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Executive Summary

When preparing for an emergency or a disaster, emergency planners have an ethical
responsibility to provide guidance related to the ethical allocation of scarce medical
resources and services. The “Guidelines for Implementation of Crisis Standards of Care
and Ethical Allocation of Scarce Medical Resources and Services During Public Health
Emergencies in Michigan” were created to offer guidance to health care and public health
decision makers in Michigan. When medical resources become scarce during an emergency
or disaster, the Michigan Guidelines outline three goals: to minimize morbidity, mortality,
and suffering; to sustain a functional society; and to ensure equity for citizens in Michigan.

When planning for the implementation of crisis standards of care, it is important to
recognize that as incident demand and resource shortages increase, the risk of morbidity
and mortality to patients also increases. As a result, when a hospital reached contingency
or crisis status (see table below), it is important to employ the use of indicators and triggers
to help hospitals plan for the shortages in staff, space and supplies that may occur.
Indicators are measurements or predictors of change in demand for health care service
delivery or availability of resources. Triggers are decision points based on changes in the
availability of resources, requiring adaptations to the delivery of health care resources and
services along the care continuum.

Health care organizations and facilities are encouraged to determine their individual
indicators and triggers based on size, capacity and capabilities. Indicators and triggers may
be used to outline factors and scenarios that can determine whether a health care facility is
in conventional, contingency, or crisis capacity. For health care organizations, indicators
and triggers may be used to outline factors and scenarios that determine contingency or
crisis standards of care, provide possible methods to mitigate or avoid scarcity of
resources, address slow-onset and no-notice emergencies, and address multiple categories
of scarcity. The Michigan Guidelines take a broad approach to addressing various resource
shortages during an emergency or disaster by outlining the differences between
conventional, contingency, and crisis standards of care by doing the following:
e Supporting decision-making in a manner that is fair and consistent.
e Providing practical guidance to decision-makers.
e Providing basic framework for health care providers, community leaders, and state
and local
governments.
e Giving a framework for allocating scarce resources during an emergency or disaster.
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This tool kit contains guidance including resources to help with creating a Scarce Resource
Allocation Committee (SRAC) for your organization, as well as staffing, equipment and
patient care resources to consider. Each section is set up to provide essential elements to

consider related to:
e Scarce Resource Allocation Committee Membership
e Policies
o Staffing Considerations
e Supply/Equipment Considerations
e Patient Care Considerations
e Pediatric Considerations

This tool kit was developed to provide condensed, easy to use information on building an
organizational scarce resources plan. It is designed to help administrators and staff with
their roles in building a program that helps to ensure patient care is managed in a way that
delivers quality care. Facilities can also refer to the “Guidelines for Implementation of Crisis
Standards of Care and Ethical Allocation of Scarce Medical Resources and Services During
Public Health Emergencies in Michigan”: MDHHS Ethical Guidelines (michigan.gov)

Additional information can be found in the documents below:

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

PubMed (nih.gov)

e Indicators and Triggers - Crisis Standards of Care - NCBI Bookshelf (nih.gov)



https://www.michigan.gov/coronavirus/-/media/Project/Websites/coronavirus/Folder2/MDHHS_Ethical_Guidlines_-_November_30_2021_FINAL_12-6-21.pdf?rev=1166ed3704944b6994bef3e188225dcf&hash=BA3885CFFF3CEAA164E63F4CFC59D433
https://pubmed.ncbi.nlm.nih.gov/24830057/
https://pubmed.ncbi.nlm.nih.gov/24830057/
https://www.ncbi.nlm.nih.gov/books/NBK202381/

CRISIS STANDARDS OF CARE TOOLKIT
Guidance for Developing Healthcare Plans
SRAC - Urban Hospitals

Scarce Resource Allocation Committee (SRAC)

Recognizing that each hospital organization is unique and planning for the allocation of resources should be proactive, the
composition of these three institutional structures/positions is recommended:

e Scarce Resource Allocation Committee (SRAC)

e Triage Officers Corps for hospital floors or units

e Clinical Review Committee (CRC) which serves as a decision-making body and an appeals forum.

