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I Executive Summary

The mission of the Vermont Department of Healthis to protect and promote the best health for all
Vermonters. The Department strives toaccomplish effective and integrated public health programs,
communities with the capacity to respond to public health needs, maintain internal systems that
provide consistent and responsive support, ensure a competent and valued workforce that is supported
in promoting and protecting the public’s health, facilitate a public health system that is understood and
valued by Vermonters and ensure health equity for all Vermonters. Toaccomplish this, Vermont
Department of Health must ensure plans are in place to support the department’s missionand to
sustainits public health goals during routine times and crisis situations.

This CSCPlan is intended to provide comprehensive guidance and support to manage disasters and
emergencies within the state of Vermont that threaten healthcare and public health. This plan provides
the structure for coordinating response activities and guidelines for altering normal patient care and
treatment decisions. This plan is designedto assist healthcare providers in their decision making with
the intention of maximizing patient survival and minimizing the adverse outcomes that might occur due
to changes to normal operations when the volume of patients surpasses the available capabilities and
capacity of healthcare providers/facilities and normal standards of care can no longer be maintained.

The CSC Plan is assigned as anannex of the Vermont Department of Health Emergency Operations Plan
(EOP). Utilization of this plan during a crisis situation requires a declaration of emergency by the
Governor. This plan may be utilized among a range of response measures prior to and during a crisis
situation.
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Il. Introduction, Purpose and Scope of Plan

The purpose of the CSC Plan is to provide a framework which includes the identification of tools for
altering normal patient care, staffing, medical equipment, supplies, and treatment decisions in any type
of catastrophic disaster or massive public health emergency wherein demands relatedto patient care
and public health radically exceed available resources. Whenthe volume of patients andtheir needs far
surpasses all available capabilities and capacity of healthcare providers/facilities and the continued use
of normal standards and operations will constitute a failure of care, drastic changes including
implementation of CSC must be implemented.

This CSC Plan is designed for use by both policymakers in public health, emergencyresponse, acute
patient care and long-term care positions, as well as, direct patient care providers themselves when
confronting massive public health emergencies requiring the decision to move from normal operations
to crisis operations and the return to normal operations when conditions improve. This CSC Plan
describes the activation process used by the State of Vermont and health providers during a
catastrophic disaster or massive public health emergency as well as the roles and responsibilities for
each. This CSC Plan provides ethical guidance as health care providers face the complex decisions of
reallocation of scarce resources away from patients who either will live or will expire, independent of
whether resources or care are provided or not.

There is a continuum of the provision of health care from normal standards of care, to contingency care,
to CSC. This CSC Plan is intended to describe the assignment of the limited available resources tothose
patients that will perish if they do not receive the resources but will likely survive if they do receive the
resources. Regardlessofthe location or magnitude of an event, this Plan is to be implemented only
during a declared State of Emergencyin Vermont. Appendices have been included to provide tools to
assist with ethical decision-making and triage of allocation of scare resources regarding some specific
areas.

The purpose of this planis to provide an ethical, reasonable, transparent and flexible framework to

achieve the following:

e Provide guidance to Vermont healthcare providers, systems andfacilities to support consistent and
equitable resource allocation decisions during a catastrophicdisaster;

e Optimize the quality of care that can be provided to the largest number of patients presenting to an
overwhelmed healthcare system (population-based healthcare);

e Minimize serious illness and death by administering a finite pool of resources tothose who have the
greatest opportunity to benefit from them;

e Maximize self-triage and self-care by the general public using a variety of media to deliver public
health messages;

e Provide alegal frameworkfor developing triage decisions and utilizing nonstandard healthcare
facilities and resources in an emergency;

e Maximize resource and public safety protection to allow the healthcare delivery systemto operate
effectively and recover quickly following the CSC event.

A. Important CSC Plan concepts:

e This CSCPlanis not considered a substitute for healthcare emergency management planning. These
standards are intended to guide the allocation of scarce resources after all other measures have
been exhausted.
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e Strategies and options must be consideredand planned in advance, since consideration and
planning may be impossible during a catastrophic disaster or massive public health emergency.

e This CSCPlanis not a stand-alone plan for healthcare providers. The CSC Plan exists within the
framework of existing all-hazards response plans and must be integratedinto all levels of healthcare
planning.

e Deployed strategies and options must be proportional tothe resources available. The level of risk
strategies deployed must be a function of resource availability.

e Healthcare services and facilities may not have an option to wait for State or other agency action
before implementing CSC in a no-notice event; local circumstances may force local decision-making
and behavior.

e Stewardship of resources, dutyto care, soundness, fairness, reciprocity, proportionality,
transparency, and accountability are guiding ethical elements of this Plan. This ethical foundation
has been integratedintoa set of public health and emergencyresponse principles to establish this
common framework for statewide CSC.
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lll. Situation and Planning Assumptions

A. Situation

The State of Vermont’s population as of the last census is 623,657 residents. There are fourteen (14)
counties in Vermont; these are: Addison, Bennington, Caledonia, Chittenden, Essex, Franklin, GrandIsle,
Lamoille, Orange, Orleans, Rutland, Washington, Windham and Windsor counties. The ten (10) largest
towns in Vermont are Burlington, Essex, South Burlington, Colchester, Rutland City, Bennington,
Brattleboro, Milton, Williston and Hartford. In addition to the resident population, robust year-round
tourist and student populations add thousands to the state’s population.

The Vermont Department of Health practices ongoing disease, illness and injury surveillance to maintain
situationalawareness of the health status of Vermonters. While some public healthemergencies
progress more slowly and allow time for some preparation, other public healthemergencies are sudden
and allow no time for preparation. Ongoing Threat and Hazard Identificationand Risk Assessments, as
well as, health surveillance efforts help policymakers and providers better prepare for and respond to
massive public healthemergencies.

