. Code Ann. tit. 20, § 3129(b) (TFAH, 2008, p.26).
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Balance between Individual Legal Rights and Responsibilities and Communal Objectives

At the core of emergency-related legal issues is the need to balance individual and communal
interests to protect the public’s health. Balancing respective legal interests in emergencies is
complex. The interests of individuals and the community may conflict, leading to difficult issues
in the establishment and implementation of CSC. Due process and other constitutional
protections may differ among autonomous adults and children or other wards of the state (e.g.,
prisoners, persons lacking mental competence) (Gostin, 2008). Nonautonomous individuals may
enjoy special constitutional protections intended to prevent individual harms. For example,
government may be legally required to protect the health of minors (Courtney and Hodge, 2011)
or other “wards,” even though autonomous adults may not be similarly protected (Hodge, 2009).

The Constitution affords everyone procedural due process protection if the state deprives an
individual of a “liberty” interest. During a public health emergency, health professionals will
have to make difficult decisions to allocate scarce medical resources (O’Callaghan, 2008).*" It is
unclear whether a decision to withdraw or withhold certain treatment during an emergency
would trigger due process protection. Even if individuals were entitled to some fair process, the
Supreme Court has made clear that due process is a flexible concept that may entail a hospital-
based impartial review of the facts under the applicable standards of care.*?

Individual privacy interests also should be assessed against the need for government or others
to provide adequate care or share identifiable health data for public health reporting, research, or
other communal purposes (Hodge et al., 2004). Decisions concerning standards of care that
disproportionately affect individuals on grounds of ethnicity, religion, race, or other protected
characteristics may raise claims of violation of equal protection (Congressional Research
Service, 2009).

SUMMARY

In summary, numerous critical issues of law and policy relate to the development and
implementation of CSC. Emergency planners, public health officials, and others working within
state and local governments and private-sector entities to plan for (or execute) CSC in declared
emergencies should (1) be highly knowledgeable about prevalent legal concerns, (2) objectively
evaluate the need for legal or policy changes or clarification, and (3) generate meaningful legal
solutions in advance of and during emergencies to facilitate real-time implementation of CSC.
This may include instituting reforms to provide enhanced liability protection for health care
workers, volunteers, and entities working to implement CSC, depending on the policy objectives
and preferences within their jurisdictions.

31«By its terms the due process clause applies to particularized governmental decisions about whether an individual is to be
granted a benefit or to be subjected to a burden” (O’Callaghan, 2008).

32In ascertaining the due process procedures that are constitutionally required, the courts weigh three factors—the extent of the
deprivation of liberty or property, the risk of an erroneous decision, and the burdens that additional procedures will entail. Thus,
the procedures in any given circumstance depend on the public health context and vary from case to case. The process required
can range from a full-blown hearing to an informal, nonadversarial review (Gostin, 2008). In Parham v. J.R., for example, the
Supreme Court ruled that the state did not have to provide a formal hearing. Since juvenile admission to a mental hospital was
“essentially medical in character,” an independent review by hospital physicians was sufficient for due process purposes. Parham
v. J.R., 442 U.S. 584, 609 (1979) (holding juvenile commitment decision when made by a “neutral factfinder” sufficient to satisfy
due process requirements).
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4
Cross-Cutting Themes: Ethics, Palliative Care, and
Mental Health

Issues related to ethics, palliative care, and mental health cut across the sector-specific
guidance offered in Chapters 5-8 and are relevant at each stage of a disaster response. These issues
are discussed in detail in this chapter; relevant aspects of each are reiterated in Chapters 5-8 where
applicable.

The ethical allocation of scarce resources, discussed in the first section of this chapter,
underlies any discussion of crisis standards of care (CSC). The committee’s 2009 letter report
recognized seven key features of ethics on which CSC must stand: (1) fairness, (2) the duty to care,
(3) the duty to steward resources, (4) transparency, (5) consistency, (6) proportionality, and
(7) accountability. The framework of these key features sharply distinguishes between clinical
practice that is acceptable in an environment of scarce resources and behaviors that are
unacceptable regardless of the resource environment. However, the framework goes further to
make the case that each stakeholder group—from the public, to health care providers, to health
care institutions, to governments—has certain responsibilities and is afforded certain protections
during a disaster.

The ethical framework lists fairness as its first operating principle. In doing so, it recognizes
that the environment of a catastrophic disaster necessarily means it may not be possible to give
everyone the care needed to survive. The framework recognizes that being unable, because of the
situation, to provide all desired or even required services to each individual is not inherently unfair.
Rather, fairness relates to how limited resources are distributed in these unusual situations. The
second section of this chapter, therefore, addresses the importance of providing palliative care
when curative care is unavailable and describes ways to strengthen this aspect of disaster response
planning and implementation.

The third section addresses the issue of mental health, which, like palliative care, must be
incorporated into CSC plans and affects their implementation at all levels of a disaster response.
The discussion of this issue explores recent examples that demonstrate comprehensive plans to
consider the mental health needs of the general public and those involved in a disaster response. It
also explores how mental health care is a vital component of community resilience. Building on
past progress, the committee posits essential elements of mental health care during and after a
disaster strikes.

Each of these three cross-cutting issues directly impacts individuals and organizations
responsible for developing and implementing CSC plans. This chapter should therefore be viewed
as an accompaniment to Chapters 5-9. Application of the principles set forth in this chapter is
necessary to ensure a holistic and humane disaster response.
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ETHICAL FRAMEWORK

As noted above, the committee’s 2009 letter report outlined an ethical framework to serve as
the basis for designing ethically and clinically sound policies for CSC. In constructing this
framework, the committee kept two key concepts in mind. First, groups that are most at risk before
a disaster are those most vulnerable during a disaster. Ethically and clinically sound planning will
aim to secure equivalent resources and fair protections for these at-risk groups. Second, some
health care professionals question whether they can maintain core professional values and
behaviors in the context of a disaster. Providers ask how to recognize when core ethical values
draw a clear line separating behaviors that are acceptable during a disaster from those that are
unacceptable at any time. An effective framework can help guide those who wish to behave as
ethical professionals even in the austere circumstances imposed by a public health emergency. The
committee reiterates its recommendation from the letter report:

Recommendation: Adhere to Ethical and Professional Norms in Crisis
Standards of Care. When crisis standards of care prevail, as when ordinary
standards are in effect, health care practitioners must adhere to ethical and
professional norms. Conditions of overwhelming scarcity limit autonomous
choices for both patients and practitioners regarding the allocation of scarce health
care resources, but do not permit actions that violate ethical norms. (I0OM, 2009,

p-6)

The above recommendation sets hard limits on ethically acceptable behavior, irrespective of
conditions of scarcity or other aspects of public health disasters. CSC not only do not condone but
are specifically designed to prevent the commission of acts that are clearly outside of ethical
standards at any time. Instead, CSC incorporate ethically and clinically viable guidance on how to
adjust clinical actions under austere conditions.

Key Features

The ethical framework set forth in the letter report includes substantive and process features
and should support ethical behavior for those at every level of disaster response, from government
planners to individual providers. Its key features are as follows:

fairness,

the duty to care,

the duty to steward resources,
transparency,

consistency,

proportionality, and
accountability.

Each of these features is discussed in turn below.

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

CROSS-CUTTING ISSUES: ETHICS, PALLIATIVE CARE, AND MENTAL HEALTH 1-77

Fairness

An ethical policy does not require that all persons be treated in an identical fashion, but does
require that differences in treatment be based on appropriate differences among individuals. If
particular groups receive favorable treatment, such as in access to vaccines, this priority should
stem from such relevant factors as greater exposure or vulnerability and/or promote important
community goals, such as helping first responders or other key personnel stay at work (CDC,
2009). Policies should account for the needs of the most at risk and support the equitable and just
distribution of scarce goods and resources.

Different communities may have different priorities for allocating scarce resources in a
catastrophic disaster. Through appropriate public engagement processes (Chapter 9), for example,
some communities may decide that such factors as age or function within the community (e.g.,
first responder) should be considered in allocating scarce resources in a catastrophic disaster.
However, community preferences should adhere to parameters set by ethical norms and laws. For
instance, irrespective of community views, it would not be ethically or legally viable for a
community to refuse to provide health care resources to inmates in a local prison or to disabled
residents of a residential facility. Similarly, both ethical standards and existing laws prevent
communities from allocating scarce health resources on the basis of such irrelevant factors as race,
ethnicity, or religious affiliation. Public health authorities are urged to engage their communities in
setting priorities within appropriate ethical and legal parameters. Particular attention is due to
those whose vulnerabilities and specific needs require accommodation in disaster plans. Relevant
groups might include those with mobility impairments, existing significant medical conditions,
pharmacologic dependence, lack of English language proficiency, or other ethnic or cultural needs
(HHS, 2011).

Duty to Care

Health professionals, by virtue of their training, have an obligation to provide care, especially
during a disaster. However, they are educated to care for individuals rather than for populations
and thus may need to adjust the goals of care as dictated by the situation. Recognizing that scarce
resources may restrict treatment choices, clinicians must not abandon, and patients should not fear
abandonment, when a catastrophic disaster forces a shift to CSC. Ethical elements of disaster
policies should support the professional’s duty to care. For instance, policies should separate triage
responsibilities from the provision of direct care whenever possible. Those caring for individual
patients should work to improve those patients’ health and not simultaneously make decisions
intended to benefit the group rather than the individual patient.

While professionals have a duty to care for patients, health care institutions have a reciprocal
duty to support health care workers (Pandemic Influenza Ethics Initiative Workgroup of the
Department of Veterans Affairs, 2009). Personal protective equipment, engineering controls, and a
variety of other mechanisms to reduce the risk of infection operationalize institutional obligations
to protect workers who face risks in providing care (IOM, 2010).

Of note, the health care professional’s duty to provide care is neither absolute nor likely to be
the only ethical obligation he or she faces. School closures and other shifts in services during a
disaster may increase family obligations just when a professional is most needed at work. Among
nurses, the vast majority are women, and many have primary child care responsibilities. A nurse
who is also a responsible parent cannot leave a minor child at home unattended because of the duty
to provide health care. Similarly, many emergency medical services (EMS) workers are volunteers
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who have full-time jobs and/or family responsibilities. These workers, too, face conflicting ethical
obligations. As a logistical matter, such workers may not be available to serve for EMS during a
disaster, and planning efforts should address this possibility. The reality of conflicting ethical
obligations leads back to the concept of reciprocal obligations from systems to those who serve
within them. An ethically robust disaster response system should provide support that permits
critical workers to meet personal obligations so they will also be able to meet professional
obligations.

Duty to Steward Resources

Health care institutions, public health officials, physicians, and other health care professionals
have a duty to steward scarce resources. The context of disaster, by definition, creates scarcity,
since demand overwhelms supply. Ill-considered and wasteful use of limited medicines or other
critical material may result in unnecessary deaths. The goal of preserving lives requires that
professionals accept the responsibility to plan and to use resources prudently. As scarcity
increases, balancing the obligation to honor the duties of care and stewardship will require more
difficult choices (ACEP, 2006, 2008; Iserson and Pesik, 2003).

Transparency

A public engagement process is crucial for drafting ethical policies that reflect a community’s
values and merit its trust. Officials should communicate clearly those plans currently in place, and
should also work with the community to ensure that policies reflect local values and preferences.
An inclusive process will incorporate input from professional groups and other organized
stakeholders, as well as from those who are less well represented in the political process but may
be greatly affected by policy choices. An ethical process will likely be iterative, characterized by
responsible planning, transparency in underlying values and priorities, robust efforts toward public
engagement, response to public comment, commitment to ongoing revision of policy based on
dialogue and data, and accountability for support and implementation (see the detailed discussion
in Chapter 9). Public engagement events in Harris County, Texas, on pandemic influenza issues
(sponsored by Harris County Public Health and Environmental Services [HCPHES]) and in
Seattle (Washington), Minnesota, and Michigan in conjunction with their guidance on the
allocation of scarce resources illustrate the public interest in participating in the process and the
valuable feedback these events provide for policy makers (see also Chapter 1). For example, the
series of eight day-long public engagement events held in Harris County, Texas, in summer 2011
saw diverse participation from more than 600 members of the general public (Shah, 2012). Thirty
service organizations were represented at a corresponding day-long stakeholder engagement event
as well (Shah, 2012). The outcome of these events was productive identification and subsequent
discussion of the community’s underlying values in allocating scarce resources during a disaster
such as pandemic influenza. Officials at HCPHES reported to the committee that these
deliberations are being incorporated into ongoing pandemic influenza planning efforts, including
plans drafted by the Harris County Committee on Pandemic Influenza Medical Standards of Care.
In addition to these public engagement efforts, HCPHES hosted more than 100 participants for a
2.5-day mass care/mass fatality planning workshop in summer 2011 aimed at convening
multisector response partners who would have important roles in a severe influenza pandemic
(Shah, 2012). Finally, the Louisiana Pandemic Flu Clinical Forum has engaged hospitals,
providers, ethicists, religious leaders, attorneys, and the public to develop a CSC plan that
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addresses an extreme scenario—similar to that in the movie Contagion—wherein the severity of
morbidity and mortality far exceeds the collective resources of health care available throughout the
state or the nation (Louisiana Department of Health and Hospitals, 2011).

Consistency

Consistency in treating like groups alike is one way of promoting fairness. The public may feel
that scarce resources have not been allocated fairly if patients at different hospitals in the same
affected area receive vastly different levels of care. At the same time, however, efforts to keep
policies consistent across institutions or geographic regions may limit local flexibility in
implementing guidance.

Proportionality

Disaster policies may require burdensome recommendations, including social distancing,
school closures, or quarantine. These burdens should be commensurate with the scale of the
disaster and offer clear benefits in proportion to the burden.

Accountability

Effective disaster planning requires that individuals at all levels of the health care system
(public and private sectors) accept and act upon appropriate responsibilities. Government entities
are accountable to their communities for planning and implementing policies related to disasters,
as outlined in this report. Accountability before, during, and after a disaster is key to building trust.

The Need to Make Difficult Choices

A major objective of public health preparedness is to build surge capacity so adequate medical
care can be maintained even when numbers of patients rapidly increase and access to outside
resources may not exist. Nonetheless, a disaster may force a community, at least temporarily, to
confront the question of how to allocate medical resources that are insufficient for all those in
need. Many different allocation systems may be proposed. Any ethically acceptable allocation
system should adhere to the principles detailed above, including, most important, the principle of
fairness. Generally, an allocation system will be more likely to pass the test of fairness if it reflects
the additional principles of transparency, consistency, proportionality, and accountability. The
ethics framework’s greatest potential for impact is during the development of CSC plans.
Personnel with the responsibility for ensuring that CSC plans incorporate such ethical principles
benefit the process best when they themselves are well versed in the specific issues affecting and
affected by CSC plans and their implementation. It is also important to recognize how those issues
expand upon and differ from ethical issues associated with routine medical practice. To ensure that
the issues entailed in the process are resolved in a way that reflects community values, the
committee recommends that the public be engaged in a dialog to help establish the standards that
will be applied (see Chapter 9).

Any resource allocation system will reflect underlying values regarding who should receive
limited resources, irrespective of whether the plan is simple or complex. For instance, plans that
attempt to assess survival by using such tools as the Sequential Organ Failure Assessment (SOFA)
score reflect particular value choices, in this case that resources are best used for those likely to
survive rather than for those who will not survive despite access to treatment. This particular
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ethical choice reflects a desire to save the most lives by using resources prudently. Although
saving the most lives is a widely accepted goal, it is a value-based choice, and not all may accept it.
Others may wish to give priority to the young and thus not necessarily save the most lives, but the
greatest number of years of life. In a discussion of values, health care providers, public health
officials, and others may have strong views about what groups to privilege or what principles to
uphold. Professionals have special training that helps them determine how best to achieve certain
goals. However, their expertise regarding values is no greater than that of community members.
This equality in expertise regarding values is why community engagement is so crucial.
Professionals cannot use medical resources to support the goals and values of the community
unless they know what those goals and values are.

Some ethicists have argued that no fair allocation system can be devised other than a random
lottery (Peterson, 2008). However, such a system would fail to adhere to the principle of
stewardship of resources. Use of a lottery with no reference to prognostic factors in the allocation
of scarce medical resources would result in excess mortality since some patients would receive
treatment despite having a high probability of mortality with or without treatment, while others
who might have survived would die without it. For specific cohorts for whom differences in
morbidity and mortality are particularly difficult to predict and no validated scoring system exists,
as is the case with critically ill children, some authors believe use of a lottery may be justified
(Pediatric Emergency Mass Critical Care Task Force, 2011).

Age as a Factor in Allocating Scarce Medical Resources

The question of whether age is an appropriate factor in determining access to scarce health care
resources arises repeatedly in allocation discussions. For instance, the United Network for Organ
Sharing sets policy for the allocation of solid organs for transplant. Recently proposed revisions
for the allocation of kidneys to adults include changes that take age into account by assessing how
long a potential recipient will likely survive with the donated kidney (Organ Procurement and
Transplantation Network, 2011). In this context, as in others, consideration of age in allocating
scarce resources has been controversial (Hippen et al., 2011).

Critical care physicians have expressed discomfort with using age as a prognostic indicator, as
there is substantial physiological variability among elders of similar chronologic age. Age-related
changes to organ function may, of course, be reflected in the SOFA score or other variables used
by the triage team, even when age is not an overt criterion for allocation. Critical care physicians
surveyed expressed a reluctance to triage specifically based on age until age 85 (Society of Critical
Care Medicine Ethics Committee, 1994). Yet using age-based allocation only for those older than
85 severely limits the utility of the variable, as only 1.2 percent of the U.S. population falls into this
range (Census Scope, 2011). Nonetheless, a Canadian workgroup developed guidance for the
allocation of scarce resources in an influenza pandemic and listed age above 85 as an exclusion
criterion (Christian et al., 2006). Others have incorporated age into their triage criteria, arguing
that younger patients deserve an opportunity for a full life (Persad et al., 2009; Williams, 1997).
Community engagement discussions in Minnesota and Seattle supported this general concept,
although there was no consensus on age ranges or differences in age, or on how important age
should be in the allocation process (Garrett et al., 2011; Public Health-Seattle and King County,
2009). While not specifically focused on age, a community engagement project in Massachusetts
produced contrasting results: both consumers and health care providers objected to an allocation
process that offered critical care resources only to those with an expected life span of more than 6
months (Levin et al., 2009). Additionally, participants in the community engagement discussions
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of a severe pandemic in Harris County, Texas, felt that using age alone as a factor in decisions
about allocating critical resources was unacceptable; when age was shown to play a role in
vulnerability to the disease, however, it was deemed a viable consideration (Shah, 2012). Finally,
it is important to note that not all cultural groups value the young; some groups prize their elders
and would not agree with giving younger patients priority.

There is no easy answer to the question of age as a triage criterion. Some participants in the
disaster planning process see significant relevance in the “fair innings” argument, while others do
not. However, all agree that decisions around age should incorporate community values. In
particular, community engagement processes should address the following questions:

e How important is age? For example, should age be a criterion in itself, or only when two
patients who are otherwise similar in terms of medical prognosis both require a scarce
resource?

e What age ranges/differences should be considered? Should age be considered across the
life span, or is there a ceiling above which advanced age should limit care options?

e How does this community weigh age in relation to other factors, such as prognosis or a
critical work role (e.g., as a first responder)?

The Role of Families in Supplementing Scarce Health Care Resources

Families provide substantial amounts of medical care to injured and ill loved ones every day
across the country. The role of family in protecting at-risk members of the population is of more,
not less, importance in the setting of a disaster. Tragically, family advocacy can mean the
difference between life and death. In the aftermath of Hurricane Katrina, some families in New
Orleans were able to overcome a policy forbidding evacuation of patients with do-not-resuscitate
orders, while patients who lacked successful advocates stayed and perished (Fink, 2009).

The question of whether families can appropriately supplement medical care in a disaster
arises in a number of contexts. Family members may accompany ill relatives into the acute care
setting. Indeed, many facilities will likely ask family members to serve as volunteers for
nontechnical tasks, such as delivering food trays to acute care patients, to free trained personnel for
more complex tasks. Facilities should be mindful, however, of whether family efforts benefit all
patients or only the family member. For instance, a family member performing general assistance
and custodial chores helps all patients and staff; in contrast, seeking out and harassing overtaxed
staff to supply a higher level of care for a loved one than is available to other patients may benefit
a single individual while disadvantaging many others. The possibility of threats to staff from
family members may increase if and when resources become truly scarce. Facilities will need to
consider plans for limiting family access to critical care settings in those circumstances.

The lack of family can be as life-threatening a scarcity as the lack of access to medical
resources, and there is no public consensus on how to address the various consequences of social
isolation. This problem arises with the question of using bag-valve ventilation as a supplement
when critical care resources are in short supply. Those with family members may have willing
volunteers to provide manual ventilation, while at-risk members of the community, including
many elderly patients, may not have such volunteers. Among the options is to require those who
are willing to provide manual ventilation to enter a lottery so they will not know to whom they will
be assigned. This approach would allow those connected to large volunteer groups, such as
through their church or family, to share their resources with those who are isolated. Depending on
the nature of the disaster, other facilities may choose not to permit or encourage manual
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ventilation, citing its likely lack of efficacy or the exceptionally large use of labor, a scarce
resource, needed to support a small number of patients in this fashion.

Summary

CSC permit clinicians to allocate scarce resources so as to provide necessary and available
treatments to patients most likely to benefit. CSC do not permit clinicians to simply ignore
professional norms and act without ethical standards or accountability. CSC justify limiting access
to scarce treatments, but neither the law nor ethics support the intentional hastening of death, even
in a crisis.

PALLIATIVE CARE

The nation may at any time be confronted with a disaster that can threaten its way of life or
how Americans perceive it as a resource-rich, humane country. In the event of a mass casualty
incident, such as pandemic influenza or the detonation of an improvised nuclear device, resources
for the delivery of health care may be depleted, and resupply may be either slow or nonexistent.
One problem that can be anticipated in a catastrophic disaster situation is having more people who
require care than available resources to provide that care.

Despite a resource-poor situation, the obligation remains to provide people with care, comfort,
and symptom management throughout a disaster. Although a relatively new component of disaster
planning, the principle of palliative care (with specific regard to supportive care at the end of life)
should include a holistic and humane approach to public health and health care services during
such an incident, and should be considered in the development of community plans for disaster
response. The provision of palliative care in the context of a disaster with scarce resources can be
considered a moral imperative of a humane society.

The Imperative to Provide Palliative Care

Palliative care is a specialty that focuses on relief of pain and other symptoms of serious
illness, with the goal of preventing and easing suffering and distress while offering patients and
their families the best possible quality of life. Palliative care is appropriate at any stage of a serious
or life-threatening illness and is not dependent on prognosis. It can also be provided at the same
time as curative and life-prolonging treatment. The provision of palliative care improves health
care quality in three key areas:

e relief of pain and other symptoms and emotional suffering for patients and families;

e enhanced communication and decision making among patients, health care practitioners,
and families; and

e improved coordination of care across multiple health care settings.