Caregivers, physicians, and administrators will need clear guidance regarding how to distribute resources, and family members will need
to know that a just, thoughtful, and consistent process is in place.

Trigger Points
When a public health emergency is imminent, the Incident Management System, will direct the relevant emergency planning committees
to:

¢ Identify resources which are likely to become scarce

e Develop a method (or implement a previously developed method) for tracking such resources

e Establish trigger points which indicate when conservation of a particular resource(s) is necessary

Scarce Resource Allocation Committee (SRAC)

The SRAC is a multidisciplinary committee who should have the full authority to make necessary allocation decisions to assign or conserve
resources for patient care. In the event of a shortage of services, supplies, or staffing, the SRAC should determine when and how these
resources should be allocated or conserved. In addition, the SRAC will have responsibility for determining when Triage Protocols will be
activated and deactivated. In the event of a surge of patients in a facility due to iliness or injury and/or the establishment of the Incident
Management System (IMS), the SRAC structure should be consistent with this system. At this point, the Incident Commander (or designee)
will chair the SRAC. The SRAC composition should include appropriate adult and pediatric representation from each of the following
groups:

e Medical Care Director, e.g. Chief of Staff or designee

e Nursing Care Director, e.g. Director of Nursing or designee

e Ambulatory Care Medical Director or designee

e ICU Medical Director(s) or designees, e.g Critical Care Committee Chairs

e Respiratory Therapy Medical Director and Technical Director or designees
e Emergency Medicine Medical Director or designee

e Admissions/Bed Capacity Manager or designee

e Ethicist

e Pharmacist




Each position on the SRAC should be filled by 3 people who will rotate shifts on the committee. Those members who are off shift should
be available to rotate on an appeals committee (see below) if needed.

These groups have been recommended because they represent the leadership in clinical care:
e Chief of Staff
e Nursing Director

The leadership in areas most likely to be faced with scarce resources:
e |CU Directors
e Respiratory Care
e Emergency Medicine
e Admissions/Bed Coordination Center
e Ambulatory Care Directors
e Experts in the ethics of health care delivery (ethicists)

This is one proposed structure for a SRAC but recognizing that some organizations would not have access to an ethicist, intensive care or
ambulatory care leaders (because they do not normally deliver intensive care or ambulatory clinic services), such organizations should
consider appropriate equivalent committee members.

Triage Officers
During an event that leads to multiple scarce resources, a Triage Officer should be assigned to oversee a patient care area, such as an
inpatient floor or unit. Triage Officers will be selected from available personnel who normally care for patients on that unit, such as:

e Adult and/or Pediatric Hospitalists

e ICU specialists

¢ Emergency Medicine physicians

e Anesthesiologists

e Others as assigned by the Medical Care Director

Triage Officers will be selected by SRAC in consultation with the Chairs and/or Service Chiefs. Potential Triage Officers will be identified by
the hospital leadership based on the individual's leadership capabilities and clinical skills to meet the needs of the role. Pre-identification

of Triage Officers is recommended. Selected Triage Officers will be responsible for thoroughly understanding their institution’s allocation

processes and triage protocols.




The Triage Officer will have the responsibility to assure:

e Clinicians caring for the patient perform an assessment, for triage purposes, at 48 and 120 hours (or a time deemed appropriate
by leadership) and attests that the assessments are accurate

e Triage Protocols for use in such scenarios should be in place and well known to the Triage Officers and other clinicians to ensure
transparency and facilitate rapid implementation.

e Day-to-day clinical care decisions for individual patients will continue to be made by the primary clinician caring for the patient
with the supervision of the Triage Officer.

e If Triage Protocols need to be implemented to manage a scarce resource (i.e. ICU care or ventilators), the Triage Officer will notify
the clinicians within their assigned units to communicate regarding Triage Protocols and collect data about patient assessments
as often as needed, but at least daily.

e The Triage Officers should communicate frequently with the SRAC, and the Clinical Review Committee when appropriate, to
assess the needs of all patients within the institution.