The behavioral health and wellbeing of everyone including survivors of and responders to massive public
health emergencies must be considered, trained and treated during any massive public health
emergency. Vermont currently faces many challenges adequately caring for those individuals in need of
mental healthcare. Vermont’s behavioral health care system will face even greater challenges meeting
the needs of those in need of behavioral health care during a massive public health emergency.

During a catastrophic disaster or massive public health emergency, the Health Department Health
Operations Center (HOC) will be activated and will monitor Health and Medical Services across the state.
The Vermont Department of Health HOC will provide situational awareness toVermont Emergency
Management (VEM). Upon assessment of a catastrophic disaster or massive public health emergency,
VEM may activate the Vermont State Emergency Operations Center (SEOC). As needed, the SEOC may
coordinate additional support services, other state agencies, local and regional public and private
partners and the federal government. The SEOC may be partially or fully activated, andat such time, the
HOC will become a supporting agencyto the SEOC.

B. Planning Assumptions

A catastrophic disaster or massive public health emergencycan occur in the state at anytime, and at

any place. Such disaster or emergency may create significant human suffering, property damage and

economic hardship to individuals, families, communities, government and businesses. Vermont

Department of Health, in conjunction with other State agencies and partners, is primarily responsible for

health and medical services and health emergency preparedness and has shared responsibilities with

the State and Federal government for national security preparedness. Vermont Department of Health

recognizes that there are many emergency situations that may directly produce severe consequences

and the varying degrees of impact will affect the response. Relating tothis CSC Plan, the following

assumptions are valid:

e A catastrophicdisaster or massive public health emergency event occurs which leads to a severe
and continued lack of a medical resource which could include staffing, material, or space.

e There could be a lack of the resource, or an extreme increase in the number of patients needing the
resource.
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e The lack of the resource results in a crisis within the health care delivery continuum which results in
anincrease in morbidity and/or mortality among many patients.

o Adequate alternatives for the limited resources will not be available in time as to prevent further
injury, illness, or death.

o Alllocal, regional, and broader reaches for the limited resources will be inadequate. The situation
may be the result of a lack of the resource itself or the inability to deliver the resources tothe
needed area due to one or more failures of critical infrastructure or other factors.

e Healthcareadministrators and providers will lack the resources to limit the crisis and resolution will
not occur soon enough to prevent further loss of life.

e Agencies responding to a CSC situation may utilize non-approved drugs or devices following an FDA
issued emergency use authorization.
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IV. Continuum of Care: Conventional, Contingency and Crisis

Standards

A. Facility and Agency Triggers

The conventional indicators listed below represent normallevels of surge for most healthcare facilities.
In general, if one or more contingency or crisis level indicators are true, then the healthcare facility may
decide to activate contingency standards of care or follow the prescribed process torequest CSC Plan
activation.

The indicators listed below provide general guidance for hospitals and other healthcare facilities in
determining the level of care during a catastrophic disaster or massive public health emergency. These
indicators should serve as triggers for activating facility-level plans and procedures and may also prompt
resource requests tothe state, Health Care Coalition (HCC) and other healthcare providers and facilities.
This CSC Plan may be triggered by numerous circumstances involving life-threatening resource
limitations, sudden uncontrolled increase in patient volume or needs or both (seeindicators and triggers
section below).

1. State, Regional and Local 911 Dispatch Triggers and Continuum of Care

911 DispatchTriggers and Continuum of Care

e One or more dispatch centers at capacity

e Dispatchcenter call wait time maybe minimally impacted

Contingency Indicators for 911 Dispatch

e Some 911 dispatch calls forwarded to other centers

e Additional 911 dispatchers requested toaccommodate increasein calls

e One or more healthcare facilities or EMS services unable to receive patients or respond to calls

e Telephone triage used to prioritize calls

| Crisis Indicators for 911 Dispatch

e Most 911 dispatchcalls lost, dropped or forwardedto other centers

e Joint Information Center (JIC) activated tofacilitate public communications efforts

e Vermont 211 systemactivatedto provide emergency health messaging andinstructions to public

e Additional 911 dispatchers, telephone triage and Vermont 211 unable to accommodate 911 call
volume

e Alllocal, regional, and broader reaches for 911 dispatch resources are unavailable or inadequate
to prevent further increased patient morbidity and/or mortality

e Despite all efforts by all 911 dispatch, public health, health care providers and others, extensive
patient morbidity and/or mortality cannot be eliminated but merely lessened

Emergency Medical Services (EMS) Triggers and Continuum of Care

Conventional Indicators for EMS

e Public safetyanswering point/Public safety communication center at or near capacity
e Standard response capacityat or near capacity

e Low acuity calls holding or response with single resource unit

e Requests for mutual aid
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Contingency Indicators for EMS

e Public safetyanswering point/Public safety communication center capacity fully utilized;
additional communications center staff called in; incoming calls holding

e Demandsurpasses standard response capability; additional EMS staff called in; additional units
staffed

e Deferredresponse for low acuity calls

e Closest destination healthcare facilities on diversion or not accessible

e Require mutual aid or air medical transport to supplement local ambulance transport resources

e Limitations on staff hours of service suspended

e Staff absenteeism adversely affects response capability

e Local EOC activated

e SEOC activated

e Vermont Department of Health HOC activated
Regional destination healthcare facilities on diversion status or not accessible

e Noresponseto low acuitycalls

e Alllocal, regional, and broader reaches for EMS resources are unavailable or inadequate to
prevent further increased patient morbidity and/or mortality

e Despite all efforts by public health, health care administrators, medical providers and others,
extensive patient morbidity and/or mortality cannot be eliminated but merely lessened