In its 2009 letter report, the committee stated that palliative care should be available to all
people affected by a disaster (IOM, 2009). The key services include comfort, compassion, and

maintenance of dignity—services that can be provided with essentially no physical resources other
than the presence of another human being.
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The public would likely benefit from understanding that palliative care, in ordinary times or
during a disaster, prevents a sense that society or its health care professionals have abandoned the
patient or deliberately caused death. Instead, palliative care respects the humanity of those who
will die soon, minimizes their discomfort, supports their loved ones, and provides aggressive
treatment of symptoms (e.g., pain, shortness of breath) (Domres et al., 2003; Matzo et al., 2009).

Ethical considerations and principles associated with scarce resources and CSC should be
incorporated into CSC planning. As noted earlier, public health disasters justify temporarily
adjusting practice standards and/or shifting the balance of ethical concerns from a focus on the
needs of individuals to a focus on the needs of the community (Orr, 2003). Yet while the primary
goal of a coordinated response to a disaster should be to maximize the number of lives saved, a
practical plan also should provide the greatest comfort for those who will live for a while before
dying as a result of the incident (Holt, 2008). Palliative care can play an important role in mass
casualty incidents when resources are scarce. Special attention should be given to the planning and
resources necessary to maximize care for patients with serious, advanced illness prior to a disaster,
as well for those facing the end of life as a result of the disaster.

Resiliency in the face of a disaster requires a fully integrated and coordinated strategy to
address how services will work together. All sectors of the health care system will be called upon
to respond and save lives, or when that is not possible, to ensure a comfortable death. Advanced
illness and end-of-life care pose particular challenges during health emergences, given complex
care needs and the often competing demands for health care practitioners, supplies, and space.
Palliative care surge capacity will be needed across settings. This need brings many challenges,
including educating professional staff unfamiliar with delivering palliative care, stockpiling and
providing necessary medications for effective symptom management at the end of life, and
establishing protocols for symptom management for at-risk populations. Meeting these challenges
will require training nonprofessional caregivers in basic comfort measures and ensuring
broad-based coordination among EMS, hospitals, hospice and palliative care professional
organizations, home care agencies, long-term care facilities, and state and local public health
authorities. The emerging role of health care coalitions will also be instrumental in the successful
integration of palliative care planning and implementation into regional protocols for disaster
response.

What should first responders, disaster personnel, and health care providers do when all in their
care cannot reasonably survive given the scope of injuries, the magnitude of exposure,
environmental conditions, and pre-existing medical conditions? At a minimum, disaster response
palliative care services should include relief of severe symptoms and comfort as people are facing
death. There will be a sizable number of people for whom death can be expected, although they
may live for hours, days, or weeks. Those who are not expected to survive cannot simply be
consigned to holding areas while still alive, nor should they and their family advocates overwhelm
hospitals and EMS systems that could be addressing the needs of potential survivors (Matzo et al.,
2009).

Those who are dying or near death as a result of or during a disaster can be cared for humanely
if plans and protocols for such care are established in advance of the incident. When all people
cannot reasonably be saved because of the immediacy and scope of mass injuries and in the face of
suddenly scarce resources, choices should be made as to who will most likely benefit from
life-saving treatment (i.e., survive in the short as well as long term). The ethical assessment of
benefit, burden, and efficacy may shift in the context of a disaster. Facilities should devise plans to
meet the needs of excess patients in a disaster. If, despite these planning efforts, triage policies are

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

1-84 CRISIS STANDARDS OF CARE

triggered, scarce curative treatment will likely be directed to those patients most likely to survive
the short-term effects of acute injury and/or illness, although the potential for long-term survival
will be equally important, taking into consideration the prognosis for pre-existing chronic
underlying medical condition(s) for patients in hospital or chronic care facilities.

Identifying transition points in a person’s condition helps the patient, the family, and health
care practitioners prepare for the final stage of life. A transition point can be defined as an incident
in the trajectory of an illness or injury that moves the patient closer to death. For example, a patient
with chronic obstructive pulmonary disease may experience no change in her condition until she
contracts influenza and never fully recovers; for that patient, contracting influenza is a transition
point in her condition (Berry and Matzo, 2004). Prognostication, aided by a risk index or scale,
enables health care practitioners to formulate clinical strategies during a crisis situation. These
tools may be helpful in determining whether a patient’s illness has reached a terminal phase
(Matzo, 2004). Providing a treatment category of “palliative care” for those not likely to survive
will be an important service option for responders and triage officers. Acknowledging that a
person is not likely to survive typically leads to discussions regarding goals of care,
appropriateness of interventions, and efforts to help the patient and family begin to say goodbye
(Matzo, 2004).

The Agency for Healthcare Research and Quality (AHRQ) published a report outlining
principles to guide community planning for the delivery of health care in the face of overwhelming
numbers of casualties (AHRQ, 2005). The intent of this planning guide was to assist state and local
planners in developing plans that would optimize their ability to provide direct care for as many
people as possible while protecting the rights of individuals to the extent possible under the
circumstances. To achieve this goal, plans should promote the fair and equitable use of scarce
resources. These resources may include emergency department, hospital, intensive care unit
(ICU), or specialty care beds; transport assets; pharmaceuticals/countermeasures; medical
equipment and materiel; and personnel. As in all situations of scarce medical resources, clinicians
will use available triage tools and their professional judgment in identifying those individuals
whose health condition suggests they will obtain the greatest benefit from the available resources
(AHRQ, 2005).

A survey of disaster planning and palliative care key informants found that few in the disaster
preparedness community or the palliative care community had been involved in coordinated
planning activities in which the role of palliative care in emergency response was recognized
(Matzo et al., 2009). Key informant discussions and an expert panel dialogue highlighted the
importance of palliative care (e.g., aggressive symptom management) in a holistic and humane
community disaster planning and response capability (Matzo et al., 2009). These discussions led to
several recommendations: that specific roles and responsibilities and incident-driven resource
requirements in all settings (e.g., the location of an incident, acute care hospitals, nursing homes
and other alternate care sites, home) should be identified, defined, and provided; that palliative
care services should be fully incorporated into all levels of state and local disaster
planning/training guidelines, protocols, and activities; and that first responder personnel and local
and regional disaster response planners (e.g., EMS; fire, police, and public health departments;
community health clinics; local and regional government entities) should be involved in
identifying and developing clear specifications for what levels of care are to be delivered in what
settings (at the incident, in alternate care sites, in existing secondary referral sites such as nursing
homes or individuals’ homes) and by whom (e.g., first responders, rescue personnel, palliative
care personnel, long-term care personnel). As discussed in Chapter 8, alternate care sites offer an
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opportunity to incorporate palliative or end-of-life care. For example, Michigan uses the Modular
Emergency Medical System (MEMS) model and has been planning for end-of-life care consistent
with the alternate care facilities planning guides (Cantrill et al., 2009).

Pain is the primary symptom in need of management in both disaster and war; “to prevent
chronic pain and neuropathic pain as a result of amputation, burn injuries, delayed wound healing,
malnutrition or infection, pain relief in disaster victims is of paramount importance” (Domres
et al., 2003). Therefore, effective pain and symptom management should be a basic minimum in
service delivery and training for palliative care during a disaster. Training for palliative care
should be competency based, with programming specific to the individual’s role in emergency
response. It should cover, at a minimum, the basic philosophy and goals of palliative care, basic
symptom management (e.g., pain, anxiety, shortness of breath), the use and titration of oral and
injectable narcotic analgesics for patients in pain and/or near death, symptom recognition in the
case of pandemic influenza or a chemical or radiological attack, and basic psychosocial counseling
and support. Disaster planning should take into account the potential benefits of stockpiling
palliative care medications at accessible sites, including away from acute care hospitals (e.g., in
nursing homes), and should include training for disaster responders in how to locate, access, and
use these medications. The committee recognizes that federal, state, and local governments are
already engaged in creating and maintaining pharmaceutical stockpiles, and while issues may exist
with respect to stockpile management and rotation, those issues are beyond the scope of the
committee’s charge and expertise.

A Triage Model

A triage model for use in palliative care includes categories not typically seen in other triage
models (Cone and MacMillian, 2005; Janousek et al., 1999). Figure 4-1 presents the model of
triage used for the expert discussion cited above (Matzo et al., 2009). The term “likely to die” was
defined as those people who are too sick or injured to survive hours, days, or weeks, most often
categorized as the “expectant/black,” “non-salvageable,” or “non-savable” victims. In practice,
however, this category may also include those labeled “immediate” if needed medical resources
are unavailable. This category could also include cases in which an individual is already dependent
upon the usual health care system to survive (e.g., ventilator-dependent patients), has an existing
life-threatening illness (e.g., extensive cancer), or has illness secondary to injuries sustained in the
disaster (Matzo et al., 2009).

The “likely to die” category is very broad but reflects the current state of the triage
classification. Established triage schemes have substantial limitations when applied to the special
circumstances of a disaster and the provision of palliative care. For example, many of the schemes
do not attend to the likelihood of survival for patients with critical pre-existing medical conditions.
Furthermore, there is a paucity of data addressing the critical question of whether correctly sorting
casualties into the categories of any particular triage system results in improved outcomes, and one
system may not handle all potential triage decisions in all triage settings (Cone and MacM illian,
2005). In practice, moreover, the “expectant” category often is applied only to those patients who
are not breathing after one attempt at repositioning and opening the airway; all other critically ill or
injured persons are treated as “immediate” or “delayed” (red or yellow). Finally, the usual triage
schemes do not include palliative and comfort care measures as an alternative to curative treatment
(Cone and MacMillian, 2005; Matzo et al., 2009).
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Catastrophic MCE

ﬂ Prevailing circumstances
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disease hospice and

modifying _
treatment PC patients

Triage + 1st response

The optimal for The too sick to

The too well .
treatment survive

FIGURE 4-1 A triage and response model.
NOTE: MCE = mass casualty event; PC = palliative care.
SOURCE: AHRQ, 2007, p. 107.

A triage system for allocation of scarce resources will function best if it is transparent; fair;
valid; consistent across settings and events; dynamic (applied at multiple places and times); and
flexible enough to address changing circumstances, including responding when patients triaged as
likely to die actually improve or when additional treatment resources become available (Matzo
et al., 2009). Preserving a functioning health care system during and after a disaster will require the
adoption of principles of field triage, limits on the use of ventilators and surgery, and the creation
of alternate care sites. Research is beginning to provide a scientific underpinning for triage (Sacco
et al., 2005), as well as to identify basic criteria for critical care triage during a disaster in which
medical resources are scarce (Devereaux et al., 2008; Wilkinson and Matzo, 2007). Future
research will have to address the applicability of triage to palliative care, as well as the role of
palliative care in disaster response. The arguments for incorporating palliative care into disaster
response—humane treatment, diversion of dying people away from overburdened hospitals, more
effective use of scarce resources, and the provision of care that patients want—have moral weight
on their own, but research should still assess their impact.

In developing CSC plans, state and local public health agencies should work with hospice and
other relevant partners to incorporate palliative care into disaster response plans. These efforts
should include the development of:

e evacuation plans for those who would be likely to benefit from palliative care;
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e acommunity response plan, staffing plans, and training programs for first responders and
other relevant medical personnel;

e transparent, community-based, explicit triage criteria for those not likely to survive;

e community conversations to engage, educate, and prepare the public;

e aplan for stockpiling needed medications and supplies at hospitals and at sites located
away from hospitals (Wilkinson and Matzo, 2007); and

e out-of-hospital considerations that may warrant moving individuals expected to die to care
sites other than acute care hospitals.

In addition, palliative care professionals should participate in disaster planning, response and
recovery training, and public education (Holt, 2008). First responders and health care providers at
all disaster care sites (incident sites, alternate care sites, and hospitals) should have training in
effective pharmacological pain and symptom management and psychosocial support. It is
recognized that the burden to educate all of these personnel would be out of scope, but just—in-time
training for those faced with palliative care responsibilities should be developed as part of the
planning process.

Rebmann and colleagues’ (2009) survey of 633 infection control professionals found that
fewer than one-quarter of hospitals had convened their ethics committee to discuss preparedness
issues or developed policies/procedures for CSC during a catastrophic disaster. During Hurricane
Katrina, absent supplies and direction, the palliative care response was erratic and inefficient. One
way to ameliorate a chaotic palliative care response is to form palliative care response teams
comprising psychologists, chaplains, and health care providers with knowledge of palliative care
as a core component of the emergency response process. Cross-training of personnel in other areas
to serve in this capacity is also important. As the volume of patients triaged to palliative care
expands, so, too, will the strain of providing mass palliative care. Periodic emotional and
psychological relief will be necessary for these palliative care providers through their rotation to
other groups; this will be an important consideration for the welfare and morale of the provider
corps as a whole.

Management of the dead can be one of the most difficult aspects of disaster response, and it has
profound and long-lasting consequences for survivors and communities. Immediately after a
catastrophic disaster, identification and disposal of human remains often are performed by local
communities, primarily through local funeral directors and homes.

Summary

Facing the deaths of large numbers of its members while ensuring that those deaths are as pain
and symptom free as possible is a major challenge for a community. Boxes 4-1 through 4-3
summarize key considerations in incorporating palliative care into CSC planning and
implementation. Box 4-1 lists essential elements of palliative care under CSC conditions; Box 4-2
presents discussion topics for palliative care planning; and Box 4-3 details key points related to the
implementation of palliative care in disaster situations.
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BOX 4-1

Essential Elements of Palliative Care under Crisis Standards of Care Conditions

Principles of palliative care integrated into response structures/plans
Rapid palliative care response team trained to provide palliative care at all service delivery
sites (hospitals, local/regional and state response systems) in near real time:

o education regarding pain and symptom management;

o training for all community members of the response team in how to use narcotic
analgesics, anxiolytics, and other medications to manage pain and symptoms until
licensed personnel are available to manage these symptoms themselves;

o consideration of stockpiling these medications for use under CSC; and

o basic counseling and supportive training and support care as an integral part of all
basic disaster training and for all responders

Education for all first responders and providers that includes

o how to access the medication stockpile;

o how to titrate opiates for people in pain and near death;

o how to use the medications to manage symptoms so individuals experience a
comfortable death; and

o basics of psychosocial counseling and support for peer-to-peer and provider-patient
services under mass casualty incident scenarios.

BOX 4-2
Discussion Topics for Palliative Care Planning

Define common medications for community stockpile and cache locations as a potential
part of the regional planning effort.

Develop the skills, materials, and memorandums of understanding needed to shelter
and/or evacuate people with palliative care needs.

Develop decision guidelines for who should receive palliative care, how it should it be
delivered, and how to handle large numbers of people expected to die and those already
very sick or disabled.

Develop criteria for allocating scarce and highly specialized clinical resources for palliative
care.

Identify differences and similarities in general considerations for the delivery of palliative
care in a mass casualty event versus such events as bioterrorism and avian influenza.
Determine whether the current system, given needs for shelter and evacuation, is
sufficient, and if not, what additional support is required.

Determine whether evacuation decisions are to be made for those requiring palliative care
as part of overall regional evacuation planning efforts.

Develop the key skills required for first responders regarding palliative care.

Modify documentation standards to ensure that medical records reflect the delivery of
palliative care without posing an undue administrative burden.

Develop a plan for respectfully managing a large number of deaths and disposal of the
bodies.

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.




Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

CROSS-CUTTING ISSUES: ETHICS, PALLIATIVE CARE, AND MENTAL HEALTH 1-89

o Develop treatment protocols for those who are dying, in pain, or experiencing symptoms.

SOURCES: AHRQ, 2007; Wilkinson et al., 2007.

BOX 4-3
Implementation of Palliative Care in Disasters: Key Points for Planners

Incident Command and Operations
o Request the participation of local, regional, and state disaster planning leadership to form
a network of leaders in home health, palliative care, hospice care, and long-term care that
will be engaged in disaster planning.
¢ Integrate palliative care (e.g., clinical and spiritual/psychosocial support for casualties and
providers) into command and operations. Consider:

o the role of opioids, steroids, diuretics, etc.; and
o the role of providers.

e Coordinate with public health and emergency management to develop a registry of
vulnerable populations. Oversee the development of planning and training efforts that
support the delivery of palliative care.

o Integrate palliative care planning into the development of alternate care systems.

o Develop evacuation plans for existing and new palliative care patients.

o Use social media (e.g., texting) and other methods to help family members stay in
touch with each other.

o Develop a community response plan, staffing plans, and training programs for first
responders and other relevant medical personnel.

o Establish transparent, community-based, and explicit triage criteria for casualties not likely
to survive.

o Develop a public education program.

o Consider stockpiling needed palliative care medications and supplies.

o Have planners participate in otherwise provider-oriented disaster planning, response,
and recovery training.

Planning Key Points
¢ Incorporate community-based long-term care and palliative care providers in all phases of
planning, response, and recovery as integral members of the response team.
¢ Integrate specific planning for those likely not to live long into all established scenarios
(all-hazards approach) and response plans. Include in planning issues of palliative care
for pediatric and at-risk populations.

Training
¢ Incorporate palliative care training for disaster responders as an integral part of exercises,
planning, and response, building on existing disaster planning and command and control
structures.
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e Determine who should deliver this care:

hospice staff/long-term care registered nurses/certified nursing assistants, etc.;
clergy/mental health professionals;

rehabilitation personnel; and/or

volunteers.

O O O O

¢ Identify the training/certification needed to deliver palliative care successfully in the setting
of a disaster.

o ldentify personnel who would be qualified to participate in the delivery of palliative
care.

o Examine an expanded role for family participation in care.

o Coordinate with mental health resiliency efforts to support those responders engaged
in the delivery of palliative care.

Development of Triage and Treatment Decisions
o Work with first responder personnel and local and regional disaster response planners
(e.g., emergency medical services [EMS]; fire, police, and public health departments;
community health clinics; local and regional government entities) to develop clear
guidelines and protocols addressing the following issues:

o Triage

» Develop criteria for triage into levels of care (achieving the greatest good for the
greatest number; prioritization not based on social worth but on societal need).
Demand for interventions will be progressive with the increased demand for
resources.

» Develop a classification of existing patients who are chronically ill; pediatric;
geriatric; and in community, health care, or long-term care facilities (e.g., by
prognosis from MDS/OASIS/Surprise Question, “Would you be surprised if this
person were dead in 6 months?”): those expected to die imminently or in the very
near future from injuries sustained in the disaster; those clinicians would expect to
die in less than 6 months (from injuries or previously established disease)*; and
those likely to live more than 6 months. Also develop criteria for reversal of triage
decisions.

» Decide what will be done about those expected to die imminently who do not (and
establish a process for retriage).

o Alternate care sites for palliative care

» Decide what equipment (e.g., dialysis, oxygen, monitors/pulse oximeters/laboratory
equipment/x-ray) is needed.

» Determine the need for beds/facilities (e.g., nursing homes, retirement
communities)—specific spaces vs. integrated.

= Will mass casualties require facilities other than the ones they are in at the time of
the incident (e.g., target patients in acute care facilities, alternate care sites)?
Long-term care providers could provide shelter and daily care to at-risk elderly and
disabled persons who ordinarily live at home at a time when home environments are
unsafe (lack of power, water, etc.).
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o What levels of care are to be delivered in what settings and by whom?
o Clearly identify lines of authority and responsible personnel.

o Address issues related to supplies/drugs (stockpiled where/by whom, how to deliver, shelf
life, security, storage, controlled substance administration, subcutaneous butterfly
needles [tegraderm so syringes can be reused to connect to the subcutaneous port for
ongoing medication administration]). Consider specific drugs to alleviate symptoms:

o opioids—oral and injectable—to treat anxiety, pain, dyspnea, agitation;

o antianxiety drugs—benzodiazepines, antipsychotics (oral and injectable);

o acetaminophen and other nonprescription, nonopioid comfort medications
(nonsteroidal anti-inflammatory drugs [NSAIDs], diphenhydramine);

o diuretics to treat dyspnea;

o steroids to manage pain from inflammation and dyspnea; and

o antinausea and antidiarrheal medications.

*Note that this determination needs to accord with community expectations/priorities, and any
triage scheme should be uniform, not designed to address a specific population (e.g., patients in
long-term care).

SOURCES: Holt, 2008; Wilkinson and Matzo, 2007.

MENTAL HEALTH

The population-level impact of a disaster reflects a continuum of risk and resilience, and can
include prevalence rates of mental health disorders among 30-40 percent of direct victims (Galea
and Resnick, 2005). In addition, many individuals will experience transitory, subsyndromal
distress that will dissipate as a result of resilience.

Comprehensive planning for the mental health and social consequences of CSC requires
consideration of the full continuum of risk and resilience. The focus includes patients, their
families, health care providers, and the general public. The use of CSC and the broader context in
which it is required will significantly challenge the resilience of the community (and even the
nation). There will also be unique opportunities to mitigate these impacts by incorporating the
social and psychological aspects of disaster response into CSC planning, as proposed in the
committee’s 2009 letter report (IOM, 2009).

Scope of the Issue and Range of Impact

CSC poses unique challenges for all involved in a disaster, including health care providers (and
their families), patients receiving health care, and the public.

Although health care providers may confront life-and-death decisions on a daily basis and
routinely experience the loss of patients, CSC differs from these experiences both quantitatively
and qualitatively. For example, as soon as care shifts from a focus on the needs of individual
patients to a focus on the greatest good for the most people, the entire health care team may have
very different experiences with life-and-death decisions. If a disaster results in mass casualties, a
significant threat to the mental health of the health care workforce may result. If not sufficiently
addressed, these foreseeable mental health consequences may further degrade the functionality of
the health care system and its ability to implement CSC optimally. Health care workers may bear
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the double burden of stress due to their professional roles and that due to seeing their families and
friends requiring care within the CSC context. In some public health emergencies, moreover (such
as the epidemic of severe acute respiratory syndrome [SARS]), health care workers themselves are
subject to elevated health and mental health risks (Hawryluck et al., 2004; Lin et al., 2007).

Patients and families also will face significant psychosocial impact. The idea that CSC
treatment decisions are based on the most good for the most people may run counter to their
previous experiences, expectations, and wishes. If patients encounter CSC decisions that involve
life-and-death consequences for their loved ones (which also may include disproportionate
numbers of children and their parents), a significant population-level mental health burden and
even the potential to unravel the social fabric of communities may result. Relationships between
providers and their patients and patients’ families will face unprecedented complexities as CSC
decisions are communicated and implemented and their consequences unfold at the clinic or
bedside. Following the anthrax attacks in 2001, for example, the complexity of evolving risk
communications and perceptions of differences in care among patient groups reflected episodic
confusion among local and federal public health officials, medical providers, and patients (see
Gursky et al. [2003] for a review). Public health emergencies that involve both CSC and social
distancing may be particularly challenging as common sources of support, and hence resilience,
are reduced (Gostin, 2006).