Clinical Review Committee

While decisions to discontinue life sustaining interventions will be made in conjunction with the Triage Officers, in consultation with the
primary clinician caring for the patient, any patient, family member or clinician (including the Triage Officer) can request consultation with
the Clinical Review Committee (CRC)

The makeup and purpose of the CRC is to act as an advisory body for requested consults from the Triage Officer and act as a final
decision-making body for all appealed Triage Officer decisions. The CRC will consist of appropriate adult and pediatric providers including
the following:

e Medical Care Director, e.g. Chief of Staff or designee

e Triage Officer for that unit (non-voting)

e Adult Triage Officer from another unit

e Pediatric Triage Officer from another unit

e Respiratory Therapy Medical Director or designee

e Emergency Medicine Medical Director or designee

e Nursing Director or designee (non-voting)

e Social Work Director or designee (non-voting)

e Ethicist, ad hoc advisor (non-voting)

e Office of the General Counsel, ad hoc advisor (non-voting)




The CRC wiill:

e Serve as a consultative body that will advise clinicians regarding clinical decision-making in complex patient care situations and
identify principles that will serve as guidelines for triage officers.

e Beinvolved in all decisions to discontinue a life-saving therapy. The CRC will have real-time information on all currently available
life-saving scarce resources available to the hospital system. The CRC will also have a list of all patients who, based on objective
clinical parameters, have the lowest chance of survival.

e Be the final decision-making body for the appeal of Triage Officer clinical decisions. Decisions made by the CRC will be final and
will be determined based on a review of available medical information. Some institutions may feel it is appropriate to have an
appeal process even after CRC has considered the case, but should consider whether, in an MME incident, they will have the
depth of expertise to staff multiple committees.

These groups have been recommended because they represent those with expertise in relevant areas of medical care delivery and best
equipped to make final clinical resource decisions. Some hospital organizations may not have staff who carry titles exactly the same as
the proposed member titles in this guideline but should make appropriate substitutions.
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Scarce Resource Allocation Committee (SRAC)

Smaller hospitals, especially those in rural areas, are faced with limited resources and support from other agencies, potentially smaller,
more distant local public health departments, limited technology, a greater reliance on volunteers, limited medical transport units, and
greater distances from potential lifesaving or supportive resources. Advance planning may take a more critical role for medical surge and
allocation of scarce resources within this setting. Furthermore, these facilities should recognize their role to also plan to care for
populations they might not normally treat, such as pediatrics, obstetrics, or critical care patients.

The members of the hospital's Emergency Management Planning Committee may also be called upon to be a part of a Scarce Resource
Allocation Committee (SRAC). The SRAC should have the full authority to make necessary allocation decisions to assign or conserve
resources for patient care in the event of a shortage of services, supplies, or staffing. The SRAC should be responsible for determining
when and how these resources should be allocated or conserved.

Scarce Resource Allocation Committee (SRAC) Description

This is one proposed structure for a SRAC, recognizing that some organizations do not have access to an ethicist, intensive care or
ambulatory care leaders (because they do not normally deliver these services), such organizations should consider appropriate equivalent
committee members, such as consulting specialty physicians.

SRAC should have the full authority to make necessary allocation decisions to assign or conserve resources for patient care within the
institution. In the event of a shortage of services, supplies, or staffing, the SRAC should determine when and how these resources should
be allocated or conserved. In addition, the SRAC will have responsibility for determining when Triage Protocols will be activated and
deactivated. In the event of a disaster declaration and/or the establishment of the Incident Management System (IMS), the SRAC
structure should be consistent with this system. The SRAC composition should include available patient group representation from each
of the following groups:

e Medical Care Director, e.g. Chief of Staff or designee

e Nursing Care Director, e.g. Director of Nursing or designee
e Ambulatory Care Medical Director or designee

e ICU/Internal Medicine Director(s) or designees

e Respiratory Therapy Medical Director or designee

e Emergency Medicine Medical Director or designee

e Admissions/Bed Capacity Manager or designee

e Ethicist or Pastoral Care Representative

e Pharmacist




These particular groups have been recommended because they represent the leadership in clinical care:
e  Chief of Staff
e Nursing Director