Healthcare Facility Triggers and Continuum of Care

Conventional Indicators for Healthcare Facilities

e Beds and usual patient care areas fully occupied

e Normal staffing level fully present and utilized

e Cachedand normal supplies in use

e Other patient care areas re-purposed (e.g. PACU providing ICU-level care)

e Staff extension deployed

e Conservation, adaptation, and substitution of supplies with selective re-use of supplies for
individual patients

e Hospitalon diversion status

Crisis Indicators for Healthcare Facilities

e Hospital Emergency Operations Center (EOC) activated

e Healthcare facility unsafe or closed
Trained staff unavailable and unable to care for patients

e Critical supplies exhausted requiring re-allocation of life-sustaining resources

e Patient transferinsufficient or impossible

e Alllocal, regional, and broader reaches for healthcare facility resources are unavailable or
inadequate to prevent further increased patient morbidity and/or mortality

e Despite all efforts by public health, health care administrators, medical providers and others,
extensive patient morbidity and/or mortality cannot be eliminated but merely lessened

State of Vermont Triggers and Continuum of Care

Conventional Indicators for the State
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e One or more hospitals at capacity

e Patient transfer may be impacted

e Localjurisdictions initiate resource requests

e Medical countermeasure availability declining

e One or more healthcare facility damaged or on diversion status

e Patient transferis limited across all or part of state with limited transfer capability across state
Iines
SEOC actlvated
Medical countermeasures exhausted

e Patient transfers insufficient or impossible statewide

e Alllocal, regional, and broader reaches for resources are unavailable or inadequate to prevent
further increased patient morbidity and/or mortality

e Despite all efforts by public health, health care administrators, medical providers and others,
extensive patient morbidity and/or mortality cannot be eliminated but merely lessened

Vermont Department of Health Triggers and Continuum of Care

Conventional Indicators for Vermont Department of Health

e One or more District Offices at capacity
e Services are managedto meet client needs

Contingency Indicators for Vermont Department of Health

e Localjurisdictions initiate health resource requests

e Healthresource availability declining

e One or more District Offices damaged or closed

e Clientand resource transfers are limited due to transfer ca pacity or infrastructure constraints

Crisis Indicators for Vermont Department of Health

HOC activated

e Public health resources exhausted, and personnel diminished
Client and resource transfers impossible statewide and unable to meet basic client needs

e Alllocal, regional, and broader reaches for resources are unavailable or inadequate to prevent
further increased client and population morbidity and/or mortality

e Despite all efforts by District Office and Central Office public health professionals, healthcare
facility administrators, medical providers and others, extensive patient morbidity and/or mortality
cannot be eliminated but merely lessened
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V. Organization and Assignment of Responsibilities

A brief outline of key roles and responsibilities related to the activation of the CSC Plan is in the table

below.

RESPONSE
ENTITY m RESPONSIBILITIES

Commissioner, Lead health e Approve implementation of CSC Plan when necessary

Vermont official; during a public health emergency/disaster response;

Department of authorizes e Serve as liaison to the governor’s Office; Issue

Health activation of commissioner’s orders as appropriate to the event to
CSC Framework protect the public’s health

Federal Response and e Assist response efforts providing resources and response

Emergency recovery management personnel

Management coordination e Assist recovery efforts providing resources, funding and

Administration and assistance response management personnel

(FEMA)

Governor, State of
Vermont

Oversee
response and
ensure
coordination
among relevant
state agencies

Proclaims a state of emergency within the entire State or
any portion or portions of the State

Requests Federal Emergency or Disaster Declaration
Issues emergency declarations and specific emergency
orders to address incident-specific issues

Ultimate authority for State response

HCC Regional e Information sharing and coordination of activities between
coordination of public health, hospitals, EMS, and emergency
health/medical management
response e May provide/develop regional policies for disaster

response/crisis care
e Help manageresources between hospitals in the area
e May coordinate consistent patient care within the region
e May provide single point of contact for patient transfer
coordination

Health Care Acute patient e Implement surge plans including crisis care plans,

Facilities care implement facility or regional triage/treatment plans as
required, coordinate information and resource
management with other facilities in the regionvia the HCC

Healthcare Regional Facilitate communication among network affiliates

Provider and
Hospital Networks

coordination of
health/medical
response

Facilitate resource allocation among network affiliates
Facilitate patient care and surge coordination among
network affiliates

Facilitate financial management and coordination among
network affiliates

Local Emergency
Management

Local lead for
Emergency
Management

Request resources locally or through SEOC
Candeclare an emergency and request the Governor to
find that a state of emergency exists
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Make, amend and rescind such local orders, rules, and
regulations as may be necessary for emergency
management purposes

Provide essential elements of information to local and
State agencies government

Local EMS Emergency Frequently the first personnel on scene to assess and
Agency/First Medical report on the situation, provide initial triage and care and
Responders response and help determine what additional resources may be needed
patient Support and assist arriving ambulance personnel on scene
transport ¢ Coordinate patient destination hospitals to the degree
possible to avoid overloading a single facility
Develop policies for crisis care situations
Interface with local hospitals and regional HCC to share
information/status
Adjust response and transport guidelines to reflect the
situationat the hospital (e.g., ifall hospitals overwhelmed
may recommend self-transport toclinic for non-emergent
problems)
Medical Reserve Volunteer MRC volunteers include medical and public health
Corps (MRC) medical professionals and other community members without
response and healthcare backgrounds
support MRC units strengthen public health, improve emergency
response capabilities and build community resiliency
MRC units prepare for and respond to natural disasters
and other emergencies affecting public health
Region 1 US Regional Coordinate regional resource management
Healthand Human | coordination of Provide response management personnel
Services (HHS) health/medical Coordinate communication between state and federal
response, partners
support agency
Regional EMS Regional Information sharing of activities between EMS, hospital,
Programs coordination emergency management and local, regional and SEOC

EMS response

Assist in coordination of EMS resources and emergency
management in collaboration with the State, Regional or
Local EOCs

May provide or develop regional procedures for EMS
disasterresponse
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Department of
Health Division of
Emergency
Preparedness,
Response and
Injury Prevention

State lead
agencyfor EMS
disasterissues

Support hospitals by regional and state-level coordination
of EMSsurge capacity implementation

Carryout duties and responsibilities assignedtothe
Vermont State Emergency Management Plan (SEMP) and
the Governor’s Executive Order 15-13 Assigning
Emergency Responsibilities to State Agencies.