When these issues evolve on a regional or national scale, the potential for the perception of
inequality in the application of CSC grows, and the protective impact of the sense that “we are in
this together” is diminished, posing a threat to resilience. Although prosocial behavior is by far the
most commonly observed collective response after a disaster (Glass and Schoch-Spana, 2002),
planning should take into account the potential for negative social behaviors that may include
aspects of panic. Indeed, there is limited consensus that certain features of emergency situations
can trigger panic-like phenomena. For example, following the Three Mile Island nuclear incident,
for every person that was asked to evacuate, 45 actually did, creating unintended gridlock. The
prospect of pandemic influenza, which could entail significant morbidity and mortality, may also
generate some undesirable collective behaviors among those attempting to avoid contagion, such
as obtaining nonrecommended antiviral prophylaxis. Following the recent nuclear meltdown in
Japan, for example, sales of potassium iodide, a treatment that prevents uptake of radioactive
iodine by the thyroid gland, skyrocketed. Worldwide availability of potassium iodide ceased
altogether for a period of time despite the quadrupling of prices (Aleccia, 2011). Factors that may
be tied to the potential for mass panic in the CSC context include

a belief that there is a small chance of escape from the agent,
perceived high risk,

available but limited treatment resources,

no perceived effective response, and

loss of credibility of authorities (Demartino, 2001).

A high-mortality incident entailing CSC may have sufficient triggers to ignite panic behavior
in some individuals and subpopulations. These risks occur against a backdrop of the recent finding
that only 35 percent “of the American public is confident in the health care system’s readiness to
respond effectively to a deadly flu pandemic” (National Center for Disaster Preparedness, 2005,
p. 1). For example, among respondents to the Los Angeles County Health Survey, which included
questions regarding terrorism preparedness, 17 percent reported having developed an emergency
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plan and 28 percent maintaining additional supplies of food, water, and clothing (Eisenman et al.,
20006).

The full range of these impacts at the public level needs to be considered more fully.
Traditional risk communications that focus on content are necessary but not sufficient to facilitate
resilience and manage the emotional fallout that public health emergencies can engender.
Engagement of the public (and health care providers) is essential to maintaining individual and
community resilience (see Chapter 9). In fact, it should be regarded as a fundamental component
of preparedness such that it is incorporated throughout the stages of response in a public health
emergency that requires CSC.

Finally, there is a largely uncharted opportunity to leverage social media to facilitate national
resilience in the face of a disaster. These media could be used to convey the notion that, despite
challenges and traumatic outcomes for some, “we are in this together,” and to clarify the use of a
common CSC approach governed by the ethical principles outlined in this report.

Patients with Psychiatric Emergencies as a Particular Crisis Standards of Care
Subpopulation

In many communities across the United States, the allocation of scarce resource is already
necessary to address chronic shortages of inpatient mental health beds for adults and children
(Geller and Biebel, 2006; SAMHSA, 2007). In some communities, patients presenting to the
emergency department with life-threatening mental health conditions are never transferred to an
appropriate level of care or must wait days in the emergency department environment before
receiving definitive psychiatric care (Schumacher Group, 2010). In some disaster scenarios,
demand on these resources may be even greater, magnifying the need to develop CSC specific to
psychiatric emergencies that entail immediate danger to those gravely disabled by their psychiatric
illness or others. The development of CSC specific to the management of highly limited
involuntary psychiatric resources will also be necessary. Strategies will need to consider cases in
which psychiatric patients with comorbid medical conditions require care under CSC (see the HHS
[2012] definition of at risk).

Operational Guidance to Enhance Resilience and Manage the Mental Health
Consequences of Crisis Standards of Care

The 2009 letter report offered specific strategies and described several national best-practice
initiatives with respect to managing the mental health consequences of mass casualty events (IOM,
2009). Here the committee offers more detailed operational guidance tailored to patients,
providers, and the general public. At the various levels of hospital facility, local/regional, and state
planning, the following elements are necessary to address the continuum of resilience and mental
health issues tied to CSC (see also Box 4-4):

e A disaster mental health concept of operations (CONOPS) and operational disaster mental
health plan should be developed.

o These plans may guide the disaster mental health response in an all-hazards context but
include incidents that trigger CSC (and surge demand) for mental health resources.

o The plans should address the full continuum of those affected, from those with
pre-existing mental illness, to those directly affected by the implementation of CSC

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

1-94

CRISIS STANDARDS OF CARE

and their families, to health care workers who must implement CSC, to the general
public.

Plans should address the anticipated consequences of CSC incidents through a gap analysis
of the range of expected mental health impacts versus current resources. When informed
by such an analysis, triage decisions reflect a rational allocation of limited disaster mental
health resources. During response, near-real-time awareness of needs and resources
informs a floating triage algorithm of risk levels versus resources, guided by the ethical
framework set forth in this report.

Evidence-based interventions should be identified for the high-risk subset of providers;
patients; and surviving family members, including children (e.g., trauma-focused
cognitive-behavioral therapy for children, prolonged-exposure cognitive-behavioral
therapy for adults, and other commonly employed techniques [IOM, 2007;Stokes and
Jones, 1995]).

Core competencies and training curricula should be developed for:

o mental health, social services, and spiritual care staff;

o health care providers; and

o the public—basic strategies for community resilience that community members can
use with friends and family (such as very basic psychological first aid, created
specifically for these populations) (see also Chapter 9 on public engagement).

Site, local/regional, and state-level incident command operations should be augmented to
integrate mental health operations into emergency operations center operations. These
efforts should encompass mental health needs assessment and operations for
patients/disaster victims and responders (including health care workers and their families)
to create user-defined situational awareness of acute mental health gaps, including:

o auser-defined/common operating picture of the continuum of population-level mental
health risks (traumatic loss, multiple traumatic losses);

o auser-defined/common operating picture of the continuum of mental health risks to
health care workers; and

o auser-defined/common operating picture of mental health resources, including
telephone, triage, and novel Internet-based interventions.

Comprehensive resilience programs for health care workers/responders should be
developed that integrate personal behavioral coping and agency preparedness. These
programs should encompass preincident stress inoculation, development of personal
resilience “plans,” simple peer-to-peer psychological first aid, self-triage, and linkage to
Internet-based interventions for those at higher risk who desire further support.

BOX 4-4
Functions for Mental Health Response to Crisis Standards of Care

Suggested: Concept of mental health operations in CSC integrated into incident command
system and other response structures and plans
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e Specific capabilities and capacities required for patients/families, providers, and the general
public in response to CSC:

o Rapid mental health triage system with “floating triage algorithm” linking disaster
systems of care, including hospitals, clinics, etc., with local/regional and state response
systems in near real time (Pynoos et al., 2004; Schreiber, 2005); real-world examples:
PsySTART Rapid Triage System in Los Angeles County, State of Minnesota
Department of Public Health, American Red Cross’s Disaster Mental Health Triage and
Surveillance System

o Continuum of acute phase evidence-based interventions

o Psychological first aid adapted specifically for community resilience/social support
enhancement in a CSC context and for use by the general public, health care workers,
and disaster systems of care; example: Los Angeles Department of Public Health’s
community resilience program with “Listen, Protect, and Connect—neighbor-to-
neighbor, family to family” psychological first aid/social support

o Development of behavioral coping component of risk communications (NBSB, 2008),
including creation of new “coping with CSC” messaging

o Gap analysis with action plan to build key local disaster mental health and spiritual care
capacities without mutual aid, including capacity to leverage novel, evidence-based
Internet interventions for posttraumatic stress disorder (PTSD), depression, anxiety,
and substance abuse

o Development of health care provider resilience capabilities and approaches with
preincident stress inoculation, “individual/family resilience planning,” acute phase
self-triage and Internet-based interventions for higher-risk subset (see Ruggiero et al.,
2011); example: the “Anticipate, Plan, and Deter” health protection/resilience system,
which includes preincident preparedness (stress inoculation), development of
responder “resilience plans” (including family plans, social support systems, and basic
psychological first aid), and identification of cumulative stress burden with
Internet-based interventions for those at risk

SOURCE: Pynoos et al., 2004; Schreiber, 2005.

For Patients and Their Families

In a mass casualty event involving high rates of illness, injury, and mortality, disaster mental
health resources, like health care resources generally, are likely to experience significant surge
demand. Although there may be considerable individual and community resilience, many others
will be at risk for developing new-incidence comorbid disorders, such as posttraumatic stress
disorder, depression, and substance abuse. Others with pre-existing mental health disorders,
including those that are severe and persistent, may experience relapse or worsening of illness
episodes (NBSB, 2008). The phenomenon known as “traumatic grief”” can result when the death of
a loved one occurs in a particularly traumatic context; CSC may be such a context for many and
thus could lead to widespread traumatic grief (NCTSN, 2004). When adults or children develop
symptoms of traumatic grief, they require specialized interventions, such as trauma-focused
cognitive-behavioral therapy for children and prolonged-exposure cognitive-behavioral therapy
for adults (IOM, 2007). While resilience is common after the loss of loved ones, rates of resilience
may drop by as much as 50 percent when traumatic grief is present (Norris, 2005; Shear et al.,
2005). Therefore, the capacity to provide evidence-based care for traumatic loss is a key
requirement under CSC.
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There is also growing evidence that certain evidence-based interventions, when provided early
after a traumatic incident, may significantly reduce long-term mental health consequences (Bisson
et al., 2008, 2010; Roberts et al., 2010; Shalev et al., 2012). However, early rapid triage is needed
to allocate these resources to those at risk (Schreiber, 2005; Schreiber et al., in press). The ability
to provide a continuum of evidence-based care, based on triage risk, is a hallmark of community
resilience planning. Both specific coping information on traumatic grief (NCTSN, 2004) and
additional coping information specific to expected reactions to CSC need to be developed.
Potential risk factors include experiencing traumatic loss (including missing family members);
seeing many dead or injured or hearing cries of pain; being trapped or unable to evacuate; and
experiencing persistent stressors, such as ongoing injury or illness due to a disaster, home loss, and
disaster-induced relocation.

Therefore, strategies employed at the population level should utilize evidence-based rapid
triage to help identify those at greatest risk for more sustained and serious consequences and
allocate limited mental health resources to those at the highest level of evidence-based risk for
sustained disorder and impairment. One example is the PsySTART disaster mental health rapid
triage system, currently used by the American Red Cross and the Minnesota Department of Health,
and available to 83 Los Angeles area hospitals and community clinic agencies in the Los Angeles
County Emergency Medical Services Agency Hospital Preparedness Program. Although there are
certainly challenges to implementing such strategies, the ability to align and allocate limited
mental health resources is necessary to address the needs of those at higher risk for acute
psychiatric emergencies and enduring psychological consequences. The Los Angeles EMS agency
has operationalized this model in proposed modifications to the hospital incident command system
(HICS) and evaluated its use in a recent statewide disaster medical exercise, which revealed
acceptable levels of mental health triage accuracy in a simulated countywide mass casualty
incident (Schreiber et al., 2011). There are certainly daily challenges in accessing care for
psychiatric emergencies. Within the CSC/disaster context, however, there are unique opportunities
to advance surge management of risk and to improve population-level resilience by employing the
combination of rapid disaster mental health triage (using a shifting or “floating” triage algorithm
of dynamic alignment of resources with highest risk); “stepped” care case management (Zatzick
et al., 2011), which involves maximizing population-level mental health impact or reach through
timely triage-informed allocation of high-intensity treatment resources and increasing service
intensity only after lower-intensity efforts are found insufficient; and evidence-based,
nternet-based interventions (Ruggiero et al., .2011), ),which address surge demands and stigma
through targeted modules for depression, posttraumatic stress, substance abuse, and anxiety.

For Health Care Providers

As noted above, responders and health care workers typically exhibit high levels of resilience
following a disaster response. When CSC must be utilized, however, this may not be the case. A
number of features of CSC—the potential for dramatically high mortality rates, including pediatric
deaths; the stress of implementing and communicating about CSC with individual patients, their
families, and others—pose severe mental health threats to health care workers. Available research
suggests that many or most health care workers expect to face major barriers to their ability and/or
willingness to perform hypothetical emergency health care roles (Chaffe, 2009; DiGiovanni et al.,
2003; DiMaggio et al., 2005). In this regard, strategies needed for providers mirror those needed
for patients—the use of rapid triage to identify those at highest risk and those with other concerns,
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and to align limited disaster mental health resources rationally and ethically to providers with the
greatest needs.

A number of localities have developed pilot efforts to enhance resilience in disasters. Los
Angeles County, one of several examples, has initiated a provider resilience project, called
Anticipate, Plan and Deter, that leverages stress inoculation in the preparedness phase, including
aspects of CSC, and self-triage/monitoring in the response phase for the creation of a “personal
resilience plan” for the health care workforce (Schreiber and Shields, 2011; Schreiber et al., in
press).

Psychological first aid is another approach that can be used by mental health workers, health
care providers, and patients and their families, as well as the general public. Currently, there are a
number of different models for psychological first aid: one that is among the most comprehensive
and intended for use by trained mental health care providers (NCTSN, 2006); another that is
intended for use by community disaster responders with no mental health background (American
Red Cross, 2006); and yet another, called Listen, Protect, and Connect, designed specifically for
the provision of basic psychological first aid and psychosocial support by all members of the
community (Gurwitch and Schreiber, 2010). Listen, Protect, and Connect is a method for
enhancing social support using three simple principles at the family, neighborhood, and
community levels. It is intended as an achievable community resilience capability to strengthen
social ties at the most basic levels of social connection. So-called “Mhealth” versions and provider
versions for CSC are currently in development as part of the Los Angeles County Community
Disaster Resilience Project. Aimed at the general community, Listen, Protect, and Connect has
versions for children and parents and for teachers, as well as a “neighbor-to-neighbor,
family-to-family” all-ages version. These versions were recently adapted for the Los Angeles
County Department of Public Health and its community disaster preparedness partners, including
the medical reserve corps, community health clinics, hospitals, public health workers, schools, and
first responders.’

Box 4-4
Functions for Mental Health Response to Crisis Standards of Care

1. Suggested: Concept of mental health operations in CSC integrated into ICS and other
response structures and plans
2. Specific capabilities and capacities required for patients/families, providers and general
public in response to CSC:
a. Rapid mental health triage system with “floating triage algorithm” linking “disaster
systems of care” including hospitals, clinics, etc. with local/regional and state
response systems in near real time (Pynoos et al., 2004)
i. Real world examples: PsySTART Rapid Triage System in LA County EMS,
State of Minnesota Department of Public Health, American Red Cross
Disaster Mental Health Triage and Surveillance System
b. Continuum of acute phase evidence based interventions
c. Psychological First Aid adapted specifically for community resilience/social
support enhancement in a CSC context and for use by general public, healthcare
workers, disaster systems of care
i. Example: LA Dept of Public Health Community Resilience Program with
“Listen, protect and connect: neighbor-to-neighbor, family-to-family”

' These versions are available without cost from http://www.ready.gov/sites/default/files/documents/files/LPC_N2N_508.pdf.
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Psychological First Aid/social support

d. Development of behavioral coping component to risk communications (NBSB,
2008)to include creation of new “coping with CSC” messaging

e. Gap analysis with action plan to build key local disaster mental health and spiritual
care capacities without mutual aid including capacity to leverage novel, evidence
—based internet interventions for PTSD, depression, anxiety and substance abuse

f. Development of healthcare provider resilience capabilities and approaches with
pre-incident stress inoculation, “individual/family resilience planning”, acute phase
self triage and internet based interventions for higher risk subset (see Ruggiero, et.
al. 2011)

i. Example of the “Anticipate, Plan and Deter” force health protection/
resilience system which includes pre-incident preparedness(stress
inoculation), building responder “resilience plans” including family plans,
social support systems, basic psychological first and identification of
cumulative stress burden with internet based interventions for those at risk

SOURCE: Pynoos et al., 2004.
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5
State' and Local Governments

Because crisis standards of care (CSC) responses will combine the efforts of health care,
public health, and emergency management and response systems, they will necessitate
interaction between public and private actors and resources and local, state, and federal
authorities. While much of the health care component of a CSC response will occur in the private
sector (because the health care system comprises largely nongovernmental partners, with some
exceptions), government at all levels must play a crucial role in leading and coordinating CSC
planning and implementation efforts. Government also is ultimately accountable for CSC
activities, with states having “the political and constitutional mandate to prepare for and
coordinate the response to disaster situations throughout their state jurisdictions” (IOM, 2009,

p- 23). As recommended in the committee’s 2009 letter report, states in particular should lead the
development and implementation of CSC protocols “both within the state and through work with
neighboring states, in collaboration with their partners in the public and private sectors” (IOM,
2009, p. 4).

Building on existing strengths, authorities, and response structures within states, this chapter
outlines the roles and responsibilities of state and local governments in CSC planning and
implementation in the overall context of a CSC response system. It focuses on the unique role of
the state health department” in leading CSC efforts within states, and on the interplay of local
health department, regional, state emergency management, and federal partners in state planning
and implementation efforts for CSC incidents. Two templates provide core functions for state
and local planners to help guide the development and, when needed, the activation and
implementation of CSC plans. In both the text and the templates, the role of local government is
highlighted because of the importance of local and state partners working together closely in
CSC planning and implementation. Local governments are uniquely positioned in the
organizational structure of states to intersect with both state government partners and the
communities in their local jurisdiction(s).

Because this chapter focuses primarily on the roles and processes for developing and
implementing governmental CSC plans, its content should be used in conjunction with the
report’s other chapters. Those chapters provide detailed guidance on specific CSC topics (e.g.,
related to legal issues, palliative care, mental health, hospital care, out-of-hospital and alternate

! For the purposes of this report, the term “states” encompasses states, tribal jurisdictions, and territories.

2 As described later in this chapter, there is significant variation in state organizational and reporting structures for public health.
For ease of reference, the report uses the term “state health department” to refer to the state department, agency, office,
commission, or other entity that is principally and directly responsible for coordinating public health services and programs in the
state, whether that entity falls under an umbrella state agency or is an independent, stand-alone state agency. The terms
“department” and “agency” are used interchangeably for local government public health entities.
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care systems) that may be referenced only briefly as planning or implementation considerations
in this chapter or the two accompanying templates.

ROLES AND RESPONSIBILITIES OF STATE GOVERNMENT

Emergencies rising to the level of CSC generally are expected to be multijurisdictional,
statewide, or even multistate incidents that involve various local, regional, state, and federal roles
and authorities. Therefore, considerable state-level coordination with intra- and interstate as well
as federal partners is essential. In other words, even though this chapter focuses on the state as
being in the best position to take the lead in CSC planning and implementation activities because
it can serve as the nexus to link local, regional, state, federal, and private components, the
response to this level of crisis requires a comprehensive systems approach (see Chapter 2). In
this system, a/l/ levels of government (from local to federal) and a/l components of emergency
response and health care are mobilized as a coordinated, interdependent, and interacting response
network.

Depending on the specific nature of the incident, various state agencies, as well as private
health care system entities, should be involved in CSC planning and implementation activities
because no single agency or health or emergency response entity alone can be expected to handle
the challenges presented by a CSC incident. As in most large-scale emergencies, the state
emergency management agency (EMA) will likely play an essential coordinating role for the
overall state response, such as by establishing the state emergency operations center (EOC) and
otherwise supporting the state’s emergency response efforts, since parallel response activities
will be occurring at the local and regional levels. The involvement of other state government
agencies and offices, such as those focused on emergency medical services (EMS) (see
Chapter 6) or on at-risk populations, also will be necessary to facilitate specific aspects of a CSC
response, depending on the nature of the emergency and patient needs.

In addition to state agencies, political and elected officials in the state can be expected to be
involved in various aspects of CSC decision making and implementation. The governor, in
particular, is ultimately responsible for his or her state’s emergency planning and response
actions and for ensuring that effective CSC planning occurs. Variations in state agency structures
and authorities often will dictate emergency response leadership roles. Therefore, the guidance
presented here is not intended to be prescriptive. Rather, states should have the flexibility to
develop the organizational structure for CSC planning and implementation that makes the most
sense for them. At the same time, however, recognizing the role of the state health department as
Emergency Support Function (ESF)-8 lead and the fact that multiple state agencies and leaders
will have pivotal CSC roles, the state health department is fundamentally the most appropriate
agency to lead and coordinate CSC planning and implementation efforts at the state level and to
advise state leadership on CSC issues.

This section focuses on the attributes of state health departments that make them especially
well suited to lead CSC planning and implementation efforts. It also reviews the strengths of the
state EMA and the federal government’s role in CSC planning and implementation in relation to
that of the state.
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State Health Department

Intrastate partnerships and emergency response systems are essential to effective CSC
planning and implementation. However, the state health department is in a unique position to
assume the lead role in CSC planning and implementation at the state level (including
determining when to implement the state CSC plan) because of its expertise in population-based
public health; relationship to the provision of health care; already established local, regional,
state, and federal connections with a wide range of stakeholders that may be involved in or
affected by a CSC response; legal powers to use public health emergency response authorities;
and role in ensuring the representation of appropriate substate (e.g., regional, local) stakeholders.

Structure

Despite considerable differences in the responsibilities, authorities, and structures (e.g.,
centralized or decentralized, shared governance, or mixed structures)’ of state departments of
health (Figure 5-1), each state typically has a single, overarching body (i.e., an independent
agency or a component of an umbrella agency)” responsible for protecting the public’s health and
overseeing the public health system. More than half of state health agencies “provide all or some
of the public health services offered at the community level” (ASTHO, 2011, pp. 26-27), but
“[74] percent of states report an obligation to assume authority when local health agencies cannot
perform their duties or when there is no coverage by a local health department.... Other reasons
for state assumption of authority include emergency response or when issues are cross-
jurisdictional. Eighty-five percent of state health agencies report that the obligation is legal while
just over 10 percent characterize the obligation as professional” (ASTHO, 2011, p. 30).

3 The Association of State and Territorial Health Officials (ASTHO) reported in 2011 that “nearly 30 percent of states (n = 14)
have a centralized or largely centralized governance structure where local health units are primarily led by employees of the state
and the state retains authority over most decisions relating to budget, public health orders, and the selection of local health
officers. Five states have a shared governance system where local health units may be led by state or local government
employees. If they are led by state employees, the local government can make fiscal decisions, issue public health orders and/or
select local health officials. In shared states where local health departments are led by local employees, the state health agency
retains authority over most decisions relating to budget, public health orders, and the selection of local health officials. Over half
of states (n = 27) have a decentralized/largely decentralized system where local health units are primarily led by employees of
local governments, and the local governments retain authority over certain decisions. Ten percent of states have a mixed
governance structure where some local health units are led by state employees and by local government employees. No one
arrangement predominates in the state” (ASTHO, 2011, pp. 26-27).