Leadership in areas most likely to be faced with scarce resources:
e ICU Directors
e Respiratory Care
e Emergency Medicine
e Admissions/Bed Coordination Center
e Ambulatory Care Directors
e Experts in the ethics of health care delivery (ethicists)

Key issue planners should anticipate, to the degree possible, the types of health care needs and resource shortfalls that will
occur and identify policy and operational adjustments that will be needed in response.

e Assess surge capacity (beds, ventilators, etc.) to meet expected increased needs.

e Develop plan to expand staff capacity. Determine how the hospital will meet staffing needs.

e Develop contingency plans for staff absences, particularly ED staff.

e Create procedures and policies for use of supplemental providers.

e Initiate discussions of allocation of hospital resources; hospital administrators meet with hospital ethics committee early in
planning process.

Triage Officers

During an event that leads to multiple scarce resources, a Triage Officer should be assigned to oversee a patient care area, such as an
inpatient floor or unit. Triage Officers will be selected from available personnel who normally care for patients on that unit, such as:

Adult and/or Pediatric Hospitalists

ICU specialists

Emergency Medicine physicians
Anesthesiologists

Others as assigned by the Medical Care Director

Triage Officers will be selected by SRAC in consultation with the Chairs and/or Service Chiefs. Potential Triage Officers will be identified by
the hospital leadership based on the individual's leadership capabilities and clinical skills to meet the needs of the role. Pre-identification

of Triage Officers is recommended. Selected Triage Officers will be responsible for thoroughly understanding their institution’s allocation

processes and triage protocols.




The Triage Officer will have the responsibility to assure:

e (Clinicians caring for the patient perform an assessment, for triage purposes, at 48 and 120 hours (or a time deemed appropriate
by leadership) and attests that the assessments are accurate

e Triage Protocols for use in such scenarios should be in place and well known to the Triage Officers and other clinicians to ensure
transparency and facilitate rapid implementation.

e Day-to-day clinical care decisions for individual patients will continue to be made by the primary clinician caring for the patient
with the supervision of the Triage Officer.

e If Triage Protocols need to be implemented to manage a scarce resource (i.e. ICU care or ventilators), the Triage Officer will notify
the clinicians within their assigned units to communicate regarding Triage Protocols and collect data about patient assessments
as often as needed, but at least daily.

e The Triage Officers should communicate frequently with the SRAC to assess the needs of all patients within the institution.

10
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Staffing Considerations

Staff and Staff Related Supplies Planning

e Have processes and policies for disaster credentialing and privileges - include supervision plan, clinical scope of
practice, orientation, medical record access, and verification of credentials.

e Encourage employee personal preparedness planning including family and pets.

e Cache adequate personal protective equipment (PPE) and supporting supplies.

e Educate and exercise staff on institutional disaster response.

e Educate appropriate staff on community, regional, and state disaster plans and resources.

e Develop facility plans for shelter-in-place needs including family and pets.

e Have a communications plan for all employees and patients / residents, including when operating under contingency or
crisis standards.

e Have a plan to address social factors that might prevent staff from reporting to work (transportation and housing).

e Consider potential mental health needs of staff and have a plan to provide additional support.

Maximize Staff Time
Only hold critical meetings and reduce administrative responsibilities not related to incident.
Implement efficient and effective medical documentation methods appropriate to the incident.
e Cohort patients with like conditions to conserve PPE, reduce donning and doffing time and frequency, or travel time between
patients.

Find Supplemental Staff

e Bring equivalently trained staff for response type from health system (including administrative positions), other health
systems, Disaster Medical Assistance Team (DMAT), or other approved organizations; Be aware of state-specific emergency
waivers.

e Report needs for staffing resource specifics to local Emergency Management and the Regional Healthcare Coalition Medical
Coordination Center.

e Adjust work schedule (longer but less frequent shifts, etc.) if this will not result in skill/PPE compliance deterioration.

e Use family members/lay volunteers to provide basic patient hygiene and feeding.