Deploy Ambulance Strike Teams (AST), MCl buses,
additional ground or air ambulances from regions as
requested by local EMS agencies through the State Duty
Officer or SEOC

Requestinter-state Emergency Management Assistance
Compact (EMAC) or federal (i.e., Federal Ambulance
Contract) resources via VEM

Communicate suspension of selected regulatory
statutes/rules tofacilitate crisis care activities during
declared disaster

Provide support to regional HCC response through
regional EMS system program personnel

Support local EMS medical directors by providing guidance
on patient care guideline development through the State
EMS Medical Director and the Medical Director Standing
Advisory Committee

Department of
Health
Immunizations

Epidemiology
and Infectious
Disease Control

Develop impact assessment, provide infection control
information, develop public health population-based
intervention recommendations based on expert input and

and Infectious expertise CDC guidance

Disease

Department of State Public Provide environmental sample testing, water testing,

Health Laboratory | Health infectious disease testing, food safetytesting and other
Laboratory testing

Provide medical and healthlaboratory clinical consultation
Provide laboratoryinspection for drinking water, drug
testing and HIV testing

Department of Statelead for Confirm the identification of human remains,

Health Office of Mortuary Document and certify the cause and manner of death,

the Chief Medical | Operations Coordinate the release of the remains to the next-of-kin.

Examiner (OCME) | Management

Vermont 2-1-1 Telephone Vermont 2-1-1 is a telephone number providing callers
information with important community information and resources, like
system emergency food and shelter, disability services, senior

services, health care, behavioral counseling, childcare,
transportation agencies, and more
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Vermont Statelead Request CMS 1135 waivers as required during response to

Department of agency for allow patient billing when usual conditions cannot be met

Disabilities, Aging, | health care

and Independent | compliance

Living (DAIL),

Division of

Licensing and

Protection

Vermont Statelead Facilitate health care resource requests tostate/inter-

Department of agency for state/federal partners

Health Healthand Request State of Emergency Declarations and governor’s

Medical Services emergency orders as required to support response

Activate other consultative subject matter teams and
SMEs as needed (e.g., EMS, Ethics, and Hospitals Surge)
help inform specific actions and develop outreach
strategies
Provide clinical guidelines/guidance
Request specificemergency orders/actions by the
governor’s office
Support HCC information exchange and policy
development
Provide treatment and other health related guidance for
clinicians, local and tribal public health and community
members, based on the nature of the event
Vermont Department of Health Public Information Officer
(P10) will develop Vermont Department of Health
communications to public and providers on the crisis
issues.
Coordinates Vermont Department of Health response;
may be given authority by the commissioner to activate
CSC Plan components
Key liaison to HCCs in the State

Vermont Support agency Answers 911 calls

Department of Provides emergency medical dispatch support (if

Public Safety, equipped, may transfer to secondary center)

Answering Determines appropriate response based on

Point/9-1-1 situation/algorithms/Standard Operating Procedures

Dispatch Center

Provides communication point for incident responders
May assignradiotalk groups during an incident

Vermont
Department of
Public Safety,
VEM, SEOC

State lead for
Emergency
Management

Coordinate the activities of all emergency management
organizations within the state

Maintain State-wide situationalawareness overall to
disaster response andrecovery

Make a recommendation to the Governor to proclaim a
state of emergency within the entire State or any portion
or portions of the State.
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Recommend to the Governor that a Federal Disaster
Declarationrequest be made tothe President

Vermont State lead for Vermont HAZMAT Team assists all fire departments in
Department of Hazardous Vermont with managing hazardous materials incidents
Public Safety, VT Materials
State Hazardous Management
Materials
(HAZMAT)
Response Team
Vermont National | Emergency Provide airand ground resource transport services
Guard Medical Provide airand ground patient transport services
response, Provide logistics support
resource

coordination
and transport
and patient
tracking and
transport

Provide specialized medical services
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VI. Statewide Concept of Operations

A. Threat Assessment and Reporting to Vermont Department of Health

The Vermont Department of Health constantly receives information and data from a variety of sources.

During a catastrophic disaster or massive public health emergency, information may be collected from a

variety of sources such as:

e Reports, alerts, or requests for assistance from local, county and state agencies as well as other
external sources

e Media

e Schools

e Results fromsurveillance systems or sample analyses

e Vermont Department of Health surveillance data and collected information

e VEMand otherstate partners

e Federal Emergency Management Agency (FEMA), Centers for Disease Control and Prevention (CDC),
and other federal partners

B. Initial Assessment of Indicator Information

In the event of a catastrophic disaster or massive public health emergency, the Vermont Department of
Health must collect indicator information, assess this information and report findings to the SEOC. The
Department of Health Commissioner or designee in coordination with the Vermont Department of
HealthHOC is responsible for conducting initial assessment and communicating additional notifications
to appropriate individuals and partners at the local, state and federal level.