* «State health agency structure describes the placement of a state health agency within the larger departmental/agency
organizational structure for the state. For example, in states where the public health agency is part of a larger umbrella agency,
the larger agency may also be responsible for Medicaid, services for the aging population, substance abuse or mental health
services, or public assistance, in addition to providing public health services. Fifty-five percent of state health agencies are free-
standing, independent agencies; the remaining state health agencies are part of a super or umbrella agency. States with medium
and large populations more frequently report free-standing, independent agencies (71 percent of medium-sized states and

65 percent of large states). There are no structural differences based on governance classification or U.S. region” (ASTHO, 2011,
p. 24).
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Centralized/Largely
Centralized

Shared/Largely Shared
Mixed

Decentralized/Largely
Decentralized

O0E M

FIGURE 5-1 Organizational structure of public health agencies within states.
SOURCE: ASTHO, 2011, pp. 4, 26-27.

Responsibilities

Depending on the state and the structure of its public health system, the state health
department typically has a range of public health, health care, and emergency response system
responsibilities, such as:

providing oversight of and/or support to local health departments, depending on whether
the structure is centralized or decentralized;

overseeing EMS agencies;

regulating laboratories;

licensing health care practitioners (e.g., through professional licensing boards);
regulating health care;

monitoring the health status of the population;

providing prevention services (e.g., HIV, injury control, tobacco control);
conducting disease surveillance and control;

overseeing maternal and child health services and medical assistance programs;
implementing health care reforms;

providing and regulating mental health services; and

collaborating on grants and programs with federal health partners (e.g., Department of
Health and Human Services [HHS]) (ASTHO, 2011).

State health departments also are actively engaged in public health emergency preparedness
(CDC, 2010; TFAH, 2010). For example, often in collaboration with other state agencies, they:

administer Public Health Emergency Preparedness (PHEP) (CDC, 2011a) and Hospital
Preparedness Program (HPP) (ASPR, 2012) cooperative agreements that HHS provides
for state, local, and hospital preparedness;

participate in state-level management of emergencies (e.g., as the state’s lead ESF-8
agency) (MEMA, 2009);

develop pandemic, medical surge, and other emergency response plans (e.g., mass fatality
management and hospital evacuation);
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e coordinate state and local components of federal response programs (e.g., Cities
Readiness Initiative for mass dispensing of antimicrobials following an anthrax attack)
(CDC, 2011b);

e develop and participate in multidisciplinary emergency planning workgroups (Garrett
etal., 2011);

e plan for the allocation and prioritization of scarce resources (e.g., vaccines and
ventilators) during responses (Garrett et al., 2011);

e coordinate registration and credentialing systems for health care volunteers (e.g.,
Emergency System for Advance Registration of Volunteer Health Professionals [ESAR-
VHP])) and health care response teams (e.g., Medical Reserve Corps [MRC]);

e manage stockpiles of medical countermeasures (e.g., antivirals) and other materiel;

¢ identify and develop plans for alternate care sites; and

e cstablish health care emergency communication systems (ASPR, 2011a).

State health departments’ linkages to and role in regulating public and private components of
the health care system, as well as health care practitioners, also are critical for effective CSC
planning and implementation. State health departments “report a high level of collaboration
with.... entities in the health care field” (e.g., hospitals, physician/medical practices, community
health centers, health insurers) (ASTHO, 2011, p. 32). Depending on the state, they may also
have strong linkages with Department of Veterans Affairs (VA) and Department of Defense
(DOD) health care facilities and systems. Given their critical role in the health care system and
the large patient base they serve, these facilities and systems are important partners in the overall
CSC response system.

Because all components of the health care system play such a pivotal role in CSC, this level
of collaboration and knowledge is of particular importance in that it makes for optimal
engagement in the CSC response system. For example, health agencies’ knowledge of health
regulations and partners through their regulation of the health care industry, combined with their
ability to identify and even operate surge capacity sites through their emergency preparedness
roles, is critical for providing oversight of alternate care systems that may be required during
CSC implementation. These skills also are important for appropriately regulating the state’s
health care industry and practitioners during a CSC incident, such as by identifying where it
would be most appropriate to relax certain state regulations or requirements (e.g., expanding
practitioners’ scopes of practice) (Courtney et al., 2010) or by partnering with federal regulators
on the appropriate level of compliance with federal health care requirements within the state.

Authorities

State health department officials’ legal authorities and powers also are critical to facilitating
statewide CSC implementation and identifying resource needs (see Chapter 3). While these
authorities and powers vary by state, they may include the authority and capability to authorize
certain response actions and provide liability protections for responders; to initiate and facilitate
emergency requests for federal (e.g., HHS) health and medical resources, technical assistance,
and emergency declarations and waivers and for interstate support (e.g., through the Emergency
Management Assistance Compact [EMAC]); to have in-depth access to state, regional, and local
health information and resources for providing situational awareness; to establish quarantine and
isolation orders; and to modify or provide specific treatment protocols. In terms of lines of
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authority, “half of state health officials report directly to the governor, and nearly one-third
report to the [state’s] secretary for health and human services. Other individuals and entities state
health officials report to include administrators/directors of an umbrella agency or [the] director
of the health division of an umbrella agency. One state health official reports to the governor and
the agency director” (ASTHO, 2011, p. 29).

Through each of the above public health, health care, and emergency management system
roles, relationships, and authorities, the state department of health often is in the best position to
ensure that state, regional, and local CSC planning and implementation efforts are occurring and
that they are being conducted systematically—that is, consistently, in a coordinated manner (i.e.,
within and across state boundaries), and in accordance with applicable state and federal laws and
regulations.

State Emergency Management Agency

Each state has a state-level agency or office with responsibility for coordinating the state’s
response to emergencies and disasters (e.g., state EMA; state office of emergency management,
civil defense, or homeland security) (FEMA, 2012).” While these agencies and offices vary in
roles and structures, they often are responsible for a range of preparedness and response actions,
such as:

e developing and maintaining the state emergency operations plan (EOP);

ensuring that the ESF functions (e.g., public health and medical services,

communications, and transportation) outlined in the state EOP are fulfilled;

conducting emergency training and exercises;

managing homeland security and emergency management grant programs;

establishing and managing the state EOC;

developing and implementing mitigation strategies;

ensuring that responses are conducted in accordance with National Incident Management

System (NIMS)/incident command system (ICS) principles and processes;

e coordinating public messaging and emergency communications (e.g., ensuring
redundancy and interoperability of communications mechanisms);

e supporting and coordinating with local government and regional responses, including
public safety and EMS components;

e collecting data on the emergency and providing situational awareness information to
federal, state, regional, and local response partners;

e facilitating requests for and offers and receipt of federal, interstate, and intrastate
assistance; and

e developing after-action reports to aid in improving future responses.

Given that CSC incidents are characterized by resource scarcity, the lead role that state
EMAs may have in requesting, accepting, and providing mutual aid (e.g., through EMAC) and
coordinating resources, including local resources, during a disaster is of particular significance.
However, state EMAs and state health partners must work together closely during CSC incidents
to ensure that appropriate resource requests and allocations are made, and to coordinate such

> For the purposes of this report, “EMA”™ is used throughout to refer to these offices and agencies.
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requests and allocations that may occur through non-EMA channels (e.g., from HHS to the state
health agency; interhospital sharing of resources through memorandums of understanding
[MOUs]). In addition, coordinated planning with local emergency management programs is
critical to ensuring integration into the state CSC plan and the state EOP. State health
departments, with their links to local public health agencies and regional medical disaster
planning groups, as well as their possible role as the lead ESF-8 agency for the state, often will
have the best awareness of specific health and medical resource needs—and the availability of
such resources through its federal and other health and medical partners—during a disaster.

Because of the complex, multidisciplinary nature of CSC incidents and the vital coordinating
and collaborating roles of state EMAs in emergency management, these agencies and offices
should be directly involved in state-level CSC planning. To support consistency and avoid
duplication of effort, the committee encourages state EMAs and state health departments to
collaborate closely in CSC planning and implementation efforts. Depending on these entities’
response structures and roles, as previously described, the level and type of such collaboration
may vary by state. Therefore, state public health and emergency management partners should
work together closely to assess and determine the optimal approach for structuring and
delineating CSC planning and implementation processes and roles.

State-Federal Government Interaction

States have a number of important linkages to federal partners related to CSC responses.
Given the complex nature of CSC incidents, the state health department’s relationships with its
HHS partners (e.g., Office of the Assistant Secretary for Preparedness and Response [ASPR],
Centers for Disease Control and Prevention [CDC], Centers for Medicare & Medicaid Services
[CMS]) are of particular significance in terms of emergency authorities, resource requests, and
health system regulation. In support of a response requiring the implementation of CSC, for
example, ASPR might authorize certain emergency actions or provide CSC guidance; CDC
might conduct surveillance, provide medical countermeasures from the Strategic National
Stockpile (SNS), and offer treatment and clinical care guidance; HHS agencies might offer
response teams; and CMS might relax some of its federal program regulations. The federal
government also might utilize state government as a conduit to facilitate information exchange
and planning at the regional and local levels. This federal government role becomes even more
critical when CSC incidents involve multiple states and interstate regional responses. In such
situations, the federal role in facilitating optimal regional collaboration and response is crucial.

Emergency Authorities, Resources, and Regulation

Federal-level emergency declarations (e.g., HHS public health emergency declaration under
Section 319 of the Public Health Service [PHS] Act; HHS declaration of emergency justifying
the emergency use of certain medical countermeasures under Section 564 of the federal Food,
Drug, and Cosmetic [FD&C] Act) and waivers of federal law (e.g., under the Emergency
Medical Treatment and Active Labor Act [EMTALA]) can facilitate and support medical and
public health responses by authorizing specific emergency actions, providing funding to support

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

2-8 CRISIS STANDARDS OF CARE

response or recovery efforts, or even waiving sanctions for failure to comply with specified
federal laws and regulations during a disaster (CMS, 2009).°

The federal government also may disseminate (and set conditions on the receipt and use of)
critical federal assets, such as the National Disaster Medical System (NDMS), the SNS, and
federal medical stations (FMSs), to support CSC responses at the state, regional, and local levels.
States play a key role in receiving requests for federal resources from within the state; assessing
the need for, requesting, receiving, and allocating these federal resources; and determining the
need for and requesting federal declarations and waivers. These activities often must occur
within the context of specified lines of authority, in accordance with certain state emergency
declarations, and through the governor, state health department leadership, or state EMA
officials; pre-established federal processes and requirements may also apply.

HHS Regional Emergency Coordinators

Regional emergency coordinators (RECs) “work closely with state, local, territorial and tribal
health officials in each of the country’s 10 disaster planning regions to develop high levels of
emergency preparedness and to coordinate disaster response activities” (ASPR, 2011b), thereby
serving as “ASPR’s primary representatives throughout the country at the regional level” (ASPR,
2011c). Specifically, RECs work to enhance “cross discipline integration among public health
and medical and emergency management partners,” respond to emergencies, provide regional
situational awareness information to HHS headquarters, provide command and control for HHS
deployed resources, and provide support for exercises (ASPR, 2011d). Their regional positions
and state-federal linkages make them important partners in the overall CSC planning and
implementation system, putting them in a unique position to link CSC efforts across states and
helping to ensure the flow of CSC-related information (e.g., guidance, situational awareness,
resource needs) from the state to the federal level (and vice versa).

Consistency with State CSC Response

The state health department also can play a central role in ensuring, to the extent feasible,
that the actions of federal health care responders are consistent with the state CSC plan and its
implementation during a CSC incident. For example, if health care responder teams (e.g., HHS
disaster medical assistance teams [DMATSs]) coordinated by the federal government are
deployed to a state to supplement local medical care, they should not necessarily be providing
care in a substantially different way than nearby local health care facilities that may be operating
under CSC protocols in accordance with the state CSC plan. To the extent possible, the approach
to patient care under CSC within a state should be coordinated and consistent among local, state,
and federal health care responders. Additionally, the state health department, based on its broad,
statewide situational awareness of the emergency and knowledge of local and regional health
care needs, generally will be in the best position to assess and determine how to allocate federal
health and medical response assets.

The availability of assistance (e.g., response teams, medical materiel) to states from the
federal government, as well as from other states through mutual-aid agreements (e.g., EMAC), is
not always predictable, especially when multiple states are impacted by the same emergency and

8 Public Health Security and Bioterrorism Preparedness and Response Act of 2002, 42 U.S.C. § 1320b-5, Public Law 107-188,
107" Cong., 2d sess. (June 12, 2002), http://www.law.cornell.edu/uscode/text/42/1320b-5 (accessed March 4, 2012).
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have shifted to a CSC response. Federal partners also do not have the authority to lead or
participate in every aspect of a state-level CSC response. For example, certain critical response
tools, such as state emergency declarations or waivers of state law necessary for facilitating the
response, rest at the state level and may be activated only by state leaders (e.g., governor or state
health secretary) or their designees. The role of the state is heightened because, even with RECs
and other HHS regional coordinating entities, it is impractical to expect federal partners to have
the detailed knowledge that states have of their available health care and emergency resources;
populations and communities; established relationships with local, regional, and interstate
partners; and state and local laws, regulations, and emergency authorities.

In addition to federal response assets, many states have VA and DOD health care facilities,
which may have significant health care resources and serve large patient populations. For
example, the VA is “home to the United States’ largest integrated health care system consisting
of 152 medical centers [and] nearly 1,400 community-based outpatient clinics.... Together these
health care facilities and the more than 53,000 independent licensed health care practitioners who
work within them provide comprehensive care to more than 8.3 million veterans each year” (VA,
2011). Planning for disasters and CSC may already be under way at such facilities or in their
respective health care systems. The first priority for VA and DOD facilities during a CSC
incident will necessarily be the primary patient populations they serve. To the extent feasible,
however, their coordination with state and local governments (and health care coalitions) in CSC
planning is critical to building the overall CSC response system.

Roles of State Government in Regional Coordination

State-level CSC planning can also facilitate the coordination and linking of regional medical
and public health disaster planning efforts, both within and across states. When collaborating and
engaging with their local and regional partners, states are in a unique position to facilitate and
encourage the intra- and interstate coordination and consistency necessary for effective CSC
planning and implementation. Examples of regional intrastate emergency planning
structures/alliances include health care coalitions (ASPR, 2011a; Courtney et al., 2009) (which
may be across or within jurisdictions), regional medical coordinating centers (RMCCs), and
regional disaster medical advisory committees (RDMACs). States may have other regional
emergency planning and response bodies, including multiagency coordination (MAC) groups
and regional EMS councils that also can be leveraged for intrastate CSC purposes.

The integration of hospital coalition planning and response efforts into the intrastate regional
emergency response system is especially important for CSC efforts. Ideally, an overall
emergency response system that incorporates public health, health care, public safety, EMS, and
emergency management partners and planning groups is needed. In some cases, though, state
emergency planning and response efforts also cross state lines because of shared borders and
interests, strong relationships, and mutual-aid agreements. Such interstate collaboration can be
leveraged for coordination of CSC responses in the context of the CSC system and can facilitate
resource sharing during an incident. However, a CSC response in any single state, not just those
with a history of cross-state emergency collaboration, may necessitate interstate cooperation. In
states that do not routinely collaborate with other states for emergency response, federal partners
that work at the regional level (e.g., HHS, Department of Homeland Security [DHS]/Federal
Emergency Management Agency [FEMA]) can facilitate and link existing state CSC efforts. For
example, the HHS RECs are well positioned to support, facilitate, and encourage interstate CSC
planning and implementation efforts and communication.
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Through its lead role in CSC coordination, the state health department can work with its
partners to identify various regional medical and public health disaster planning efforts occurring
within the state; to link them so they can form a statewide, interdependent system that supports
health and medical responses; and to promote consistency in planning and response among such
entities and, when needed, across state lines.

ROLES AND RESPONSIBILITIES OF LOCAL GOVERNMENT

When considering the role of local government in CSC efforts, it is important to remember
that vastly different local governmental structures and relationships exist across states
nationwide, based on how states are constitutionally and functionally structured. Despite these
variations, however, the role of local government in CSC planning and implementation remains
crucial. Even though a CSC incident may be widespread and require a systems approach across
all levels of government, especially as the geographic area of impact increases, all disasters are
truly local. At some point, the state CSC plan will need to be incorporated into or adapted for
local planning efforts (e.g., the health and medical annex of the local EOP) and will help guide
local activities during a CSC response.

Appropriate local representation in statewide CSC planning efforts provides the opportunity
for true state-local partnership and allows those involved to act as a conduit for information from
the local to the state level and vice versa. Local political (e.g., mayor, county executive) and
agency leadership also will be involved in local response decision making and resource requests
during a CSC emergency. Thus local CSC coordination, consistent with state planning and
response actions, is critical to achieving the envisioned systems-based CSC response described
in Chapter 2. Similarly, the local health department often is in the best position to coordinate
CSC planning and implementation at the local level given its close linkages to the state,
neighboring regional partners, the community, the health care system, and emergency
management and response partners.

Local Health Department

While “the relationship between state health agencies and regional/local public health
agencies differs across states” (ASTHO, 2011, p. 26), local health departments serve a unique
and essential role in CSC planning and implementation. They typically represent the smallest
form of government in a state and, where they exist, are well positioned to interface not only
with the state government structure but also with community stakeholders and health systems
within their own jurisdiction. Since local health departments are located within a local
jurisdiction (e.g., city, county, or county-city), they are uniquely positioned to appreciate the
needs and interests of their local populations; what resources are available and what planning
efforts are under way (e.g., local health care coalitions); and how best to achieve CSC planning
objectives (e.g., through implementation of the state CSC plan at the local level).

Structure and Authorities
Although state government bears the primary constitutional responsibility and authority for

public health activities within a state, local health agencies were created to address a myriad of
health conditions and to manage a variety of ongoing health threats facing populations in local
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communities. Local health departments often are considered the front line of public health
agencies, generally providing direct public health services to the communities and populations
they serve. Depending on how the term “local health department” is defined, they number from
2,500 to 3,000 throughout the United States (CDC, 2001; IOM, 1988, 2003; NACCHO, 2010).
In addition to the sheer number of local health departments, “the organization and authority
granted to...local public health agencies vary substantially across the country” (IOM, 2003, p.
108; see also IOM, 1988; see also Figure 5-1 presented earlier). In some states (e.g., Florida,
Missouri), there is a more centralized organizational structure in which state government has
direct control of and/or authority for oversight of local health departments (IOM, 2003;
NACCHO, 2010). Other states (e.g., California, Texas, Ohio) have a less centralized structure,
with independent local health departments being run by local government structures and systems
(IOM, 2003; NACCHO, 2010). CSC planning and potential implementation will need to take
into account these varying structures and relationships in states and localities throughout the
United States.

Responsibilities

While their specific roles, sizes, and structures vary across and within states, local health
departments often have unique on-the-ground knowledge and relationships, including with local
response agencies (e.g., emergency management, EMS, and other public safety agencies and
offices), health care practitioners and facilities, communities, at-risk populations, academic
institutions, and private-sector partners. Local health departments often have defined local public
health emergency response roles (e.g., conducting biosurveillance activities, mass dispensing
medical countermeasures directly to their constituents) and participate in established local and
regional emergency preparedness partnerships (e.g., health care coalitions) (Courtney et al.,
2009; Toner et al., 2009) through which they conduct joint planning with response partners (e.g.,
developing contracts to share resources and establishing shared communications systems)
(ASPR, 2011a). The ability of local health departments to assess and provide local and regional
jurisdictional information (e.g., demographic data, emergency and resource needs) is essential to
the overall statewide situational awareness for emergency response.

Local Emergency Management Agency

Many local jurisdictions have their own EMA or emergency management office that is a
component of their state’s emergency management system. During a statewide emergency, for
example, the local EMA would provide local situational awareness, establish forums for
collaboration, or make resource requests through the state EMA. Local health agencies’
relationships with local EMAs vary; some have strong working relationships (including by
partnering with them in local health care coalitions), while others are less actively engaged.

Where local EMAs exist and where local health departments have the authority to collaborate
with their local EMA, joint planning for CSC is encouraged as part of the overall CSC response
system. In addition, these agencies or offices can help support the management of response
issues not directly related to the public health, EMS, and health care components of a CSC
incident (e.g., critical infrastructure, resource requests, public safety), enabling health agencies
and the health care system to focus on the health-related aspects of the emergency. The level of
collaboration and support that local EMAs, when available, can provide to local health agencies
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cannot be overstated. Such collaborative relationships are similar to the relationships of state
EMAs with their state health department counterparts.

Local-State Government Interaction

The recommendation for state departments of health to assume the lead role in CSC planning
and implementation in a state in no way undermines the unique and integral roles of local and
regional stakeholders, as applicable. Ultimately, during a CSC catastrophic disaster, state and
local collaboration and coordination will be essential and may also help mitigate “forum
shopping” (i.e., members of the public going to another hospital or jurisdiction where they
perceive that a different or better level of care is being provided) and perceptions of inequity.

Local government is particularly crucial in CSC outreach and engagement at the community
level, and these activities should be undertaken in partnership with appropriate planning and
response partners. The state health department’s role in such outreach and engagement will
depend largely on the structure of the state’s public health system. In some cases, it may be
optimal for local health departments to take the lead role for CSC efforts with respect to public
and stakeholder engagement in their communities. The nature of this type of state-local dynamic
concerning engagement is dependent on the ongoing working relationships between the two
levels of government, as well as the local community context. Regardless of whether the state or
local health department, or both, take the lead in public engagement, it should be done
consistently and not with cross purposes or intent.

Either way, the answer to the question of which entity should take the lead in such
engagement depends on which health agencies—whether at the state or local level—have the
optimal relationship with and trust of the community. In states with limited numbers of local
health departments and in the approximately one-third of states in which the state health
department assumes responsibility for providing local public health services (ASTHO, 2011), the
state may need to take a more active role in ensuring appropriate local stakeholder representation
in state-level CSC planning, as well as in furthering community and provider engagement. This
includes local health departments having the opportunity to participate in the state disaster
medical advisory committee (SDMAC), as described later, and to comment on the draft state
CSC plan. Local health departments can, in turn, identify and engage appropriate local
stakeholders as CSC planning proceeds.

It is clear that some local health departments (especially those representing large
jurisdictions and communities) may be farther along the spectrum of CSC planning compared
with their state counterparts. In these cases, states should give due consideration to such planning
efforts already under way and leverage the good work that has been accomplished to best
achieve the goal of optimizing CSC planning. At some point, state government will need to be
involved in CSC planning and implementation given the roles and authorities that lie only at the
state level. However, if such involvement has not already occurred and local jurisdictions in
these instances have already taken significant steps forward in CSC planning, it would be
prudent for states to build upon the local work already begun rather than start anew.