11



Focus on Core Clinical Needs

e Have trained staff concentrate on specific critical skills (ventilator, burn, etc.); specify job duties that can be safely performed
by other medical professionals.

e Have specialty staff oversee larger numbers of less-specialized staff and patients. Consider including Emergency Medical
Technicians or new residents in planning.

e Limit use of laboratory, radiographic, and other studies, to allow staff reassignment and resource conservation.

e Reduce documentation requirements to minimum amount needed.

e Cancel all non-essential procedures and visits.

e Have a process to request waivers or protocol changes with the proper authorities.

Use Alternative Personnel

e Use less trained personnel with appropriate supervision and just-in-time education (nursing students, Medical Reserve Corps,
MI Volunteer Registry) if authorized.

e Programs may now request emergency categorization for then use of medical students and residents Frequently Asked
Questions (acgme.org)

e Activate facility disaster plan to optimize availability of all essential personnel including housekeeping, food service, laundry,
maintenance, engineering, information technology, etc.

e Use less trained personnel to take over portions of skilled staff workload for which they have been trained.

¢ Provide just-in-time training for specific skills.

e Cancel non-urgent appointments and divert staff to emergency duties related to the incident and provide appropriate
orientation and training.

12
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https://www.acgme.org/covid-19/frequently-asked-questions/#prdecisions

CRISIS STANDARDS OF CARE TOOLKIT
Guidance for Developing Healthcare Plans
Patient Care Resources

Patient Care Resources

Mechanical Ventilation

Increase Hospital Stocks of Ventilators and Ventilator Circuits, ECMO or bypass circuits
Ensure your facility has a repository of ventilators and ventilator supplies.

Access Alternative Sources for Ventilators/specialized equipment
e Obtain specialized equipment from vendors, health care partners, regional, state, or Federal stockpiles via usual emergency
management processes and provide just-in-time training and quick reference materials for obtained equipment.

Decrease Demand for Ventilators
Develop plans to address the processes needed to address times when the demand for ventilators could exceed the supply. This plan
may include creating guidance for:

¢ Increasing threshold for intubation/ventilation.

e Decreasing elective procedures that require post-operative intubation or anesthesia machines.
¢ Using non-invasive ventilatory support when possible.

e Attempting earlier weaning from ventilators.

Re-use Ventilator Circuits
e Appropriate cleaning must precede sterilization.
e If using gas (ethylene oxide) sterilization, allow full 12-hour aeration cycle to avoid accumulation of toxic byproducts on surface.
e Use irradiation or other techniques as appropriate.

Use Alternative Respiratory Support Technologies
e Use transport ventilators with appropriate alarms, especially for stable patients without complex ventilation requirements.
e Use anesthesia machines for mechanical ventilation as appropriate/capable.
e Use bi-level (BiPAP) equipment to provide mechanical ventilation.
e Consider bag-valve ventilation as temporary measure while awaiting definitive solution/equipment (as appropriate to situation -
extremely labor intensive and may consume large amounts of oxygen).
e Consider splitting ventilators based on IC/RTT suggestions.
e Consider proning as appropriate.

13



Space/Infrastructure
When health care organizations are unable to meet demands with traditional bed capacity with all surge strategies implemented, they

may need to recognition of the need to open alternate care sites for screening clinics/early treatment. This may be accomplished by:

e Health care organizations implementing medical surge strategies.
Local and state public health-initiated strategies to authorize alternate care site initiation; this includes assurances related to

governmental waivers.

e Working with LARA and local Fire Marshall's office for permissions to utilize additional needed space for patient care.

e Local public health departments working with their local health care organizations and regional health care coalitions to ensure
that inpatient sites, including skilled nursing facilities, are prioritized for support.

e Health care organizations narrowing admission criteria to maximize available resources.

e Local and state public health utilizing planning strategies for crisis standards of care (CSC) if anticipated event expansion.

Supplies
When local and state monitoring of supplies and inventory data indicate shortage/potential shortage and there is anticipated challenges

with medical supply chain based on expanding incident, healthcare organizations should:

e Prioritize resource allocation by urgency of need and risk.
e Determine time frame and availability from other vendors/sources.
e Review and update risk communication strategies specific to users of critical resources and community.