The Commissioner of Health or designee and Vermont Department of Health HOC receiving the

indicator information, will apply the following considerations to conduct the initial assessment:

e Source of the information

e Quality and quantity of the information

e Severity, magnitude, and timelines regarding the potential or actual health threat or threat of
business interruption

e Credibility of prior testing done to generate the information for public healththreats

e Other intelligence/information to corroborate or support the information

e Anticipated need to provide information to the Vermont Department of Health staff, the public,
media, or other response partners

e Are there multiple cases ofa rare or novel illness, or illnesses with an unknown cause?

e |stheincident occurring in multiple jurisdictions?

e |stheincident causing or likely to cause serious morbidity or mortality?

e |stherean associationwith alargerevent?

C. Activation Framework

EMS, healthcare providers and healthcare facilities may be impacted by a catastrophic disaster or
massive public health emergency before government agencies become aware of the emergency. This
may require EMS or healthcare facility activation of emergency procedures to manage the event. Local
services and facilities impacted by the emergency must notify the SEOC as soon as possible to provide
situationalawareness, request a declaration of a State of Emergency and request activation of this CSC
Plan. Such local request for a declaration of a State of Emergencyand activation of this CSC Plan will
direct State efforts toward disaster and emergency medical assistance. Based upon the circumstances
of a catastrophicdisaster or massive public health emergency, this CSC Plan may be activated or
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deactivatedindependent of other state, local or other facility emergency planning and operations
implementation. Based upon the circumstances of a catastrophic disaster or massive public health
emergency, recovery may be managedaccording to other plans and operations not a part of this CSC
Plan. The Vermont Commissioner of Health and the Director of VEM will integrate steps of this CSC Plan
with the Vermont SEMP, Vermont Department of Health EOP and other plans and operations.

In the event of a catastrophic disaster or massive public healthemergencyrequiring the initiation of
strategies discussed in this CSC Plan, the SEOC will be activated with the Vermont Department of Health
HOC serving as the lead partner for healthand medical response. The Vermont Department of Health
HOC will coordinate with regional EMS and healthcare systems. The HCC will be notified to assist with
information coordination, resource sharing and surge response among health care providers. Some
Vermont hospitals and healthcare facilities have business and medical network affiliation agreements
with other hospitals and medical centers residing both in Vermont and in surrounding states.
Consequently, during a catastrophic disaster or massive public health emergency, such network
affiliations may facilitate access to a wider range of resources including out-of-state resources.
Alternatively, such affiliation agreements mayinvolve supporting out-of-state needs and placing
additional burden on Vermont resources.

Responding to and mitigating a catastrophic disaster or massive public health emergency should only
address the current shortfalland should be no more extreme than necessary. Large-scale disastersare
dynamic and may shift between contingency and crisis and back to contingency as circumstances evolve.
The role of the SEOC and the Vermont Department of Health HOC is to monitor healthcare system needs
and assure consistency of response. The SEOC and the Vermont Department of Health HOC will
facilitate and coordinate CSC Plan activationas needed. The SEOC and the Vermont Department of
Health HOC will also coordinate CSC Plan demobilization when circumstances are safetodo so. lItis
critically important for the SEOC, the JIC and the Vermont Department of HealthHOC to clearly and
promptly communicate any activation or deactivation of this CSC Plan.

D. Communications

Communication is a critically important component of all emergency preparedness, response and
recovery operations. Implementation of this framework requires extensive communication,
coordination and collaboration among all involved. During response, providing transparencyto the
public and other stakeholders for situationalawareness is just one goal. Vermont Department of Health
has the power to supervise and direct the execution of all laws relating to public health and as such, has
the primary responsibility for policy development and technical expertise regarding public health issues.
Vermont Department of Health is responsible under the Vermont SEMP for directing and coordinating
health-related communications and activities during an incident with public health implications.
Vermont Department of Health will facilitate and promote communication between all medical
providers and the SEOC. Vermont Department of Health will facilitate and promote communication
between all medical providers (i.e. State to hospital, hospital to hospital, State to EMS, EMS to hospital,
EMS to EMS, etc.) using all appropriate means of communication including but not limited to telephone,
internet, satellite telephone, two-way radio, etc. Vermont Department of Health will facilitate and
promote communication to the public and other stakeholders such as schools, local communities, faith
communities, social groups using all appropriate means of communication including but not limited to
telephone, internet, social media, television, radio, etc. Emergency communication is a critically
important element of emergencyresponse, andall CSC Plan partners will actively facilitate effective
communication.
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When the SEOC is activated, public/media communications will be directed and coordinated with and
through the State JIC via the Lead PIO. The Lead Public Health PIO in the SEOC will assume primary
responsibility for public health information and messages in coordination with the Vermont Department
of Health PIO. When the SEOC is not activated, but the Vermont Department of Health has activatedan
incident response structure, the Vermont Department of Health PIO will assume lead responsibility for
public communication associated withan emergency or incident.

E. Demobilization and Recovery

Planning for CSC Plan demobilization should start early during a catastrophic disaster or massive public
health emergency. The Vermont Department of Health HOC will oversee strategiesto reconstitute and
reconstruct the health care system, encourage community resilience, returnresources and reimburse
expenses, as well as identify ways to restore and strengthen the healthcare system. While returning to
normal operations may not always be possible, creating a new path to recovery is essential. Vermont
Department of Health will facilitate this process as it relates to health and medical services. Itis
important to recognize the importance of behavioral health support for all community members during
and following all disasters and emergencies without regardto CSC Plan activation or deactivation.

Vermont Department of Health will conduct and coordinate complete after-actionanalysis and
corrective action planning with all communities, participating agencies and partners.

VII. Legallssues and Authorities

A. Authority of the Governor

Coordination of any response during a catastrophic disaster thatimpacts healthcare is contingent upon
having sufficient legal authority to adequately address the varying needs of the affected community.
During an all-hazards event, the Governor has the power “to employ such measures and give such
directions to the State or local boards of health as maybe reasonably necessary for the purpose of

securing compliance” with the provisions of state emergency management laws codified in chapter 1 of
Title 20. 20 V.S.A. §9 (4).