OPERATIONAL CONSIDERATIONS

In planning for CSC incidents and in implementing CSC plans in response to a catastrophic
disaster, state and local governments should be aware of certain operational considerations that

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

STATE AND LOCAL GOVERNMENTS 2-13

may affect their interactions with one another and with the entire CSC system. Three such
considerations are the level of state engagement in the state’s CSC planning process, the level of
consistency in CSC planning and implementation, and the level of consistency in care.

Level of State Engagement in CSC Planning

As noted, states are in varying stages of CSC planning (AHRQ, 2012; GAO, 2008). Some
have been engaged in such planning for several years and have established multidisciplinary
CSC advisory committees or conducted community engagement activities (Levin et al., 2009;
Ohio Department of Health and Ohio Hospital Association, 2011). In other states, individual
health care facilities or public health departments in large cities have initiated CSC planning,
including the development of CSC protocols or the conduct of community engagement activities
(Public Health-Seattle and King County, 2009; Shah, 2012). In some cases, such planning has
occurred even when the state has not taken the lead role in, or even commenced, CSC planning.
In other cases, regional planning efforts may be occurring (Inova Hospital Group, 2007). Even in
states that are or plan to be actively involved, CSC efforts can be expected to occur outside of the
state government context and formal planning structures (e.g., in local jurisdictions or in private
health care facilities or systems).

The importance of comprehensive state CSC planning cannot be overemphasized. States that
have engaged in no or only very limited CSC planning may have additional federal and interstate
resource needs during an actual CSC emergency compared with those states that have planned
for such an incident. Since resources (e.g., federal responders and materiel) may need to be
diverted to a state that needs more support as a result of insufficient planning, a state’s failure to
plan could have a negative impact on responses in those states that have planned for CSC, in
addition to the negative impact on its own response efforts. State agencies also should be
cognizant of the fact that—depending on the scale of the disaster and associated needs—
personnel, space, and supplies from federal and interstate sources may be limited or altogether
unavailable. These and other factors reinforce the imperative for state-level CSC planning and
coordination. The overall success of the state’s CSC response will rest not on an assemblage of
independently occurring efforts of local jurisdictions and health care entities but on a well-
coordinated, interdependent, and transparent CSC system that is possible only through early,
inclusive, and truly collaborative planning and partnership.

States with More Active Engagement

If a state health department has moved forward in CSC planning and done so in the spirit of
true collaboration with local and regional partners, the process of ensuring that CSC planning
occurs is best left to this multilevel collaborative process already under way and led by the state.
By leveraging ongoing relationships, such a process enables CSC planning to occur in a more
organized and methodical manner, taking into account the critical issues involved in a CSC
response well in advance of a crisis. This collaborative approach also allows for the continual
coordination and ongoing communication that are key to the success of CSC planning.

Once a crisis has begun to unfold and the decision has been made to implement the state CSC
plan, the same collaborative relationships and protocols already utilized during the planning
process will be essential to the success of implementation efforts. Building on this pre-
established systems-based, collaborative approach will help ensure a common operating picture
and a systematic, rather than piecemeal, response. The importance of these agency relationships
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cannot be overstated as they—along with sound assessment and communication processes—
ensure that critical decisions during a crisis are made with a collaborative understanding of what
the issues are and how they should be addressed.

The role for local health departments during the planning process can be twofold: (1) to
ensure that statewide planning is inclusive of individual jurisdictional differences with respect to
variations in systems, populations, roles, and resources at the local level; and (2) to help
communicate the complex and challenging issues inherent in CSC planning to local community
entities, whether institutions or lay members of the public. Even with strong state leadership and
planning for CSC, defined local roles not only are encouraged, but also are necessary to ensure
the penetration of state guidance at all levels of community within a state. These roles include
but are not limited to establishing or engaging health care coalitions, providing linkages to health
care facilities and/or practitioners, developing plans to implement state CSC planning efforts at
the local level, and assisting with identifying and implementing CSC indicators and/or triggers
relevant for the local context. Thus, state inclusion of local and regional players in CSC planning
in an honest and transparent manner is critical to the success of CSC efforts within a given state.

Ultimately, the role of local health departments should not be viewed as a passive one, but as
an active one that ensures optimal CSC planning and, in turn, appropriate incorporation of local
perspectives and issues into the planning process. This active role will be furthered by providing
for effective community and provider engagement, and by working with local and other partners
to ensure that CSC planning efforts are understood at the local level and that local considerations
are understood at the state level. Depending on the context of the crisis and the robustness of
work already accomplished, the local role thus remains central to optimizing CSC planning.

Once CSC efforts have transitioned from the planning to the implementation phase, local
health departments (and their local government partners) continue to play an important role in
serving as the conduit for two-way communication between state government and what is
occurring within the local community (and vice versa). This communication can further
situational awareness and provide a means to monitor appropriate metrics (indicators and/or
triggers) in both the activation and deactivation of CSC. Through routine monitoring and
reporting mechanisms to establish local, regional, and state normative levels of seasonal and
incident-based demand, resources, capacity (e.g., beds), and staffing, this communication can
also further situational awareness and provide a means to monitor the most appropriate metrics
(whether indicators and/or triggers) in both the activation and deactivation of CSC with essential
real-world benchmarks. Close collaboration at the local health department level thus is key to
achieving consistency during the implementation phase, as well as furthering community
resilience once the crisis has passed. In the end, once the crisis has passed, the community as a
whole will be looking to government entities, especially at the local level, with respect to how
the CSC response was accomplished. There undoubtedly will be keen interest in how issues of
accountability and fairness, as well as effectiveness and efficiency, played out in the response.
As noted earlier, given the importance of working with communities, states that are actively
engaged in but may still be only in the earlier stages of CSC planning should assess the work that
is already occurring at the regional, local, and health system levels instead of initiating a de novo
state-led process without these considerations in mind. In states that have conducted limited CSC
planning and in which planning may be further developed in a region or local jurisdiction (e.g., a
large city or even a health system), the state should consider leveraging, to the extent practical
and appropriate, that ongoing work. States should consider actively engaging such partners in
state-level planning efforts, as they may have useful expertise, resources, relationships, and
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lessons learned from their own CSC planning processes. This engagement also can help save
duplication of effort, especially important at a time of increasingly limited resources.

States with Less Active Engagement

Where the state health department has not moved forward significantly in CSC planning, or
has moved forward but without engaging its local and regional partners in a true partnership, the
importance of the local health department’s role cannot be overemphasized. In addition to the
roles described earlier, this role may involve local health departments having to work in a
strategic and deliberative manner with state government partners to raise awareness of the
overall importance of engaging in CSC work—including by potentially highlighting planning
efforts from across the nation or in neighboring states—and the critical role of the contribution of
local government to the CSC planning process.

Some local government agencies may be required to take a more active role in driving state
efforts to initiate or to further CSC work. In these cases, local health departments—especially
those with sufficient capacity to do so—may need to take the lead in advancing CSC planning in
partnership with their other local and regional partners.

Once CSC planning efforts are moving forward and gaining momentum, other partners,
including state entities, are likely to see the advantage of becoming part of the process, even if it
originated as a more locally or regionally driven effort. Eventually, the overall success of CSC
planning will require the involvement of all levels of government within a state. Regardless of
how state government becomes engaged—whether by taking the lead itself or by having
local/regional partners assert leadership, followed by state involvement—state-level involvement
eventually will become necessary, especially during the CSC implementation phase (e.g., to
authorize certain response actions through state legal authorities, to formally request resources
from federal and other state partners).

The transition from a locally or regionally driven CSC planning process to a state-led process
is important to ensure consistency across various jurisdictions within a state. This transition
ideally should occur as early as possible in the CSC planning process and certainly in advance of
an actual crisis. As stated previously, the failure to plan for a CSC emergency within a state
means that state’s response during a CSC incident may be compromised, which in turn may
needlessly endanger the health and well-being of the state’s residents.

While CSC planning and implementation efforts should be coordinated at the state level, it is
true partnership and collaboration with local entities that will ensure the success of CSC planning
and, eventually, implementation within each state and across the nation during a catastrophic
disaster. As noted earlier, for a variety of reasons, local and/or regional entities may need to take
the lead at times when CSC efforts are not occurring adequately within a state. Ultimately,
however, the engagement of all government players—with their inherent roles and
responsibilities—will be necessary to ensure an appropriate response to an emergency of the
magnitude that would require CSC implementation.

Consistency in CSC Planning and Implementation

While effective CSC planning and implementation require active local stakeholder
participation, the state’s lead coordinating role for CSC is essential in promoting consistency in
intrastate (and, as needed and appropriate, interstate) planning, response, and recovery activities.
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But to what extent should CSC planning and implementation be consistent across local
jurisdictions and regions?

Some level of local variation may be valid to address jurisdictional emergency needs,
structures, and resources. In fact, some level of local variation is inherent even under noncrisis
conditions when resources are not so constrained. However, both local efforts that occur
independently and are not coordinated within the overall context of the state-level CSC plan and
state efforts that occur without adequate local involvement may in fact compromise the public’s
health, the public’s trust, and ultimately the public’s perceptions of fairness in resource
allocation decisions and the rationale for varying approaches—especially when significant—to
patient care. Such inconsistency (or even perceptions thereof) may also lead to forum shopping
among those seeking medical care, evoke concerns about transparency from various responding
authorities and agencies, and lead to liability claims.

Similar to what occurs at the local level under noncrisis conditions, some degree of regional
(both within the state and across states) variation in CSC planning also may be necessary to
address jurisdictional realities. However, if regional efforts are disjointed and/or undertaken
independently and outside of the context of state-level and other regional and local CSC planning
efforts, public health outcomes and trust may be compromised or eroded. Such disparate efforts
also will make it difficult for federal, state, and local government partners to manage resource
allocations appropriately and efficiently (both factors being of significant concern in a CSC
incident when, by definition, resources are limited). As stated earlier, significant numbers of
individuals can then also be expected to engage in forum shopping. While some forum shopping
may be expected in limited forms during a CSC response, substantial forum shopping can lead to
chaotic and disjointed levels of care across jurisdictions and regional and interstate lines.

Consistency in Care

In noncrisis situations, it is considered normal for the level of care provided in a state to vary
depending on the levels and types of resources that are available to jurisdictions and, more
specifically, to the health care organizations within jurisdictions. This is then referred to as the
community “standard of care.” In some cases, especially in large jurisdictions with unequal
distribution of resources, this standard may vary within a community. Absent significant
resource inequalities, however, the standard of care ideally should be more or less the same
within any one community.

For example, an academic health care center in a large urban area will likely have access to
resources and expertise that may not be available to a practitioner in a rural health clinic or
hospital in the same state (Baldwin et al., 2004; Escarce and Kapur, 2009). Therefore, a certain
level of care may be provided in that urban facility that would not be possible for the rural
facility, even after taking into consideration differences in demand or need for services, for
instance. This differential can be seen, for example, in the case of an individual patient
presenting to an emergency department for an acute myocardial infarction. Depending on the
resources available to that facility, there may be a difference in access to invasive cardiac
services. In a more resource-rich environment (e.g., a tertiary care center), the patient may be
taken immediately to cardiac catheterization for revascularization; where such services are not
available (e.g., a more rural critical access hospital), the patient may instead receive a less
comprehensive level of care (e.g., acute thrombolytic therapy instead of immediate cardiac
catheterization) (Andersen et al., 2003; Baron and Giugliano, 2011; Claeys et al., 2011;
McNamara et al., 1987). While outcomes in both instances may be the same for some patients, in
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other cases the differences between receiving and not receiving timely cardiac catheterization
may lead to significantly different outcomes, especially in those patients considered at higher
risk (Andersen et al., 2003; Claeys et al., 2011). The case of acute myocardial infarction
exemplifies this point, but similar differences in care can be seen for other conditions (e.g., heart
failure, pneumonia) (Joynt et al., 2011; Lutfiyya et al., 2007).

Thus, even in noncrisis conditions or when CSC do not need to be implemented, differences
in the standard of care that is possible in one community versus another may exist based on a
variety of factors, including the allocation and availability of relevant health care resources (and
the ratio of these resources to the health care needs of individuals requiring them). If the ratio
between needed and available health care resources increases, the level of care that can be
provided in a community (or even institution) may vary accordingly, especially in comparison
with a setting where resource needs and demand are better balanced.

As available resources begin to decrease across entire communities, as they will during a
CSC incident, the impact on the level of care that can be provided across various communities
becomes greater. As a result, differential levels of care may be provided in different communities
during the incident, as well as compared with the same community operating in a time of
conventional care (Figure 5-2).

i Bl Community 1
[JCommunity 2
B [ JCommunity 3
[ JCommunity 4

Level of Care Based on Resource Availability

T T

Conventional Contingency Crisis

FIGURE 5-2 Model illustrating cross-community variability in the level of care based on resource
availability. In this model, the bars that correspond to conventional care illustrate the potential—and
normal—variation in the community standard of care (due to such differences as resource availability and
patient demand for services) within states at routine times. As the availability of resources (supplies,
space, and staff) decreases and demand for health care services increases during the shift from
contingency to crisis care, this variability may become less distinct, particularly as resources are fairly
and appropriately allocated through the CSC response system.
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Consistent processes or standards of care can help mitigate dramatic inconsistencies in
provided services that may lead to forum shopping, since similar types of care will be provided
across various settings as resources become less available (as is the case in situations requiring
the implementation of CSC). Thus, it is important not to be overly prescriptive as to what types
of care should be provided, but to encourage some flexibility across the system—especially in
various communities and institutions therein—to meet state/local needs (but without promoting
forum shopping).

The committee emphasizes that “consistent is not the same” and that such variations happen
under both crisis and noncrisis conditions. The goal is to incorporate consistency into planning
processes and the underlying tenets or principles used in planning. In fact, it is possible that input
from the public engagement processes within communities may lead to additional variations in
how care will be delivered in some communities. Again, coordination of CSC planning through a
state-led process may help minimize variations not necessitated by the factors discussed above.
More important, without consistent planning in communities across the state in advance of a
crisis and consistent implementation of CSC during such an incident, these expected variations
will be further accentuated when CSC are required. Thus the ideal way to maximize the
consistency of service provision in a crisis situation is to engage in CSC planning in advance of a
crisis and not when a crisis is already at hand.

TEMPLATE DESCRIPTIONS

Building on the five key elements of and milestones for developing state-level CSC plans, as
described in Chapters 1 and 2, respectively, and as outlined in detail in the committee’s letter
report (IOM, 2009), the two core function-based templates that follow are intended primarily to
provide detailed steps and structure to aid states in:

e cstablishing the planning structure for and developing a CSC plan within the state
(Template 5.1); and

e after its development, implementing the CSC plan within the state in response to a
disaster (Template 5.2).

These templates were developed to provide guidance for states that are already engaged in CSC
planning (so they can assess their planning efforts and identify any gaps), and to provide
guidance and a roadmap for states that have not yet initiated or are in the earlier stages of
planning.

These two templates can help define local roles and processes for CSC incidents when the
state is actively engaged in CSC efforts (as described earlier in this chapter). Following local
government efforts to partner with the state (also as described earlier in this chapter), if the state
is not actively engaged in CSC preparedness, the templates can also be used to help guide local
government agencies and/or regional planning and response activities. However, local
government partners should understand that, as it unfolds, a CSC incident will necessitate state
involvement and authorities. Therefore, not all components of the CSC planning and
implementation templates will apply directly to local government disaster efforts.

To further support CSC planning and implementation efforts, other chapters of this report
provide additional detail on critical planning components, including legal issues (Chapter 3);
cross-cutting ethical, palliative care, and mental health issues (Chapter 4); EMS/prehospital care
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(Chapter 6), hospitals and acute care (Chapter 7); out-of-hospital and alternate care systems
(Chapter 8); and public engagement (Chapter 9). Therefore, planners should use this chapter
together with those other chapters, referring to them for specific details.

Template 5.1. Core Functions for CSC Plan Development Within States

This template outlines the recommended core functions for states in their CSC planning
efforts (see also Figure 5-3). The template also provides the optimal tasks associated with
achieving each function. While the state health department should be the lead coordinating
agency for CSC planning and response in each state, a multidisciplinary group of experts from
within the state—with appropriate representation of local governments and other nonstate-level
partners—should be convened to develop the state-level CSC plan.

Function 1. Establishment of CSC Planning Committee. The state health department,
as the lead state agency for CSC planning and implementation, should establish and staff
at the state level a multidisciplinary (i.e., representing public health, emergency medical
services [EMS], emergency management, the health care system, community-based
practitioners, public safety, and other partners) and transparent state disaster medical
advisory committee (SDMAC), with an appropriate balance of local, regional, and state
representation, to draft the state CSC plan. An SDMAC or similar committee may
already exist in the state. If so, that existing committee, depending on its size and
composition, can be expanded or adapted to include the appropriate range of stakeholders
for conducting CSC planning.

The development of the CSC plan should ultimately be driven by stakeholders, with the
state serving the lead coordinating role in moving the CSC efforts forward and linking
various partners. Neither the state, a local government, nor a hospital alone can
effectively plan for or respond to catastrophic disasters. Effective CSC planning requires
true collaboration at all levels of government, from the local through the state (and even
federal) levels, and with the full range of nongovernment stakeholders (e.g., the health
care system).

Once the initial plan development has been completed (i.e., after each core function in
this template has been completed), the SDMAC can contract to a smaller, technical
committee of CSC experts that assumes operational responsibility during CSC incidents
or is otherwise available during routine times to inform and advise the state health
department, state leadership, and other stakeholders on CSC plan
development/improvement, implementation, and recovery issues. The technical
committee of CSC experts can also assist regional disaster medical advisory committees
and/or regional health care coalitions in engaging in CSC planning. The smaller SDMAC
group should identify and have access to a range of other experts (e.g., critical care, burn,
radiation injury, pediatrics) during a CSC response to ensure that a comprehensive range
of expertise is available.

During this phase of planning, it may also be necessary to promote the importance of a
disaster response framework for the state among elected officials and senior (i.e., cabinet-
level) state and local government leadership.
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STATE LEADERSHIP

(Public Health Agency, Emergency Management Agency, Governor)

Include
Multidisciplinary
Stakeholders

(local, regional, For CSC responses, a

state) small group of SDMAC
experts is available to
advise state leadership
on CSC issues.
Review and
Incorporate

Stakeholder Input

Review and Incorporate
Response Lessons
Learned, New
Guidance, and
Stakeholder Input

FIGURE 5-3 Core functions for CSC plan development within states.
NOTE: SDMAC = state disaster medical advisory committee.
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Function 2. Plan Drafting. Plan drafting should occur once there is solid state agency
and stakeholder (at all levels, from local to state) investment in the CSC planning process
and when the state and its stakeholder partners have sufficient background to develop the
state plan. The SDMAC should first assess the existing CSC literature and CSC planning
efforts (e.g., at the local or health care system level) already occurring within the state
and in neighboring jurisdictions, and consult and coordinate with various stakeholders to
promote and ensure consistency in intrastate and interstate CSC planning and
implementation. The SDMAC should also consult with the state health department
general counsel or attorney general’s office, as applicable, to conduct a CSC legal
assessment and ensure the development of a legal framework for CSC implementation in
the state.

The SDMAC should then begin drafting the CSC plan. The plan should be based on the
vision, key elements, and recommendations outlined in the committee’s 2009 letter report
and summarized in Chapter 1 of this report, as well as on the specific recommendations,
guidance, and functions set forth in this report. Once the draft plan has been developed,
state health department leadership (and other state and local leadership, as applicable)
should review the plan and collaborate with the SDMAC on any needed revisions.

Function 3. Plan Introduction and Review—Stakeholder and Public Engagement.
As described in detail in Chapter 9, public and stakeholder review of the state CSC plan
(or key planning concepts or components of the plan) is critical. Following the state
health department’s review of the plan and any needed revisions, the state health
department, with the support of the SDMAC, should coordinate the introduction of the
draft CSC plan to stakeholders and the public for review and comment.

State health agencies should determine which agency or agencies will assume
responsibility for conducting such activities (e.g., state health department or local health
departments). Given that such engagement activities will involve community members—
whether stakeholders or the lay public—local health departments should be involved as
early as possible in the engagement planning process. States also should coordinate with
local health departments on the importance of CSC planning and on the planning roles at
the state, regional, and local levels; with health care stakeholders (including out-of-
hospital practitioners and practitioners affiliated with hospitals, institutions, and
coalitions) so they understand their roles and state roles in CSC planning and
implementation; and with the public (in particular, at-risk populations).

The state should ensure that findings resulting from state- and locally led public
engagement activities are shared with local health departments and other state, regional,
and local planning partners, as appropriate, and are used to help inform the state-level
CSC planning process and any corresponding regional and local planning efforts. Further,
the state health department, with support of the SDMAC, should brief public officials
within the state regarding the CSC plan, their roles in a CSC response, and the types of
decisions they may need to make during such an incident.
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During this review phase, the plan also should be reviewed closely by state legal counsel
(e.g., state health department counsel) to ensure that it describes legal authorities
appropriately and that recommended actions therein are undertaken in accordance with
applicable federal, state, and local laws and regulations (see Chapter 3).

Function 4. Plan Revision. After all public engagement and state (and local, as
appropriate) review activities have been completed, the state health department and the
SDMAC should carefully review stakeholder input and make appropriate changes before
finalizing the CSC plan. Following this review, they should revise the draft plan as
needed and should consult with stakeholders about any clarifications or concerns. Where
needed, substantive changes should also be reviewed and approved by state officials (e.g.,
legal counsel should confirm any revisions related to legal authorities).

Function 5. Plan Adoption, Notification, and Dissemination. After the appropriate
revisions (based on stakeholder input as described in Function 3 above) have been
incorporated into the CSC plan, the plan should be approved and adopted by state health
department leadership (and other state leadership, if necessary, depending on the state’s
lines of authority). While the state CSC plan will be developed in collaboration with
stakeholders to address and balance the range of state, regional, and local planning needs
and issues, the plan itself should be housed and maintained at the state level to ensure that
it is accessible to all relevant parties.

For example, the state health department, which is best positioned to maintain the CSC
plan, should work with the state emergency management agency (EMA) to integrate the
plan, as applicable, into the state emergency operations plan (EOP) (e.g., in the
Emergency Support Function [ESF]-8 public health and medical annex), state surge
capacity plan or annex, or other appropriate state emergency response plan(s). State
health officials should, as appropriate, also provide notice to public officials in the state
and other stakeholders (including interstate and federal) about the adoption of the state
CSC plan and its processes. In particular, state officials and the SDMAC should ensure
that their regional partners (e.g., the regional disaster medical advisory committee
[RDMAC]) and local health agency/local government partners promptly receive the plan
for incorporation into regional and/or local CSC planning efforts (e.g., as part of the
health and medical annex of the local jurisdiction’s EOP). A public version of the plan
should be made available on the state health department or other appropriate state agency
website.