14
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Pediatric Considerations

Planning and response considerations:

Tertiary centers with inpatient pediatric, trauma/burn and PICU capability can provide consultation and transfer support based
on patient needs. The following centers can provide real-time consultation in support of pediatric critical care when transfer is
difficult or not possible or when highly specialized services (e.g., ECMO) are anticipated to be needed.

Pediatric patients will have to be stabilized (and in some cases treated, for 24 to 48 hours) at initial receiving hospital in major
incident - all facilities must be prepared for pediatric cases. Preparedness for receiving children in the emergency department
has been a focus of readiness initiatives, such as the Emergency Medical Service for Children National Pediatric Readiness
Project, for many years. Readiness tools are available at the site below, including a checklists and toolkits.

National Pediatric Readiness Project ® ElIC (emscimprovement.center)

Space/Infrastructure
Once pediatric bed availability begins to decrease, the facility should consider how to conserve bed space and adapt any available
space to accommodate pediatric overflow patients. This can be accomplished by:

Maximize use of beds on pediatric unit and at pediatric centers noted above; review and prepare to stand up facility surge
plans for pediatric patients (see state pediatric surge annex).

Prioritize transfer of children < 8 years of age and those with highly specialized needs to pediatric specialty centers.

Surge to non-pediatric, age-appropriate units within hospitals if possible.

Distribute non-critical and older pediatric patients from overwhelmed pediatric centers to other accepting facilities.
Expand acute outpatient care for the minimally injured/ill.

Supplies
The American Academy of Pediatrics developed Joint Policy Statement—Guidelines for Care of Children in the Emergency
Department | Pediatrics | American Academy of Pediatrics (aap.org) This guidance includes a list of equipment facilities should

have in their emergency departments to care for children. During times of scarce resources, facilities should consider:

Outpatient Supply Planning:

Wound Care (consider topical anesthetics for smaller children).

Splinting/strapping materials.

Oral Medications (supply liquid pain medicines) and consider nasal pain (fentanyl) and anxiolytic (midazolam) medications
Vaccines (especially age-appropriate tetanus).

15


https://emscimprovement.center/domains/pediatric-readiness-project/
https://publications.aap.org/pediatrics/article/124/4/1233/71861/Joint-Policy-Statement-Guidelines-for-Care-of
https://publications.aap.org/pediatrics/article/124/4/1233/71861/Joint-Policy-Statement-Guidelines-for-Care-of

Inpatient Supply Planning:

Airway equipment sufficient for number and age of victims, including rescue airway (example laryngeal mask airways).
Vascular access equipment, including adequate quantity of intravenous cannulas and intraosseous needles.

References, charts, or other systems for size/weight-based equipment and drug dosing (reference book, wall charts, Broselow
tape, or similar).

External warming devices.

Intravenous fluids, medications, and blood supply.

Pediatric Specific Staffing

Pre-incident pediatric medical/trauma critical care training should be conducted for physician and nursing staff expected to
provide emergency care. Consider courses such as Advanced Pediatric Life Support, Pediatric Advanced Life Support.
Just-in-time training may be required in certain situations for non-pediatric nursing and physician staff reinforcing key points
of pediatric or incident-specific patient care (including pediatric assessment, triage, importance of fluid management, urine
output parameters, principles of analgesia, etc.).

In a major incident, adjust pediatric physician and nurse staffing patterns as needed to provide supervision of other providers
and staff to increase workforce. Pediatric critical care and pediatric hospitalists could supervise care at a higher level,
delegating many bedside duties to other providers. Preparation of the emergency department along National Pediatric
Readiness Program Guidance will allow pediatric patients to be stabilized, transported to a higher level of care if available, or
shelter in place if appropriate.

Consider planning for specific staffing needs during a pediatric surge event such as:

Reunification planning, including tracking of children (especially unaccompanied minors).

Social work/ family support.

Discharge support and planning, particularly for rehabilitation and other specialty follow-up.

Family/caregiver accommodations.

Psychological support for children, their families, and staff (do not under-estimate the increased stress and psychological
impact of a pediatric incident, particularly a mass casualty incident, on health care providers).
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