......The Governor of Vermont has the authority pursuantto 20 V.S.A. § 9 to proclaim a state of
emergency within the entire State, or any portion or portions of the State, in the event of an all-hazards
event in or directed upon the United States or Canada that causes or may cause substantial damage or
injury to persons or property within the bounds of the State in any manner. An all-hazardevent is
defined as “any natural disaster, health or disease-related emergency, accident, civilinsurrection, use of
weapons of mass destruction, terrorist or criminal incident, radiological incident, significant event, and
designated special event, any of which may occur individually, simultaneously, or in combination and
which poses a threat or may pose a threat as determined by the [Commissioner of Public Safety] or
designee to protect property or public safetyin Vermont.” 20 V.S.A. §2(1). .

In an all-hazards event the Governor has the power to “make, amend and rescind the necessaryorders,
rules and regulations.”. 20V.S.A. § 8. Additionally, the Governor has the power to enforce all laws, rules
and regulations relating to emergency management and to assume direct operational control of all
emergency management personnel and helpers in the affectedarea or areas. See 20V.S.A. § 9(b)(1 ).
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20 V.S.A. § 11 provides the governor with additional emergency powers regarding resource
management and acquisition. In the event of an all-hazards event, the governor may exercise any or all
of the following additional powers: toseize, take, or condemn property for the protection of the public
or at the request of the president, or his or her authorized representatives including means of
transportation, fuel stocks, food, clothing, equipment, materials, medicines, supplies and facilities
including buildings and plants.

Chapter Il subsection 20 of the Vermont Constitution addresses the Governor’s ability to issue Executive
Orders. Inan “all-hazard” event the Governor’s Office would work with the appropriate agencyin
determining whether an executive order is necessary. In most emergencies it is the Department of
Public Safety that works closely with the Governor’s office regarding the executive orders. The
Governor’s office will draft executive orders explicit to emergencies that may occur in this State.

Additionally, the federal government may play a role in altering certain standards during an emergency
event. The Public Health Security and Bioterrorism Preparedness and Response Act of 2002
(“Bioterrorism Preparedness Act”) allows federal authorities to waive or modify certain state and federal
laws during a federally declared emergency event. See 42 U.S.C. § 262a. Likewise, the Social Security Act
of 1935 authorizes the secretary of HHS to temporarily waive or modify certain Medicare, Medicaid,
Children’s Health Insurance Plan (CHIP), and HIPAA requirements when the secretary has declareda
public health emergency pursuant to the Public Health Service Act and the president has declared an
emergency or disaster. Forexample, EMTALA requires hospitals to stabilize any patient who presents for
treatment prior totransfer. 42 U.S.C. § 1395dd. Section 1135 waivers may be an appropriate mechanism
to authorize alternate screening locations during a catastrophic disaster. 42 U.S.C. § 1320b-5. The
Centers for Medicare and Medicaid Services (CMS) within the U.S. Department of Healthand Human
Services (HHS) issued guidance in December 2007 concerning waiving sanctions for hospital EMTALA
violations located within areas covered by a public health emergency declaration. The declaration must
be made by both the president, pursuant to the National Emergencies Act of 1976 or the Stafford
Disaster Reliefand Emergency Assistance Act of 1988 (42 U.S.C. § 68), and the secretary of HHS pursuant
to Section 319 of the Public Health Service Act of 1944. CMS currently requires states or localities to
present requests for 1135 waivers in the case of a disaster or public health emergency. Thus, while the
statute remains unchanged, HHS has expressed its intent not to enforce its requirements during a
federally declared emergency. The governor may request a non-enforcement waiver of additional key
federal regulations and rules.

B. Public Health Authority

The Commissioner of Health and the local health officers have the authorityto issue an emergency
health order if there is an imminent and substantial public health hazard or significant public healthrisk.
See 18 V.S.A. § 127. The emergency health order shall be effective upon actual notice to the individual.
Id. An emergency health order may include, but is not limited to, conditions such as preventing the
distribution or supplying of water, food or any other material or services; impounding, removing or
destroying a public health hazard; isolating or quarantining of any individual, animal, materials or a
specific area; and the medical or veterinary treatment of any agent that is contributing to a public health
hazard or a public healthrisk. See 18 V.S.A. §126.

C. Municipal Authority
If a municipality is affected by an all-hazards event, the municipal authority shall declare an emergency
and request that the governor find that a state of emergency exists. If the governor so finds the
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emergency exists, then the provisions of Title 20 Chapter 1 shall be brought into action. 20 V.S.A. § 10. A
municipal authority may include the municipal director of emergency management, a member of the
legislative body of the municipality, the city or town manager, or the mayor of the city. Id. “Towns and
cities of the state and other agencies designated or appointed by the governor are authorized and
empowered to make, amend, and rescind such orders, rules and regulations as may be necessary for
emergency management purposes” as long as they are not inconsistent with any such order, rule or
regulations promulgated by the governor or by a state agency who has the delegated authority. 20
V.S.A. § 16.

When the Governor has declared an emergency, a municipal building inspector, health office, fire
marshal, or zoning administrator may declare a property that has been damagedas a result of that
emergency condemned to be destroyed. See 24 V.S.A. § 27. A property must be found to be “dangerous
to life, health, or safety due tothe disaster-related damage.” See Id.

D. Assistance from other states and Canada

Vermont is part of the EMAC and therefore has the ability to request aid under the compact. The
compact provides for the rendering state to provide individuals who are licensed or certified to render
aid relatedto their license or certificate in a declared emergency or disaster tothe requesting state
subject to any conditions or limitations by the Governor of the requesting state. See 20V.S.A. §104 (b).