Function 6. Plan Maintenance. The state health department and the SDMAC will be
responsible for ensuring that the state CSC plan is operational and ready for activation
through such activities as reviewing and updating the plan on a regular or as-needed basis
(e.g., following a CSC or other health emergency to incorporate lessons learned, the
issuance of new guidance, and stakeholder input); conducting ongoing education with the
public and stakeholders at all levels (local, state, and federal as necessary) and ongoing
engagement with public officials at all levels of government about the plan and its
implementation; tracking developments in CSC planning and guidance (within and
external to the state); conducting workshops, tabletop exercises, and functional exercises
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involving the state CSC plan at the state, regional, and local levels in conjunction with
EMA, public health, and hospital and health care coalition exercises, when possible;
soliciting input from stakeholders and the public about the plan, including continuing to
conduct public engagement activities, as needed; and notifying stakeholders and the
public, as necessary, of any substantive plan updates. The state health department legal
counsel (or, as applicable, others at the state level) also should work to revise state legal
and regulatory authorities to address CSC needs if necessary.

Template 5.2. Core Functions for Implementing CSC Plans in States During CSC Incidents

This template outlines the recommended functions and tasks associated with implementing
the state CSC plan during a catastrophic disaster. It is not intended to provide an exhaustive list
of all local, regional, and state emergency management and public health emergency response
processes, actions, and requirements. Rather, it focuses on the core functions that encompass the
full range of a CSC-level response, from alerting and activation through demobilization of the
plan and recovery.

While the full state disaster medical advisory committee (SDMAC) will have a pivotal role
during the state CSC planning phase (Template 5.1), the authorities and responsibilities of the
state health department and other state (and local, as applicable) agencies and leadership include
assuming the lead in the response to a CSC incident. However, a pre-established technical
subgroup of the SDMAC should be available throughout the incident to advise state leadership
on CSC response issues.

Function 1. Alerting and Activation. The state health department and state emergency
management agency (EMA) should be able to receive and manage emergency alerts and
requests from stakeholders (in particular, from local health department/local government,
health care, and emergency management partners) that may trigger activation of the state
CSC plan. If the state receives emergency information that indicates the need to activate
its CSC plan, the state health department, as the lead state agency for CSC, should
activate and, throughout the emergency, consult with the technical subgroup of the
SDMAC, as well as with applicable state (e.g., governor, state EMA) and local (e.g.,
mayor, county executive, local health department) leadership, to assess the emergency
and make an informed decision about activation of the state-level CSC plan.

Plan activation and response actions should follow established emergency management
processes, including ensuring that the appropriate state and local emergency declarations
(e.g., public health emergency, catastrophic health emergency, state of emergency, or
civil defense emergency, depending on the jurisdiction) are made or requested. The state
health department should activate components of the state CSC plan based on the above
assessment and on the ethical principles and indicators and triggers outlined in the plan
(see Figure 5-4).
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Declaration of Emergency
(public health or other emergency, by governor
or state secretary of health)

Directive to Use CSC
(e.g., order issued by state secretary of health, when
determined to be necessary to assure the maintenance of
public health and/or prevention of disease)

Guiding/Ethical Principles for CSC
(as previously determined through the state
CSC planning process)

SDMAC
(Full Committee: conducts pre-event CSC plan development)
(Subgroup: serves as state’s expert advisory group during
CSC response)

Priorities for Allocation of Clinical Protocols for CSC
Medical Resources (e.g., ventilator use, consistent
(e.d., ventilators, vaccine) with the guiding principles)

FIGURE 5-4 Example algorithm to frame state CSC implementation actions and decisions.
SOURCE: Levin et al., 2009.

Concurrently with activation of the state CSC plan, the state health department and state
EMA should support and work closely with local and regional partners to activate local
and/or regional emergency planning and response committees, emergency operations
centers (EOCs), emergency plans (including any local CSC response plans based on the
state plan), and mutual-aid agreements, as applicable. State legal counsel also should be
consulted closely on a range of legal issues, including the use of response authorities,
various response actions, existing or needed liability protections, and regulatory
requirements (or waivers thereof) (see Chapter 3).

Function 2. Notification. It is the responsibility of the state health department and state
EMA to provide immediate notification—through pre-established, redundant, and
interoperable communication systems—of activation of the state CSC plan and any
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related emergency declarations, and to provide access to the plan (e.g., via the state health
department and state EMA websites) to applicable local, regional, state, federal, and
private-sector stakeholders (e.g., state and local public officials, state health department
and EMA staff, local health departments, local EMAs, health care entities, interstate and
federal partners). In turn, these stakeholders should collaborate closely with their
response partners to ensure full and prompt awareness of plan implementation.

The state health department, or other state agency as appropriate, also should provide
timely and consistent notification to the media and the public about the emergency
situation and CSC plan activation. Risk communication should focus on sustaining and
building the public’s trust by clearly addressing what the problem is; what is being done;
what is the expected duration/solution; where they can go (or should not go) to receive
health care; what emergency declarations have been issued; how public safety, health
services, and public health will be affected; and what is not currently known (see also
Function 4 below).

Function 3. Command and Control, Communications, and Coordination. For
command and control, the state EMA (with, as applicable, support of the state health
department as the lead state agency for CSC) implements/expands the incident command
system (ICS) consistent with incident-driven demands and activates the state EOC at a
level appropriate to the situation. The state EMA provides support and makes
recommendations, as needed, to local and regional EMAs on activation of local and
regional EOCs and response plans. The state EMA and state health department also
ensure that command staff are trained in CSC plan components and response and
understand their roles, as well as the roles of local, regional, state, and federal
stakeholders, in the state’s CSC response. States and local jurisdictions that have public
health department EOCs should activate and ensure appropriate operation of such
operations centers (including providing notification of EOC activation to response
partners).

For communications, the state should have established policies and procedures for
providing, receiving, and maintaining information that enables situational awareness
throughout the CSC response and for communicating that information to stakeholders at
all levels (e.g., through health alert networks, e-mail, text messaging, paging, telephone,
amateur radio, satellite telephone, fax, social media). It is critical that the state have the
ability to maintain proactive and transparent bidirectional communications throughout the
CSC incident with the public, media, and stakeholders at the local through the state level.

For coordination, the state EMA and command staff, in collaboration with the state
health agency, should be capable of serving as the interface for resource requests and
managing the acquisition or donation process (as well as any existing plans for resource
triage/allocation) (e.g., through the Emergency Management Assistance Compact
[EMAC]) with response partners. In addition, many substate regional health care
coalitions that have established their Medical Surge Capacity and Capability (MSCC)
Tier 2 support Medical Advisory Committees can use them to assist in the coordination
of medical resources, including beds, supplies, and situational awareness. All response
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partners in the state also should be able to document response actions, including the
tracking of resources, expenses, and lessons learned. States and local jurisdictions with
public health department EOCs that are integrated into the state’s or local jurisdiction’s
overall emergency management system should coordinate, as applicable, health care
resource requests and allocations.

Function 4. Public Information. Because of its lead CSC role and expertise in public
health and medical issues, the state health department should be responsible for
overseeing the development of public and risk communication messaging at the state
level. To facilitate timely and consistent risk communication during a CSC emergency,
the state health department and state EMA should leverage pre-existing relationships with
applicable media partners and communication processes and mechanisms (e.g., websites,
calling programs, e-mail, social media). The state EMA and/or state health department
(depending on pre-established risk communication roles in the state) should coordinate
the dissemination of risk communication messages and participate in joint information
system and joint information center activities. Independent local health departments (e.g.,
an independent health department for a large city), other local health departments (as
applicable, based on the public health department structure within the state), or local
government agencies also should be responsible for public and risk communication
messaging for their jurisdictions in coordination with state messaging (and vice versa).
Given the critical need for communication processes to be coordinated, state agencies
should make every effort to work with local and other partners to ensure that messaging
is appropriate, consistent, and effective.

Function 5. Operations. CSC operations occurring within a state should be considered
in the context of the continuum of care (i.e., from conventional to contingency to crisis)
(Figure 5-5; see also Chapter 2). For conventional care situations, government response
partners should understand the roles and authorities of health care sector partners in
augmenting emergency medical care through medically approved triage, treatment, and
transport protocols and in using normal modes of transportation, staffing, and equipment,
including mutual-aid agreements. Government response partners also should coordinate
and provide guidance on the delivery of care for health care providers, as applicable.

For contingency care situations, government response partners should understand how to
implement response plans and intrastate and interstate mutual-aid agreements to
substitute, conserve, and adapt staffing, transportation, patient triage, and destinations.
They also should coordinate and provide guidance on the delivery of care for health care
providers, as applicable.
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FIGURE 5-5 State response structure along the continuum of care: Conventional to crisis.
NOTE: EMA = emergency management agency; EOC = emergency operations center LHD = local
health department; SHD = state health department; SDMAC = state disaster medical advisory committee.

For crisis care situations, government response partners should understand how to execute mass
casualty, surge capacity, and CSC plans to maximize resources for meeting broad public health
needs; should coordinate and provide guidance on the delivery of care under CSC for health care
providers; and, as appropriate, should be able to link to and coordinate with federal and interstate
response partners. Given the critical need for operations to be coordinated, state agencies should
make every effort to work with local, regional, and other relevant partners to ensure that
operations are appropriate and effective.

Although mental health resources are limited in many jurisdictions, mental health care
under CSC will require specific competencies among mental health, social services, and
health care staff (discussed in detail in the mental health section of Chapter 4).
Simultaneously, efforts should be made to enhance community resilience through
“neighbor-to-neighbor, family-to-family” support systems (such as by applying certain
psychological first aid models specifically created for use by community members) as
needed. The resilience of the health care workforce, including those in emergency
medical services (EMS), is paramount to the success of the state’s CSC strategy.

One-time, one-size-fits-all approaches, such as some stress debriefing once common in
EMS settings, no longer are recommended and may result in exacerbating the mental
health problems of those most affected by a crisis (Bisson et al., 1997, 2007; IASC, 2007,
McNally et al., 2003; NIMH, 2002). Those approaches have been replaced by more
integrated preparedness efforts to enhance the resilience of the workforce specifically
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around mass casualty events, as part of CSC preparedness, by addressing their needs
during response and recovery (Schreiber and Shields, 2012).

Integrated mental health operations should be a part of EMS incident command
operations within overall ICS/EOC and medical/health operations. Recent models
developed for Los Angeles County, Seattle/King County, the American Red Cross’s
National Operations Center/Disaster Mental Health, and a national prototype specifically
for children utilize real-time situational awareness of triage for mental health risk among
patients and disaster victims and responders (including health care workers, EMS
workers, and their families). This includes situational awareness across various disaster
systems of care (e.g., hospitals, schools, shelters, public health settings) to guide mental
health operations within the ICS (Schreiber et al., in press). Also recommended is a
common operating picture of:

e population-level mental health risks (traumatic loss, multiple traumatic losses),
using a common rapid mental health triage system across disaster systems of care,
including EMS;

e mental health risks among EMS and health care workers; and

e mental health resources, including the use of emerging national models of
Internet-based intervention (Ruggiero et al., 20006).

Addressing the social and psychological challenges of CSC requires the use of the triage-
driven mental health incident management system, as well as community resilience
efforts based on community engagement during the CSC planning phase (see Chapter 9).
Also required are basic “neighbor-to-neighbor, family-to-family” psychological first aid
competencies that leverage community members, responders, and family members as the
first line of psychosocial support (see the American Red Cross’s “Coping in Times of
Crises” and the “Listen, Protect and Connect” psychological first aid models ).

The state CSC response also should address palliative care for all patients. The response
should encompass palliative care principles and triage tools, supply issues for patients
(including those who will not receive other treatment modalities), and recommendations
for management of fatalities (see the palliative care section of Chapter 4). It is the state’s
responsibility to provide information on palliative care training (including just-in-time
training) to stakeholders and public information on palliative care (including the
management of at-home deaths) during the response. In addition, the state needs to work
with partners to ensure that appropriate palliative care is available during a CSC
response.

Finally, the state CSC response should include working in close collaboration with local
agencies to identify and address the functional needs of at-risk populations, including
certain patient groups (e.g., pediatric, maternal, burn, elderly), as well as specific
linguistic, cultural, ethnic, and other groups (Andrulis et al., 2007, 2011; Drexel
University Center for Health Equality, 2008) that may require special consideration with
respect to risk communication, transportation, treatment, equipment, and supplies. To
ensure that such needs are appropriately met, the state should conduct a preliminary
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needs assessment at the outset of the CSC incident and continually monitor, assess, and
provide support for the needs of these populations throughout the response in
collaboration with local and regional partners.

Function 6. Logistics. Logistics for a CSC response can be organized around staff,
supplies, and space. Given the critical need for logistics to be coordinated, state agencies
should make every effort to work with local, regional, and other partners (including the
private sector) to ensure that logistics are appropriate and effective.

For staff, government response partners should have a clear understanding of the
available staffing resources and needs within the state and utilize a resource monitoring
system to track those resources. When staffing resources are needed, government
response partners should understand when to activate mutual-aid agreements and utilize
established legal processes for supplementing and allocating the workforce (e.g., through
the Medical Reserve Corps, the Emergency System for Advance Registration of
Volunteer Health Professionals, state strike teams, National Disaster Medical System
[NDMS] teams, scope-of-practice expansions). Government response partners also
should help ensure the safety of their staff and of responders and their family members by
providing personal preparedness training.

For supplies, government response partners should understand the types and locations of
applicable resources (e.g., stockpiles of medical countermeasures, equipment trailers)
available within the state and whether such resources fall under mutual-aid agreements.
They also should know the processes for appropriately requesting, accepting, and
utilizing resources from other jurisdictions (e.g., through EMAC) and from federal
partners (e.g., Strategic National Stockpile [SNS] assets, NDMS teams), as well as how
to donate resources to other jurisdictions. For highly at-risk supplies, government
response partners can identify and share with applicable stakeholders strategies for their
appropriate substitution, conservation, adaptation, reuse, and reallocation, and also utilize
resource tracking methods to monitor the availability of applicable resources during the
CSC response.

For space, government response partners should have awareness of the types and
locations of applicable space resources related to CSC and the alternate care system in the
state (see Chapter 8). They also should have systems for tracking available beds and
alternate patient care space (e.g., beds in storage, cots, beds for lease, and other potential
sources); be capable of accepting requests for such space; and develop plans for
maximizing available space and converting non-patient care areas to patient care, as
necessary. Government response partners, particularly at the state level, should be
capable of making the necessary legal and regulatory changes (and coordinating with
federal health care facility regulators, as applicable) to authorize the use of alternate
patient care space during a CSC incident.

Consistent with broader surge capacity planning, the development of an outpatient
capability will be important in helping to defray the patient surge at hospitals, thereby
reducing the likelihood that, if not simply the time within which, a community must
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transition from conventional to contingency and to crisis response. The planning and
execution of the development of alternate care system functions should be government
driven and involve the coordination and collaboration of both public and private health
care and non-health care partners. Preferential use of municipal buildings may help
expedite the planning. Coordination with the private health care sector will be necessary,
particularly in supporting staffing needs and the development of medical care protocols
and related medical expertise.

Function 7. Termination, Demobilization, Recovery, and Evaluation. With support of
the SDMAC, the state health department and state EMA, as well as local government
response partners, should understand when to deactivate or scale down the state CSC plan
and what their roles in deactivation are. Through established communication systems,
they will need to notify stakeholders, media, and the public of the rationale for
deactivating the state CSC plan and shifting back to contingency or conventional care,
and what such deactivation means. If possible, health care stakeholders should receive
advance notice of deactivation so they can plan appropriately for the shift to contingency
or conventional care. Given the critical need for demobilization efforts to be coordinated,
state agencies should make every effort to work with local and other partners to ensure
that demobilization activities are appropriate and effective.

To document response efforts and improve future disaster responses, government
response partners in the state, with support of the SDMAC, should coordinate a
comprehensive evaluation of the response, including developing an after-action report
and implementing improvement plan items. This documentation should be coordinated
with appropriate other players in the response, including regional partners and local
government, as well as health care and other partners. Government response partners also
should understand their roles in the recovery phase, including ongoing mental health
operations for the public and for health care practitioners.
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Template 5.1. Core Functions for CSC Plan Development

(Within States)

Function 1. Establishment of CSC Planning Committee

Task 1
State public health agency is identified as the lead state agency for
CSC planning and implementation.

Task 2

State health department establishes and staffs a state-level,
multidisciplinary, and transparent state disaster medical advisory
committee (SDMAC) to draft the state CSC plan. During a CSC
response, a smaller, technical subgroup of the SDMAC is available to
serve as an operational, expert advisory body to inform and advise the
state health department, state leadership, and other stakeholders on
CSC plan development, implementation, and recovery issues.

Full SDMAC meets as needed. Full SDMAC CSC plan drafting group
includes a broad range of stakeholders, such as:

* state health department;

¢ |ocal health departments and other local government agencies;

e state emergency management agency (EMA);

* state homeland security office;

¢ health care (including SDMAC members if such a committee
already exists, regional medical coordination centers or regional
DMACs [RDMACs], health care coalitions, private practitioners,
hospitals, health care systems, specialty hospitals, professional
boards and associations, and emergency medical services
[EMSD);

¢ medical examiner;

e ethics experts;

e attorneys;

* academics;

e community members;

* representatives of at-risk populations (e.g., pediatric, mental
health);

* governor’s office;

¢ National Guard,;

* Department of Veterans Affairs (VA) health care facilities (if
located within the state);

* Department of Defense (DOD) health care facilities (if located
within the state); and

» others as applicable (including federal partners, such as
Department of Health and Human Services [HHS] regional
emergency coordinators [RECs])

Task 3
SDMAC recommends to the state the CSC response structure that
would work best in the state (e.g., based on existing structures,

Notes and Resources

An SDMAC or similar
committee may
already exist in the
state. If so, that
existing committee
can be adapted to
conduct CSC planning,
ensuring that its
membership includes
the appropriate range
of stakeholders. After
the planning phase, the
SDMAC can contract
to a smaller, technical
subgroup that
assumes operational
responsibility for
advising the state
during CSC incidents.
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strengths, and authorities of public health, emergency management,
and health systems within the state).

Function 2. Plan Drafting

Notes and Resources
Task 1

SDMAC assesses existing CSC literature, plans, guidance, and planning
efforts, including CSC efforts already occurring within the state (e.g.,
led by local jurisdictions or health care facilities/systems) and in
neighboring jurisdictions.

Task 2

SDMAC consults and coordinates, as applicable, with stakeholders
involved in existing health care facility, local, and regional (including
regional medical coordination center or RDMAC) CSC planning
efforts within the state—and in neighboring states—to promote

and ensure consistency in intrastate and interstate CSC planning

and implementation processes. State health department (and the
SDMAUC, as applicable) engages with local health departments on the
importance of—and their role in—CSC planning and implementation.

Task 3

SDMAC consults and coordinates with the state health department
general counsel/attorney general’s office, as applicable, to conduct a
CSC legal assessment by identifying and developing an inventory of
applicable federal, state, and local legal authorities and regulations (and
identifying areas that need strengthening) applicable to CSC, including
those related to the following (see also Chapter 3):

¢ emergency declarations,

e sources of liability,

* liability protections,

¢ licensing and credentialing,

¢ mutual aid agreements,

» scopes of practice,

¢ regulation of the state’s health care facilities and practitioners
(including regarding care provided at alternate care sites during
CSC conditions), and

e dispute resolution regarding CSC decisions.

Task 4
Following state agency and stakeholder investment in the CSC planning More detail is provided
process, and when the state has sufficient background to develop about each of the five
the plan, SDMAC drafts the state CSC plan. At all levels, the CSC plan key elements in the
should include the following key elements: chapters indicated
below:
e ethical considerations; e Ethical
e community and provider engagement, education, and considerations—
communication; Chapter 4

e legal authority and environment; e Community

¢ indicators and triggers; and and provider

¢ clinical processes and operations. engagement,

education, and
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Specifically, the plan should: communication—
Chapter 9

* establish lines of authority and clear roles and responsibilities e Legal authority
of stakeholders (e.g., state health department, local health and environment—
departments, state EMA, local EMAs, EMS, health care, federal Chapter 3
partners); ¢ |Indicators and

* identify clinical and administrative triggers for activating and triggers—Chapter 7
terminating state CSC plan components (e.g., following local e Clinical processes
health department or local EMA reports of specific indicators and operations—
of health care surge, critical infrastructure disruption, failure Chapter 7

of contingency surge capacity; following a formal declaration
of emergency by the governor and activation of the state CSC
plan by the state health department), and identify indicators to
prompt consideration of plan activation;

* establish connectivity and uniformity, as applicable, with local,
regional, interstate, and federal CSC planning efforts to ensure
consistency in CSC planning and implementation;

e identify, in collaboration with state and local EMAs,
communication systems for ensuring connectivity during a CSC
incident;

e incorporate risk communication strategies specific to
catastrophic disaster response that include coping messages;

* identify processes for coordinating and facilitating resource
requests and allocations (e.g., define role of state EMA in
managing requests and allocations within and across states and
with federal assets);

¢ ensure that local and state response plans include clear
provisions that permit adaptations of EMS systems under
disaster response conditions, including changes in protocols,
practices, and personnel;

» establish routine and crisis monitoring/reporting mechanisms
for documenting and analyzing normative levels of seasonal and
incident-based health care demand, resources, capacity, and
staffing at local, regional, and state levels;

¢ acknowledge the state role in determining when public alternate
care sites are needed, and provide the leadership to support
their opening and operation (see Chapter 8);

« promote collaboration with federal partners (e.g., HHS/Office of
the Assistant Secretary for Preparedness and Response [ASPR],
HHS RECs) and consistency in scope of care for federally
deployed Emergency Support Function (ESF)-8 assets (i.e,,
across federal teams and with the state and local entities these
federal teams support);

» integrate palliative care planning and resource/knowledge
assessment into planning and educational processes (see
Chapter 4); and

¢ address the needs of at-risk populations (e.g., mental health
patients including responders and their families; pediatric
populations) (see Chapter 4) through specific concept of
operations (CONOPS) components, and include a “responder
resilience” system for all responders.

Task 5
State health department leadership reviews the state CSC plan and
collaborates with the SDMAC on revising the plan, if needed, prior to
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its introduction and stakeholder/public engagement (as outlined in
Function 3).

Function 3. Plan Introduction and Review—Stakeholder and Public
Engagement

Task 1

State health department, with the support of the SDMAC, continues to
engage regularly with local health departments on CSC planning. Local
health departments:

¢ understand their role in CSC planning and response;

* understand the role of local health care stakeholders in CSC
planning and response;

¢ understand state CSC processes;

e understand applicable federal, state, and local legal authorities
and existing mutual aid agreements and processes; and

¢ have the opportunity to review and provide comments on the
draft state CSC plan.