Vermont is also part of the International Emergency Management Assistance Compact (IMAC) which
includes all the New England States along withthe provinces of Quebec, New Brunswick, Prince Edward
Island, Nova Scotia and Newfoundland. IMAC has a similar licensing provision as EMAC. See 20 V.S.A.
206.

E. Liability

A concern for emergency responders, including volunteers, is what if they cause an injury to an
individual while assisting ina public health emergency. There are a few Vermont statutes that provide
some protection from liability.

First, Vermont’s Good Samaritan’s law provides that “A person who knows that another is exposed to
grave physical harm shall, to the extent that the same can be rendered without danger or peril to
himself or herself or without interference with important duties owed to others, give reasonable
assistance tothe exposed person unless that assistance or care is being provided by others.” 12 V.S.A. §
519(a). Individuals providing reasonable assistance are only liable for damages if their acts are grossly
negligent or they expect to receive remuneration for their services. See 12 V.S.A. § 519(b).

Second, the State of Vermontis required to defend in a civil action any person who is a state employee
“for alleged damage, injury, loss or deprivation of rights arising froman act or omission to actin the
performance of the employees official duties...” 3V.S.A. § 1101(a) Volunteers are considered state
employees if they provide services requested by a state agencyand are acting under the direction and
control of that agency, but do not receive hourly or salary compensation. See 3 V.S.A. §1101(b)(4). The
Vermont Attorney General’s office shallinvestigate and determine whether the employee act or
omission occurred within the scope of the employee’s duties. See 3 V.S.A. §1102(a). Thereis no
exclusive right of actionagainst the state employee if they were acting within their scope of
employment unless they acted with gross negligence or willful misconduct. 12 V.S.A. § 5602.
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Third, Vermont law provides protection for the “state, any of its agencies, state employees as defined in
3V.S.A. § 1101, political subdivisions, local emergency planning committees, or individual, partnership,
association, or corporation involved in emergency management activities shall not be liable for the
death of or any injury to persons or loss or damage to property resulting from an emergency
management service or response activity, including the development of local emergency plans and the
response to those plans.” 20 V.S.A. § 20(a). This protection is not provided in the case of willful
misconduct or gross negligence. Id. Further, “[a]ny individual, partnership, association, corporation or
facility that provides personnel, training or equipment through an agreement withthe local emergency
planning committee, the state emergency response commission or local emergencyresponse officials is
immune from civil liability to the same extent as provided in subsection (a) of this section for any act
performed within the scope of the agreement.” 20V.S.A. § 20(b).

Finally, Mobile Support Units while engagedin an emergency management are provided the samerights
and immunities as are provided by law for the employees of the State regardless if they are employees
of, a political subdivision of the state or if not employees of the state, or a political subdivision of the
state but are entitled to appropriate compensation as fixed by the Commissioner of Public Safety. See 20
V.S.A.§7.

The Emergency Management Assistance Compactin 20 V.S.A. Chapter 4 does addresses liability for
party state rendering aidin another state. “No partystate or its officers or employees rendering aid in
another state pursuant to this compact shall be liable for any act or omission performed in good faith
while so engagedor in regardto the maintenance or use of any equipment or supplies in connection
with rendering aid. Good faith does not include willful misconduct, gross negligence or reckless
behavior. See 20 V.S.A. § 105

F. Worker’s Compensation

During an all-hazards event a volunteer as defined in 3 V.S.A. § 1101(b)(4) is entitled to worker’s
compensation as provided in Title 21, Chapter 9 of Vermont Statutes Annotated. See 20 V.S.A. § 21. A
public employee under the worker’s compensation statute includes state employees, municipal
employees entitled to pensions, volunteer firefighters, volunteer rescue and ambulance squads of
municipalities, members of any regular organized private volunteer fire department or rescue or
ambulance as long as they were acting in any capacity under the direction and control of the fire
department or rescue and ambulance squads. See 21 V.S.A. §601(12).

In general, the Vermont Worker’s Compensation Act requires employers to provide coverage for
injuries that occur within the scope of employment, which would include any injury suffered in the
course of performing actions to meet a public health emergency. As long as a physician, healthcare
provider, public health worker or emergency medical service provider is a volunteer under the definition
of 3V.S.A.§1101(b)(4) and were providing services as requested by the State and under the direction
and control of the State that they would be entitled to Worker’s compensation.

G. HIPAA Privacy Requirements

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy Rule, 45 C.F.R. Part 164
protects confidential patient information by requiring strict adherence to rules concerning when release
of patientinformation is allowed and permits the release of protected healthinformation in certain
circumstances generally related to treatment, payment, or healthcare operations. HIPAA applies to
Covered Entities, such as hospitals and other health care providers, as well as the entire Agency of
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Human Services (AHS), including the Department of Healthand the other 5 AHS Departments. Under
HIPAA, the Department is authorized to receive protected health information from other Covered
Entities as a public health authority and as a Covered Entity. Vermont law adopts HIPAA as the standard
for disclosure of protected health information. See 18 V.S.A. §1881(a).

Although most of the usual standards of care for patient privacy apply even during a declared
emergency, there are a few areas where altered standards for certain HIPAA privacy requirements may
be necessary. The altered standards would temporarily modify or waive strict compliance with specific
HIPAA privacy requirements when, due to a declared emergency, it may not be possible to comply with
the requirements prior to the necessity toshare confidential patient information. The altered standards
are effectuated through a section 1135 waiver issued by the Secretary of HHS to waive sanctions and
penalties for failure to comply with the following specific HIPAA provisions for limited period of time: (a)
the requirements to obtain a patient's agreement to speak with family members or friends or to honor a
patient's request to opt out of the facility directory (as set forth in 45 C.F.R. § 164.510); (b) the
requirement to distribute a notice of privacy practices (as set forth in 45 C.F.R. § 164.520); and (c) the
patient's right to request privacy restrictions or confidential communications (as set forth in 45 C.F.R. §
164.522); but in each case, only with respect to hospitals in the designated geographicemergencyarea
that have hospital disaster protocols in operation during the time the waiver is in effect, and for up to 72
hours from the time the hospital implements its disaster protocol. When the declaration terminates,
hospitals must comply with all privacy requirements for any patients stillunder their care, even if the
72-hour period has not elapsed since implementation of disaster protocols. See HHS, Office of Civil
Rights Bulletin, HIPAA Privacy in Emergency Situations (2014). Please note that HIPAA allows disclosures
for treatment purposes, public health purposes, and certain disclosures to disaster relief organizations.
See 45 C.F.R. 164.510(b).