Task 2

State health department, with the support of the SDMAC, continues
to engage with health care stakeholders (including practitioners,
institutions, and coalitions) on CSC planning. Health care stakeholders:

¢ understand their role in CSC planning and response,

¢ understand state and local CSC planning and response roles and
processes, and

¢ have the opportunity to review and provide comments on the
draft state CSC plan.

Task 3
To engage the public (including at-risk populations), state health
department, with support of the SDMAC (see Chapter 9):

¢ determines when to conduct, and which agency or agencies will
assume responsibility for coordinating and conducting, public
engagement activities (i.e., state health department or local
health departments);

¢ ensures that meaningful public engagement activities occur;

* applies public engagement findings to help inform the state CSC
plan;

* shares public engagement findings with local health
departments throughout the state to help inform local and
regional CSC planning efforts; and

* makes a summary of the draft state CSC plan available for public
review and comment.

Task 4

State health department, with support of the SDMAC, briefs applicable
public officials within the state on the CSC plan and their roles in a CSC
response.

Task 5

State CSC plan is reviewed by state legal counsel (e.g., state health
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department counsel) to ensure that the plan describes legal authorities
appropriately and that recommended actions in the plan are
undertaken in accordance with applicable federal, state, and local laws
and regulations (see Chapter 3).

Task 6
State health department and the SDMAC review input from Function 3
actions and update the draft state CSC plan as needed.

Function 4. Plan Revision

Task 1

State health department and the SDMAC carefully review the input of
stakeholders, the public, and legal counsel before finalizing the state
CSC plan.

Task 2

Following this review, state health department and the SDMAC revise
the draft plan as needed and, as appropriate, consult with stakeholders
about any clarifications or concerns. Where needed, substantive
changes are reviewed and approved by the appropriate state officials.

Function 5. Plan Adoption, Notification, and Dissemination

Task 1

State health department leadership approves and adopts the CSC plan,
and works with the state EMA to integrate it into the state emergency
operations plan (EOP) (ESF-8 public health and medical annex) and
state surge capacity plan/annex or other state emergency response
plan(s), as applicable.

Task 2

State health department notifies public officials of plan adoption;
state health department informs applicable stakeholders (including
interstate and federal) about plan adoption and processes. In particular,
local health departments and local EMAs are informed of the plan’s
adoption and are provided the plan so they can incorporate it into
local emergency planning efforts (e.g., local EOP health and medical
annex or surge plan for local implementation of the state CSC plan)
and inform their local response partners (especially the health care
community). Legal issues related to CSC are disseminated to legal
partners (e.g., the judicial system through bench books; hospital legal
counsel).

Task 3

State and local health departments support health care facility and
system surge capacity and planning efforts, including by developing
protocols and plans for allocation of scarce resources so these plans
can coalesce at the regional hospital coalition level.

Task 4
State health department makes a public version of the state CSC plan
available on the state health department website for public access.
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Function 6. Plan Maintenance

Task 1
State health department and the SDMAC ensure that the state CSC plan
is operational and ready for activation by:

e conducting ongoing education with stakeholders, public officials,
and the public about the plan and its implementation;

¢ tracking developments in CSC planning and guidance (within
and external to the state), developing a process for continuous
assessment of routine and catastrophic disaster response
capabilities based on existing information and knowledge
management platforms, and creating a mechanism for ensuring
that CSC milestones are being achieved,;

« conducting annual workshops, tabletop exercises, and functional
exercises involving the state CSC plan at the interstate, state,
regional, and local levels in conjunction with state/local EMA,
public health, hospital, and federal exercises and partners, when
feasible;

¢ reviewing and updating the plan on a regular basis or as needed
(using information gained through provider and community
engagement and through exercises and actual emergencies) as
elements of a disaster planning process improvement cycle;

* soliciting input from stakeholders and the public about the plan,
including continuing to conduct public engagement activities, as
needed; and

* notifying stakeholders and the public, as necessary, of any
substantive plan updates.

Task 2

State health department general counsel (or others at the state level)
work to revise state legal and regulatory authorities to address CSC
needs if necessary (see Chapter 3).
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Template 5.2. Core Functions for Implementing CSC Plans in

States During CSC Incidents

Function 1. Alerting and Activation

Task 1

State health department and the state emergency management agency
(EMA) are able to receive and manage emergency alerts that may
trigger activation of the state CSC plan from stakeholders, including
local public health, health care, and emergency management partners.

Task 2

Upon receiving emergency information suggesting the need for
activation of the state CSC plan, state health department (as the
lead state agency for CSC) activates and consults with the state
disaster medical advisory committee (SDMAC), and also consults
with applicable state (e.g., governor, EMA) and local (e.g., mayor, local
health department) leadership to assess the situation and make a
determination on activation of the state CSC plan. Routine and crisis
monitoring and reporting mechanisms are developed to establish
local, regional, and state normative levels of seasonal/incident-based
demand, resources, capacity (beds), and staffing.

Task 3

Before or concurrently with health department activation of the state
CSC plan, state health department ensures that applicable state

and local emergency declarations (e.g., public health emergency,
catastrophic health emergency, state of emergency, or civil defense
emergency, depending on the jurisdiction) are made or requested,;
the state also understands applicable federal, state, and local legal
authorities and regulations (see Chapter 3).

Task 4

State health department activates components of the state CSC

plan based on indicators and triggers outlined in the plan and on the
assessment performed under Task 2 above; the state health department
and state EMA also work with state, regional, and local partners to
activate local and/or regional CSC or other emergency plans and
mutual aid agreements, as applicable.

Task 5

Throughout the emergency, SDMAC members are available to the state
for consultation, and the state health department and SDMAC are able
to continually assess the situation, including whether the state CSC plan
should remain activated.

Function 2. Notification

Task 1
State health department and the state EMA provide immediate
notification through pre-established communication systems
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of activation of the state CSC plan (and any related emergency
declarations). They also provide access to the plan (e.g., via the state
health department website) to applicable local, regional, state, federal,
and private-sector stakeholders, including

e public officials;

« state health department staff;

* state EMA staff;

¢ |ocal health departments and other local government agencies;

e |ocal EMAS;

¢ health care entities (e.g., regional medical coordination centers
or regional DMACs, local clinical care committee[s] and triage
team([s], health care coalitions, private practitioners, hospitals,
health care systems, specialty hospitals, mental health agencies,
professional boards and associations, and emergency medical
services [EMSD);

¢ interstate partners (e.g., neighboring states); and

« federal partners (e.g., Department of Health and Human Services
[HHS] regional emergency coordinators [RECs]).

Task 2

State health department (or other state agency, as appropriate)
notifies media and the public of the emergency situation and CSC plan
activation, including what the problem is; what is being done; what is
the expected duration/solution; what emergency declarations have
been issued; and how public safety, health services, and public health
will be affected.

Task 3

State EMA and the state health department ensure that notification
mechanisms account for redundancy and interoperability in the event
the disaster affects usual means of contact.

Function 3. Command and Control, Communications, and Coordination

Command and Control

Task 1

State EMA (with, as applicable, support of the state health department
as the lead state agency for CSC) implements/expands the incident
command system (ICS) consistent with event-driven demands and
activates the state emergency operations center (EOC) at a level
appropriate to the situation. The state EMA makes recommendations,
as needed, to local EMAs on activation of local EOCs and response
plans (see Chapter 6).

Task 2

State EMA and the state health department ensure that command staff:

e are trained in CSC plan components and response;

e understand their roles, as well as the roles of local, regional,
state, and federal stakeholders, in the state CSC response;

¢ are well-versed in incident action planning during longer-term
events;
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¢ have access to appropriate resources (e.g., job aids) to guide
decision making; and

¢ understand the role of the SDMAC and any regional medical
coordination centers or regional DMACs, as well as the means
by which information is received by or communicated to these
bodies.

Communications
Task 3

State has policies and procedures in place for providing, receiving, and
maintaining information that enables situational awareness throughout
the response and for communicating information to stakeholders
through a range of communication systems (e.g., Internet, radio, social
media).

Task 4

State should have the ability to maintain proactive and transparent
communications throughout the CSC incident with the public, media,
and stakeholders, including

¢ state agencies and leadership;

¢ |ocal health departments;

e local EMAS;

¢ the health care system (e.g., regional medical coordination
centers or regional DMACSs, local clinical care committees
and triage teams, health care coalitions, private practitioners,
hospitals, health care systems, specialty hospitals, professional
boards and associations, and EMS);

¢ interstate partners (e.g., neighboring states); and

» federal partners (e.g., HHS RECs)

Task 5

State EMA and the state health department ensure that communication
systems account for redundancy and interoperability in the event the
disaster affects usual means of contact.

Coordination
Task 6

State EMA and command staff, in collaboration with the state health
department, are capable of serving as the interface for resource
requests and managing the acquisition or donation process (as well
as any existing plans for resource triage/allocation) (e.g., through the
Emergency Management Assistance Compact [EMAC]) with:

¢ |ocal health departments and local EMAs;

» |ocal/regional health care coalitions;

¢ other intrastate and regional partners, as well as interstate
partners; and

« federal partners (e.g., HHS).

Task 7

State health department, the state EMA, and other state agencies, as
applicable, are capable of documenting response actions, including
tracking of resources and expenses.
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Function 4. Public Information

Task 1

State health department and the state EMA implement (and adapt as
needed for the emergency) pre-established risk communication plans
for routine and catastrophic disaster response.

Task 2

State health department and the state EMA leverage pre-existing
relationships with applicable media partners to facilitate risk
communication during the emergency.

Task 3

State health department and the state EMA have processes

and mechanisms in place to ensure appropriate and timely risk
communication and consistent messaging to the public via the media
(e.g., websites, calling programs, e-mail, social media).

Task 4

State health department coordinates the development of messaging
for public information/risk communication efforts (including where to
direct those interested in volunteering for the response).

Task 5

State EMA and/or the state health department (depending on pre-
established risk communication roles in the state) coordinate risk
communication and participate in joint information system and joint
information center activities.

Function 5. Operations

Conventional Operations Notes and Resources
Task 1

For conventional care situations, state understands the roles and See Chapter 2 of
authorities of health care sector partners in augmenting emergency this report and the
medical care through medically approved triage, treatment, and committee’s 2009
transport protocols and in using normal modes of transportation, letter report for
staffing, and equipment, including mutual aid agreements. The state additional detail

also coordinates and provides guidance on the delivery of care for on conventional,
health care providers, as applicable. Sharing of resources through contingency, and crisis
mutual aid agreements and mechanisms is encouraged/promoted. care.

Contingency Operations
Task 2

For contingency care situations, state understands how to implement
various applicable emergency response plans and intrastate and
interstate mutual aid agreements to substitute, conserve, and adapt
staffing, transportation, patient triage, and destinations. The state also
coordinates and provides guidance on the delivery of care for health
care providers, as applicable. Sharing of resources through mutual aid
agreements and mechanisms is encouraged/promoted.
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Crisis Operations
Task 3

For crisis care situations, state understands how to execute mass
casualty, surge capacity, and CSC plans to maximize resources for
meeting broad public health needs (including the institution and
authorization of alternate care systems). The state also coordinates and
provides guidance on the delivery of care under CSC for health care
providers. To the extent feasible, sharing of resources through mutual
aid agreements and mechanisms is encouraged/promoted.

Mental Health
Task 4

State utilizes a disaster mental health concept of operations including Mental Health section
the following features: of Chapter 4 of the
report provides a more
« provides a rapid mental health triage/incident management detailed discussion and
system linking local, regional, and state disaster systems of care, examples.
including health care facilities and mental health resources, in
incident command operations;
e provides for access to a continuum of evidence-based
interventions for adults and children;
e provides training in basic “neighbor-to-neighbor, family-to-
family” psychological first aid with triage for the general public
and health care workers;
* provides CSC-specific behavioral coping components for risk
communications;
« completes a CSC gap analysis with a plan for enhancing
local disaster mental health and spiritual care capacities and
capabilities; and
¢ develops a health care worker resilience system with integrated
triage and referral components.

Palliative Care
Task 5

State CSC response addresses palliative care for all patients, including
palliative care principles and triage tools, supply issues for patients
(including those who will not receive other treatment modalities), and
planning for management of in-home deaths as part of the state mass
fatality plan.

Task 6
State provides information on palliative care training (including just-in-
time training) to stakeholders during the response.

Task 7
State provides public information on palliative care, including
management of at-home deaths, during the response.

At-Risk Populations
Task 8

State CSC response identifies and addresses patient groups (e.g.,
pediatric, maternal, burn, elderly, non-English-speaking) requiring
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special consideration for risk communication, transportation, treatment,

equipment, and supplies.

Task 9

State conducts a preliminary assessment of needs of at-risk populations

at the outset of the CSC incident, and continually monitors, assesses,
and provides support for these populations’ needs throughout the
response in conjunction with local resources.

Function 6. Logistics

Staffing
Task 1

State understands available staffing resources and needs within
the state (including for alternate care sites) and utilizes resource
monitoring system(s), as available, to track staffing resources.

Task 2

State understands when to activate mutual-aid agreements and utilizes
established legal processes for supplementing and allocating the
workforce, including for appropriate use in alternate care sites.

Task 3
State ensures that agency call-back criteria and policies are in place
and maintains current and accurate employee contact information.

Task 4

State ensures that staff receive personal preparedness training to assist
with family needs and are prepared for on-site accommodation of staff
and family members, as appropriate.

Supplies
Task 5

State understands the types and locations of applicable resources
(e.g., medication caches, equipment trailers) available within the state
(and whether such resources fall under mutual aid agreements). The
state also understands how to appropriately request, accept, and
utilize resources from other jurisdictions (e.g., through EMAC) and from
federal partners (e.g., Strategic National Stockpile [SNS] assets).

Task 6

State assesses and identifies, in collaboration with its local and regional
partners, key potential scarce resources based on the type of event and
the availability of stockpiled or identified alternative sources for these
supplies.

Task 7

State identifies and shares with applicable stakeholders strategies
for appropriate substitution, conservation, adaptation, reuse, and
reallocation of highly at-risk supplies.

Notes and Resources

Task 2 examples
include the Medical
Reserve Corps (MRO),
the Emergency
System for Advance
Registration of
Volunteer Health
Professionals (ESAR-
VHP), state strike
teams, National
Disaster Medical
System (NDMS) teams,
and scope of practice
expansions.
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Task 8

State utilizes a resource tracking method to monitor the availability of
applicable resources for the CSC response.

Space
Task 9

State understands the types and locations of applicable space
resources related to CSC/alternate care sites in the state, including sites
that may be established on the premises of a health care facility (see
Chapter 8).

Task 10

State and local health departments track available beds and alternate
patient care space (e.g., beds in storage, cots, space for lease, and
other potential sources); accept requests for such space; and develop
plans to maximize available space in patient care locations and convert
non-patient care areas to patient care, as necessary (see Chapter 8).

Task 11

State makes appropriate legal and regulatory changes, as needed,
to authorize use of alternate care sites during the CSC incident (see
Chapter 3).

Function 7. Termination, Demobilization, Recovery, and Evaluation

Task 1

State health department and the state EMA, with support of the
SDMAC, understand when to deactivate the state CSC plan and what
their roles in deactivation are.

Task 2

State health department and the state EMA, with support of the
SDMAUC, notify stakeholders, media, and the public of reasons for
deactivation of the state CSC plan and what such deactivation means
through established communication systems.

Task 3

State health department and the state EMA, with support of the
SDMAC, coordinate response evaluation, development of an after-
action report, and implementation of improvement plan items so there
is a continuous feedback loop for strengthening the state CSC plan.

Task 4

State health department and the state EMA, with support of the
SDMAC, understand their roles in CSC recovery, including ongoing
mental health operations.
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6
Prehospital Care: Emergency Medical Services (EMS)

Prehospital care is provided by emergency medical services (EMS) responders, who are the
initial health care providers at the scene of disaster. EMS personnel often are the first to
recognize the nature of a disaster and can immediately evaluate the situation and determine the
need for resources, including medical resources. These licensed/certified personnel (emergency
medical dispatchers, emergency medical responders, emergency medical technicians, and
paramedics) may be the first to apply crisis standards of care (CSC), and are integral partners in
local and state' efforts related to the development and implementation of coordinated and
integrated CSC plans (NHTSA, 2012). EMS agencies and personnel may already be engaged in
such planning at the local level through their regional EMS/trauma advisory councils or health
care coalitions (HHS, 2009; NASEMSO, 2011a; NHTSA, 2000). Their further involvement at all
levels of CSC planning and implementation should be a goal.

This chapter outlines the roles and responsibilities of state EMS in CSC planning and
implementation in the overall context of a CSC response system, as well as operational
considerations entailed in carrying out those roles and responsibilities. Two templates provide
core functions for EMS systems in CSC planning and for EMS systems and EMS personnel in
the implementation of CSC plans. The content of this chapter should be used in conjunction with
other chapters of this report that provide detailed guidance on specific CSC topics (e.g., related
to legal issues, ethical considerations, palliative care, mental health, hospital care, and out-of-
hospital and alternate care systems) that may be referenced only briefly as planning or
implementation considerations in this chapter or the two accompanying templates.

ROLES AND RESPONSIBILITIES OF EMERGENCY MEDICAL SERVICES

Prehospital care is an essential part of the continuum of emergency health care that is
frequently initiated by a 911 call to a dispatch center. Routinely, the need for emergency care is
determined by trained personnel who receive such a call and dispatch appropriate air and ground
ambulances to triage, treat, and transport the patient(s) to the appropriate health care facility,
where definitive care is ultimately provided. This continuum of conventional care is provided
through a coordinated and integrated emergency health care system with well-trained and
-equipped personnel at dispatch centers, ambulance agencies, hospitals, and specialty care
centers (trauma, burn, pediatrics) using standardized protocols and guidelines approved by
medical directors (HRSA, 2006; NHTSA, 2012). This emergency health care system will be

! For the purposes of this report, the term “states” encompasses states, tribal jurisdictions, and territories.
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stressed to its limits during a mass casualty incident. Dispatch and regional call centers, local
EMS agencies, and hospitals will undertake contingency measures utilizing their emergency
operations plans and medically approved protocols to implement surge medical capabilities
(DOT, 2007; NHTSA, 2007a). These measures may include

e EMS agencies requesting assistance from neighboring jurisdictions for personnel and
equipment through mutual-aid agreements (e.g., the Emergency Management Assistance
Compact [EMACT] or statewide agreements);

e public safety answering points (PSAPs) and call centers altering their dispatch protocols,
sending fewer resources, and allowing EMS providers to respond to fewer requests for
assistance (DOT, 2007);

e transport destinations being adjusted to allow transport to clinics or other alternate sites
of care in addition to hospitals (AHRQ, 2009a);

e EMS personnel utilizing disaster triage systems (sort, assess, life-saving interventions,
treatment/transport [SALT]; simple triage and rapid treatment [START]; and
JumpSTART triage methods) so they can assess patients within 60 seconds and
categorize them for immediate or delayed care (HHS, 2011; Lerner et al., 2011; Romig,
2011); and

e EMS personnel utilizing the National Incident Management System (NIMS) incident
command system (ICS), which provides a consistent model for all organizations
involved in the disaster response.

In the case of a mass casualty incident, in which emergency health care personnel, medical
and transport equipment, and hospital beds are scarce, local EMS personnel will be forced to
modify their care from conventional to crisis care (see Chapter 2, Box 2-4 and Figure 2-2). This
means moving from usual standards of care, in which the goal is to save everyone, to CSC, in
which as many lives as possible are saved with the resources that are available. Resource
shortages may include limited staff, supplies, and equipment; a lack of fuel or medicines; limited
mutual aid; or disruption of coordination and communication functions. Strategic approaches to
utilizing these scarce resources should be planned and implemented, and should include
maximizing the use of available personnel, community response teams and health care personnel
registries, disaster triage criteria, and altered transport modes and patient destinations. Table 6-1
shows possible adaptations of prehospital care under conventional, contingency, and crisis
conditions. Guidance produced by the state of Michigan, titled Ethical Guidelines for Allocation
of Scarce Medical Resources and Services during Public Health Emergencies, is a source for
more concrete examples of EMS protocols along the continuum of care (State of Michigan,
2012).
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TABLE 6-1 Potential EMS Response Adaptations under Conventional, Contingency, and Crisis
Conditions”

Conventional Contingency Crisis”

Dispatch e Consider initial
auto-answer during

times of high call

e Prioritize calls according to
potential threat to life; “pend”
apparently non-life-

e Decline response to calls
without evident potential
threat to life (also requires a

volume for medical
emergencies

threatening calls (note this
requires a medically trained
dispatcher, not available at

many public safety answering

points [PSAPs])

medically trained
dispatcher)

Response e Modify resource Modify resource assignments Request EMS units from
assignments (e.g., to a greater extent emergency management (if
only fire/rescue Change EMS assignments to possible)
dispatched to closest available unit rather Consider use of National
motor vehicle than advanced life support Guard ambulances or other
crashes unless (ALS)/basic life support assets
EMS are clearly (BLS) Utilize scheduled BLS
required, single- Consider staffing providers to answer
agency EMS configuration changes (e.g., emergency calls
responses if fire from two paramedics to one Change staffing to one
agencies are paramedic plus one medical provider, one
overtaxed) emergency medical driver

o Seek mutual-aid technician [EMT]-B) Further modify resource
assistance from Consider requests for disaster assignments as possible
surrounding areas assistance Attempt no resuscitation of

cardiac arrests (except
ventricular fibrillation [VF]
witnessed by EMS)

Patient o Allow patients e Encourage patients with e Assess patients and decline

assessment with very minor minor injury/illness to use to transport those without

injuries to use their own transportation significant injury/illness

their own (according to guidance

transportation from EMS medical
director)

Transport e Transport patients e Consider batched Decline transports as above;

ation to the closest transports—answer employ batch transports as

appropriate facility
(rather than the
facility of the
patient’s choice)

subsequent call(s) before

transporting stable patients to

the hospital

needed

“EMS volumes will fluctuate significantly over time; thus, conventional, contingency, and crisis
conditions may all occur in a single operational period. Dispatchers must therefore have excellent
situational awareness of resources and deployment of personnel to provide the best service possible at a
given time and have practice in managing these scenarios.
?Crisis adaptations often require state or at least city declarations of emergency, as well as relief from
usual staffing and response requirements of the state (often through a governor’s emergency order).
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Fundamental changes in prehospital care may result during a disaster, including a change in
the scope of practice (Courtney et al., 2010) for EMS personnel to allow them to administer
vaccines or perform other tasks for which they receive just-in-time training. EMS personnel may
be asked to function in extraordinary settings, such as shelters, alternate care sites, patient
receiving centers, clinics, and tented free-standing medical units. They may be asked to alter the
staffing levels for an ambulance, utilizing a driver and one medical attendant; use other modes of
transportation, such as vans and buses; or not transport at all by treating and releasing patients.
Extraordinary circumstances may require EMS personnel to assist in the evacuation of patients at
a health care facility to alternate care sites. This, in turn, may require them to provide care to
patients for longer than is usual for EMS providers, who normally care for patients only through
the duration of transport and transfer (AHRQ, 2009b).

It is important to ensure that the planning and implementation of the above measures are
reviewed and approved by state, regional, and local medical EMS directors for consistency with
state-level CSC plans and protocols. A sample protocol in Maryland (Alcorta, 2011)
demonstrates CSC strategies for use by EMS providers in a catastrophic public health incident.
The measures include

e utilizing a triage screening algorithm to ensure that response is limited to severely ill or
injured patients,

discontinuing certain life-saving treatment efforts,

applying strict criteria for the use of scarce equipment,

transporting only the most severe cases, and

having access to the emergency department only for patients with immediate needs.

These measures should have been reviewed and approved by medical directors and are applied
across jurisdictions. Personnel should have been trained and exercised in their use, and their
application should be understood among emergency health care system stakeholders (dispatch
centers, hospitals).

State EMS Offices

The state EMS office generally is in a unique position within state government and can take a
leadership role in the development and implementation of CSC plans. The state EMS office,
together with regional and state advisory committees/councils and in collaboration with state
health and emergency management departments, should ensure that CSC plans and protocols are
consistent across jurisdictions and among emergency health care system stakeholders. The state
EMS office can utilize existing committee structures for planning and the expertise of
consultants serving on these committees for activating disaster plans, policies, and CSC
strategies.

Most state EMS offices have statutory authority, scope, and jurisdiction to regulate and
coordinate the provision of EMS statewide for conventional emergency care or when the need
arises to provide contingency or crisis care. The authority for state EMS offices, mandated in
statute, may include the roles and responsibilities listed in Box 6-1.
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BOX 6-1
General State EMS Office Authority
1. Licensure/certification of 2. Licensing air and ground 3. Establishing standardized
EMS personnel ambulances and response field protocols
vehicles

4. Designating hospitals as 5. Establishing interoperable 6. Establishing state and
trauma centers communications systems regional advisory
committees/councils

7. Gathering patient care data 8. Conducting performance 9. Developing disaster plans
improvement and response capabilities

10. Providing statewide 11. Conducting public 12. Statewide coordination of

medical direction information, injury prevention  an EMS system and strategic
and education programs planning

SOURCE: NHTSA, 1996.

Strategic planning is a performance measure for EMS/trauma system development and
provides accountability and consistency across jurisdictions. This places state EMS offices in a
unique position to provide leadership and expertise for disaster preparedness planning and
response. The state EMS office, whether it is formally part of the state health department or a
separate agency, may augment state health departments in their role as the Emergency Support
Function (ESF)-8 lead (although the state health department does not have this role in all states).
The state EMS office may be responsible for requesting and coordinating federal medical assets;
providing state medical assets; and working toward an all-hazards approach to disaster
mitigation, planning, response, and recovery.

While no official national lead agency regulates EMS, the National Highway Traffic Safety
Administration (NHTSA), Office of EMS, has taken a significant leadership role over the years
in developing documents to guide state EMS offices in various aspects of system development,
including a component for disaster preparedness and response (IOM, 2007). These documents
provide valuable guidance for the development of statewide regionalized systems of care and
help define the leadership role for state EMS offices. The NHTSA document State Emergency
Medical Services Systems: A Model (NHTSA, 2007) outlines clear performance measures that
can be used by states to assess their preparedness and response capabilities for large-scale
incidents that may consume scarce resources and precipitate the implementation of CSC plans.
These measures are listed in Box 6-2.
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BOX 6-2
Preparedness and Response Performance Measures

Conduct a resource assessment for response to mass casualty incidents, and perform a
gap analysis.

Establish the need for protective resources for EMS providers and families.

Within the EMS system plan, define methods for integrating preparedness plans,
routinely exercising those plans, and supporting sufficient caches of equipment and
backup personnel.

Within the EMS system plan, specify means of allowing resources to be used across
jurisdictions, both inter- and intrastate, using the Emergency Management Assistance
Compact, memorandums of understanding, and the National Incident Management
System.

Within the EMS system, plan and develop specific provisions for pandemic influenza.
As the state lead EMS system agency, have access to equipment, materials, and
personnel, including the Strategic National Stockpile, for large-scale incidents.

As the state lead EMS system agency, have a deployment mechanism for sharing
personnel resources, and routinely exercise that mechanism.

As the state lead EMS system agency, have legal authority, based on the example of the
Model State Emergency Health Powers Act, to modify the scope of practice of EMS
personnel during an influenza pandemic and other public health emergencies.

SOURCE: NASEMSO, 2007

Recently, NHTSA, through an agreement with the National Association of State EMS

Officials (NASEMSO), developed an assessment tool for use by states in determining local,
regional, and state capabilities to manage a mass casualty incident or other large-scale
emergency along highways and roads. The EMS Incident Response and Readiness Assessment
(EIRRA) document can be used to assess various capabilities for CSC planning and
implementation (NASEMSO, 2011b). The key capabilities and benchmarks are listed in Box 6-3.

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.




Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

PREHOSPITAL CARE: STATE EMERGENCY MEDICAL SERVICES (EMS)

3-7

BOX 6-3
Response and Planning Capabilities in
EMS Incident Response and Readiness Assessment (EIRRA)

Personnel

e Human resource availability
e Education and training

e Safety and support

e Medical direction

Infrastructure

¢ Public safety answering points
Communications resources and systems
Hardware and equipment

EMS personnel and transportation
Transportation operations

Technology and situational awareness

Emergency Care System

¢ Medical facilities

Specialty care systems

Mass casualty support teams
Alternate facilities

Unique patient communications needs

Public Awareness and Notification
e Before incident
e During Incident

Evaluation
e Patient information systems
e Postincident review

Mass Casualty Planning

Incident command system structure

Uniform triage system

Transportation determination planning
Destination determination planning

Special risk/hazard vulnerability

Multiple fatality management

Inventory resource management (sustainability)
Rehabilitation services

Exercises

Highway mass casualty playbook (plans and procedures)
Governance
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Resources available through various organizations support the involvement of the state EMS
office in disaster preparedness and response. According to the American College of Surgeons
(ACS) in Resources for Optimal Care of the Injured Patient 2006, trauma system leadership,
usually provided by the state EMS office, should develop a state plan that is integrated with
EMS, public health, emergency preparedness, and emergency management. The document
outlines a requirement for the lead state trauma office to assess the EMS system’s preparedness,
specifically in regard to its coordination with other disaster response agencies (e.g., public
health, emergency management)(ACS, 2006).

The ACS document is closely aligned with the Health Resources and Services
Administration’s (HRSA) Model Trauma Systems Planning and Evaluation, which presents a
public health approach to trauma system development (HRSA, 2006). The HRSA document
supports an all-hazards approach to preparedness and encourages state EMS and trauma lead
agencies to:

e develop disaster preparedness capabilities that are integrated with prehospital and
hospital care within regional systems of care,

e involve the private and public sectors in planned responses, and

¢ include performance improvement in the planning and response effort.

Although standardized models for EMS system development and disaster planning are
available, the administration of a statewide EMS system is extremely complex and varies widely
from state to state (NASEMSO, 2004). Most state EMS offices reside within the state department
of health. However, some reside within the department of public safety, while others are stand-
alone agencies. Those EMS offices that reside within a state health department may be in a
position to assist as the ESF-8 lead for public health and medical disaster response within the
state. This alignment may be beneficial in providing a coordinated and integrated response for
public health and medical needs during a disaster. In collaboration with the state health
department and other state agencies, the state EMS office is in a unique position to take a
leadership role in the development of both contingency and crisis standards of care plans and to
coordinate the response to a disaster within established regional systems of care.

Dispatch Centers

Dispatch centers, poison centers, and other public safety answering points (PSAPs) play a
key role in the activation and implementation of CSC. The PSAP may refer calls to or direct the
public to call a 211, 311, or some other number for specific information relative to a disaster
since the 911 system and routine communications systems will be overwhelmed. Several states,
including Maryland, Arkansas, Colorado, and Louisiana, have developed regional dispatch
centers or call centers that are used to monitor bed capacity and system management. These
centers routinely facilitate the transport of critically injured patients from a referral facility to a
trauma center. They can be a valuable resource during a disaster by assisting with patient
transport to alternate care sites, providing system status management, and exercising other
dispatching capabilities. As care is stratified during a disaster response, more front-end triage of
patient complaints will be performed to limit the potential burden on emergency departments and
inpatient facilities so as to reduce overcrowding. The call centers may direct the public to nursing
hotlines or to poison control centers for assistance with patient triage. EMS providers may be
directed to deliver care at the scene utilizing treat-and-release protocols.
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In a crisis situation, a central dispatch or call center may activate medically approved
dispatch protocols and prearrival instructions designed to alleviate the burden on EMS response
capabilities that are being overwhelmed. This action will assist EMS agencies, hospitals, and
other community organizations in utilizing scarce resources during a disaster. It is important to
note that these specialized protocols are used only when a disaster has been declared, when the
EMS medical director has authorized their use, when they are included in the dispatch agency’s
emergency operations plan, and when staff have received training and exercise in recognizing
triggers for their activation (National Academies of Emergency Dispatch, 2009).

OPERATIONAL CONSIDERATIONS

To operationalize the CSC framework set forth in the committee’s 2009 letter report and
reiterated in Chapter 2 of this report for EMS, CSC planning efforts should specifically
enumerate EMS roles, responsibilities, and actions. To this end, the state agency taking the lead
role in coordinating a systems-based response should establish consistent triggers and thresholds
that indicate transitions from conventional to contingency to crisis care, define a clear
mechanism for authorizing activation of CSC, provide liability protection for EMS personnel and
altered modes of transportation, coordinate emergency operations across the affected region, and
address reimbursement issues directly. While standardizing the planning process will contribute
to consistency in implementing CSC, the different environments in which EMS operates should
be taken into consideration. In a disaster, resource shortages may disproportionately affect rural
areas that are already resource-constrained on a routine basis (see the discussion of a rural EMS
perspective below). Therefore, providing for a robust EMS response through inclusive planning
and attention to local EMS challenges is crucial in developing and implementing plans for and
recovering from situations that require CSC.

CSC Planning Considerations

The state CSC plan should be developed to specifically outline the lead roles,
responsibilities, and actions of the state EMS office. Critical EMS-related state CSC planning
actions are listed in Box 6-4.

BOX 6-4
Critical EMS-Related State CSC Planning Actions

These actions include

establishing consistent triggers and thresholds for CSC,

modifying protocols,

transferring protocols,

authorizing the use of CSC protocols and plans,

providing liability protection for EMS personnel,

providing coordination for regional and state emergency operations and CSC planning,
addressing and assisting with reimbursement issues, and

providing liability protection for altered modes of transportation and care.
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In a CSC incident, state resources will be exhausted, and federal resources will be necessary.
Systems to support resource distribution and allocation are essential to the provision of
emergency health care at the regional and local levels. Also essential is to ensure connectivity
and uniformity within regional advisory committees/councils/coalitions for CSC planning
efforts. The state EMS office and state medical director should ensure the application of
consistent disaster triage guidelines during a crisis, similar to the application of EMS field triage
guidelines in use for trauma patients (National Expert Panel on Field Triage, 2012). The state
EMS office should formulate strategies for addressing the lack of resources in a CSC incident
and identify clinical and administrative triggers for activation of the state CSC plan. In addition,
it should take the lead in identifying clinical and administrative triggers for activation of CSC for
all jurisdictions.

As previously mentioned, some of these strategies may include encouraging dispatch centers
to modify prearrival instructions; allowing ambulance services to modify resource assignments
and staffing configurations; and using alternate resources to assist with crisis communications
and triaging, such as 211 or 311 centers, regional call centers, nurse assistance call centers, and
poison control centers. These types of resources should be identified during the CSC planning
process.

It is equally important to outline regional and local EMS roles and responsibilities within the
CSC plan. As every disaster begins at the local level, situational awareness among local EMS
providers and regional EMS councils will make it possible to quickly determine when additional
resources are needed or recognize when resources are scarce. For example, dispatch centers and
EMS agencies may see that call volumes have doubled, recognize that resources are insufficient
to meet the increased demand, and subsequently recognize that the activation of contingency
plans is in order. Or, as noted earlier, several states have developed call centers that assist with
identifying hospitals for patient transfers. These centers also have the capability to monitor
demand for resources through web-based systems that can be used to track patients and hospital
beds, thereby enhancing the distribution of patients to hospitals or appropriate specialty care
centers for burn, pediatric, and severe trauma care. These regional resources and capabilities
should be incorporated into the development of a state CSC plan that is inclusive of EMS
provider needs, resources, and operational procedures.

Regardless of the jurisdiction, it is imperative to integrate several considerations and key
principles into the CSC plan. These include

utilizing a NIMS-compliant ICS,

adhering to ethical norms and principles,
providing palliative care services,

addressing the needs of at-risk populations, and

mobilizing mental health services for communities and health care providers (IOM,
2009a).
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In all jurisdictions, the ICS should be used in disaster planning and response. Common
terminology will result in better coordination and communications during a disaster. Also, as
stated in the committee’s letter report, “An ethical framework serves as the bedrock for public
policy” (IOM, 2009a, p. 5). This framework includes fairness, the duty to care, and the duty to
steward resources. The CSC planning process should also be characterized by transparency,
consistency, proportionality, and accountability.

The state EMS office, in cooperation with the state health department, should ensure that
EMS agencies have an opportunity to review and discuss the CSC plan at the state, regional, and
local levels. EMS agencies should be engaged in the planning process from the beginning, and
this can easily be accomplished through regional advisory councils or committees. These entities
are existing infrastructure in most states and provide a forum for discussion of routine patient
care within the regional emergency health care systems, resulting in standardization and
consistency in triage, treatment, transport, and transfer protocols and guidelines. A regionalized
and integrated systems approach to CSC planning is consistent with other emergency health care
planning guidelines, such as those for trauma system development, recognized by NASEMSO,
NHTSA, and ACS (see Box 6-4).

Rural EMS Perspective

Rural EMS providers face particular challenges in a disaster as they routinely work with
limited and scarce resources. During a recent Institute of Medicine (IOM) workshop on mass
care in rural areas, many challenges to EMS care and disaster response were identified, including

geographic barriers of vast expanses of unpopulated land mass,
extreme weather conditions,

communication challenges due to the lack of cell phone or radio coverage in some areas,
difficulty recruiting and retaining trained volunteer personnel,
funding and leadership,

medical direction,

political and cultural landscapes,

existing statutes,

contingency planning,

hospital and trauma center availability,

fragility of current rural EMS agencies,

inconsistencies in cell phone service,

psychological consequences,

access to the scene, and

patient tracking (IOM, 2011; Whitney et al., 2010).

At the workshop, participants outlined considerations for disaster planning and response from a
rural perspective that are pertinent to CSC planning and response as well (see Box 6-5).
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BOX 6-5
Disaster Planning and Response Considerations from a Rural Perspective

Ensure an adequate day-to-day response capability.

Conduct broad, inclusive planning and exercises.

Train in and consistently use the incident command system.

Formalize mutual-aid agreements and cross-jurisdictional planning and coordination.
Develop realistic regionalization strategies with local input and stakeholders.
Establish and develop strategic partnerships.

Leverage existing federal programs and grants.

Explore the use of technologies such as telemedicine.

Strengthen the standing of EMS in the federal government.

Ensure coordinated and dedicated EMS funding.

SOURCE: IOM, 2011.

Participants also shared lessons learned that may be applicable to CSC planning. Several
participants identified the need for EMS agencies to engage with other partners, such as the
Department of Veterans Affairs (VA), the military, and the private sector, for resource sharing
and to view regionalization of care as an opportunity to expand resources and facilitate
partnerships. Specific suggestions for states also were made for consideration in disaster
planning from a rural perspective:

Establish command and control systems that integrate local, state, and federal emergency
response using a common operating structure.

Assess rural dispatch center capabilities, and enhance the development of priority
dispatch training, prearrival instructions and protocols, and alternate dispatch capabilities
for disaster response.

Develop a safe, secure, and redundant communications system that can function without
the commercial power grid.

Define authority for rapidly altering standards of care and scopes of practice.

Determine skill sets for large-scale response, and provide appropriate just-in-time
training.

Stockpile surge assets, including equipment and medical supplies, and identify surge
personnel.

Establish a quality improvement process for reviewing the system.

The last of these suggestions is relevant for all stakeholders in CSC planning and
implementation. It is important not only to review after-action reports from disaster exercises and
responses but also to review patient care data collected during a CSC incident. The evaluation
process will provide an opportunity to improve relevant standards of care, plans, policies,
statutes, and guidelines. Workshop participants identified several metrics that could be used to
evaluate a CSC response, including
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e frequency of incidents, time to ICS role, rural-specific patient outcome data, access to
trauma care, ability to treat patients with special needs, triage and treatment guidelines,
alternate care sites, extent of integration with public and private resources, and safety of
transportation assets;

e geographic location of ground and air ambulances, clinics, hospitals and trauma centers,
and personnel and equipment;

e education, training, skill expansion, medical supervision, and quality improvement; and

e risk-adjusted mortality, injury severity scores, interfacility transports, transport times,
and referrals.

Evaluation capacity is a requirement for the federal funding available through the Centers for
Disease Control and Prevention (CDC) for public health response, as the Pandemic and All
Hazards Preparedness Act mandates that certain benchmarks be met. Cooperative agreements
administered by both CDC and the Office of the Assistant Secretary for Preparedness and
Response (ASPR) within the Department of Health and Human Services (HHS) require that
states have specific capabilities. While limited federal disaster planning grants and programs are
available to EMS agencies and state EMS offices, inclusion of an evaluation component in the
CSC plan may enhance future funding opportunities by providing justification for addressing
gaps in response capabilities identified through the evaluation process and established metrics.

TEMPLATE DESCRIPTIONS

Planning and implementation of the state CSC plan may reside with the state health
department (see Chapter 5). However, it is essential for the state EMS office to be engaged in the
process as well. To ensure incorporation of EMS-related CSC considerations in the plan, the
state EMS office may find it helpful to review and utilize the state and local government
templates found in Chapter 5, as well as the EMS-specific templates at the end of this chapter.

Template 6.1. Core Functions of EMS Systems in the Development of State CSC Plans

This template outlines the optimal core functions and specific tasks under each function for
EMS systems—including state EMS offices, regional infrastructure, and local prehospital care
providers—in the development of state CSC plans. These functions and tasks are described
below.

Function 1. Assessment of Jurisdictional Authority and Planning Resources. A
crucial aspect of planning for CSC is collaboration, cooperation, and inclusivity across
jurisdictions and all emergency health care system stakeholders, including the public (see
Chapter 9). The development of plans for the implementation of CSC with respect to
EMS should begin with a review of the salient legal authorities and existing mutual-aid
agreements. Legal considerations should include liability protection for EMS personnel
and agencies when CSC are in effect, changes in dispatch protocols, use of disaster triage
protocols, altered staffing and transportation modes, just-in-time training, and scope-of-
practice modifications for EMS personnel. Additional legal considerations may be
relevant to the provision of EMS under CSC conditions, as outlined in Chapter 4.
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In general, state EMS offices have the statutory authority to license EMS agencies
(ambulances), license or certify personnel (emergency medical responders [EMRs],
emergency medical technicians [EMTs], paramedics), designate hospitals as trauma
specialty centers, and establish statewide standardized protocols and guidelines for EMS.
State EMS offices also may have the statutory authority, scope, and jurisdiction to
develop disaster plans and to oversee and coordinate the provision of EMS within the
state during a disaster. Therefore, it is imperative for the state EMS office, in conjunction
with state legal counsel, to review legal and regulatory authorities for the protection of
agencies and personnel during a disaster. This review should encompass provider
liability, licensing and credentialing alternatives, and mutual-aid agreements. The state
EMS office should understand how authorities and protections can be used to facilitate
CSC strategies, including the modification of treatment, triage, and dispatch protocols;
staffing and operational standards; and destination policies.

The state EMS office also should review potential changes in scopes of practice for EMS
personnel. Inclusion of the community paramedicine program may be helpful during a
CSC incident, especially for providing more comprehensive medical care in rural
communities (IOM, 2011). The liabilities and protection for this function should be
reviewed with legal counsel and the state EMS medical director.

Function 2. Development of Consistent and Comprehensive Plans under the State
Disaster Medical Advisory Committee (SDMAC) Structure. In its 2009 letter report,
the committee recommended the establishment of an SDMAC (IOM, 2009a). Prior to a
disaster, the SDMAC has a critical role in developing CSC plans. During a disaster, it
provides ongoing advice to the state health department and medical authority on the
implementation of CSC, as well as on a variety of health and medical issues. The
SDMAC should include broad representation from the state emergency health care
system and be multidisciplinary, including specialists in pediatric, trauma, mental health,
and palliative care, as well as the needs of at-risk populations. The committee should also
address the ethical considerations in CSC planning (as discussed in Chapter 4).

The SDMAC may be a subcommittee of an existing committee. For example, most state
EMS offices have state-level EMS/trauma system advisory committees that could serve
as the disaster medical advisory committee, and should coordinate with the SDMAC and
not create a new committee. However, if the state health department has provided
leadership in the committee’s establishment, the creation of an EMS workgroup may be
considered to address specific EMS issues. The state EMS office and state EMS medical
director can assist the state health department and SDMAC in the development of
consistent CSC pertinent to EMS personnel and providers.

Conducting an inventory/assessment of existing plans and available resources within the
state before initiating CSC planning will assist in identifying gaps. In some cases,
regional EMS/trauma advisory committees and health care coalitions may already have
developed CSC plans and also maintain an inventory of resources. It is important for the
SDMAC and state EMS office to assess the availability of these plans/resources and to
contact neighboring states regarding interstate integration, the subject of a

PREPUBLICATION COPY: UNCORRECTED PROOFS

Copyright © National Academy of Sciences. All rights reserved.



Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response

PREHOSPITAL CARE: STATE EMERGENCY MEDICAL SERVICES (EMS) 3-15

recommendation in the committee’s letter report (see Chapter 1). Several states have
developed surge capacity plans through the Assistant Secretary for Preparedness and
Response (ASPR) cooperative agreement and may also have mass casualty incident
plans. After-action reports from functional and tabletop exercises may provide some
guidance for CSC planning as well.

Function 3. Stakeholder and Public Engagement. One of the recommendations in the
committee’s letter report was to seek community and provider engagement (see

Chapter 9). Ensuring that the public and other stakeholders understand and provide input
into CSC planning is essential. The public and other stakeholders need to understand the
difficult decisi