Following Hurricane Katrina, the federal government demonstratedthat it may exercise enforcement
discretion if the HIPAA requirements were met “as soon as practicable,” rather than prior to the
disclosure. See Office of Civil Rights, HHS, Hurricane Katrina Bulletin #2: HIPAA Privacy Compliance
Guidance and Enforcement Statement for Activities in Response to Hurricane Katrina (2005).

H. Cross Border Discussion
The issues related to crossing state or national borders have not been fully determined in the current
version of this plan. This topic will remain part of the ongoing review and update of this plan.
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VIIl. Ethical Guidelines and Values

Vermont is committed to helping protect the health and well-being of the community, and to ensuring
responsible stewardship of limited resources. This extends tothe duty to provide and adhere to a
defined ethicalframework in preparing for and responding to disasters. Toappropriatelyrespond to a
catastrophic disaster in which resources are overwhelmed, the needs of the greater community
generally must rise above the needs of any single individual, and there may be circumstances in which
resources should be diverted from patients witha lower likelihood of benefit to those with a greater
likelihood to benefit. Inmaking such resource allocation decisions, healthcare professionals will be
faced with trying to balance severalintegrated elements: their accustomed, well-established standards
of practice; professional codes of ethics; the primacy of principles such as beneficence, non-maleficence,
justice and autonomy; concern for one’s own personaland family safety; and the demands of working in
an extremely stressful environment where there are too many ill or injured and too few resources. It
must be acknowledged, however, that such resource allocation decisions involve human thinking in
which inherent bias plays aninescapable role. To the greatest extent possible, decision-making
structures and procedures should be in place that are collectively developed and supported by all and
that limit decision-making where bias can occur.

The people of Vermont are best served by addressing early on and forthrightly the complex ethical
concerns surrounding planning and response to such a major disaster, and by establishing ethically
acceptable standards that can be universally applied. This Plan follows an ethical framework, which
values the classical principles of medical ethics including a person’s right to self-determination and the
healthcare provider’s obligations to beneficence, non-maleficence and justice. This plan stressesthe
need for justice during a catastrophic disaster where the decision of allocating very limited or
unavailable resources in an environment of impossible demand must be conscientiously upheld to
conserve the integrity and sustainability of the health care system.

Ultimately, allocation of limited resources should always support achieving the greatest measurable
benefit for the greatest possible number of persons over the long run. During a dire emergency with
scarceresources, all therapies that might usually be available may not be appropriate for some patients,
yet other curative and/or comfort care treatments should still be provided. Thereis also an ethical duty
to maximize preparedness efforts and adopt prevention strategiesthat will minimize the scarcity of
resources and the need to rationresources at a later time during a disaster. These CSC concepts are
based upon several ethical principles that have been recognized as central to a just process for allocating
limited resources during catastrophic disasters.

Fairness — Every healthcare provider should attempt to be fair to all those who are affected by
the disaster, without regardtofactors such as race, gender, ethnicity, socioeconomic status,
ethnicity, disability or regionthat are not medically relevant.

Proportionality —anyreduction in the quality of care provided will be commensurate with the
degree of emergencyand the degree of scarcity of resources.

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

Participatory —engaging the community, healthcare providers, and emergency management
agencies during the development of CSC encourages greater understanding and clarity when
CSCis needed.
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In practice, this CSC Plan strives for fairness and the protection against systemic unfairness by:

e Utilizing strategies for public education and public engagement that are inclusive and culturally
sensitive;

e Promulgating standardized CSC response protocols that are publicly available, revised regularly, and
tailored to specific crisis responses;

e Ensuringthat burdens and benefits associated with crisis response are equitable;

e Making reasonable efforts to remove access barriers and address functional needs;

e Stewarding resources to reduce significant group differences in mortality and serious morbidity;

e Fairly identifying and reciprocating to groups accepting high risk in service of others;

e Using decision-making processes that consistently apply only ethically relevant (nondiscriminatory,
non-arbitrary) considerations.
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IX. Vermont CSC Plan Operational Framework, Support Activities,
and Resource Management

A. Operational Framework

The Vermont Department of Health Division of Emergency Preparedness, Response and Injury
Prevention (DEPRIP)is the lead division in establishing, implementing, and managing the HOC and
coordinating this CSC Plan. The department has incident response plans which are referenced in the
Incident Annexes of the Vermont Department of Health EOP; this CSC Plan is one suchresponse plan
residing as an Incident Annex of the Vermont Department of Health EOP. These plans may be
implemented in conjunction with other standard operating procedures for an event.

The Vermont Department of Health HOC will utilize the National Incident Management System (NIMS)
for its operational framework while coordinating this CSC Plan which emphasizes interoperability and
compatibility by balancing flexibility and standardization. NIMS provides a flexible framework that
facilitates government and private entities at all levels working together to manage domesticincidents.
This flexibility applies to all phases of incident management, regardlessof cause, size, location, or
complexity. NIMS provides a set of standardized organizational structures, as well as requirements for
processes, procedures, and systems designed toimprove interoperability, one is the Incident Command
System (ICS).

The ICS model for command, control and coordination clarifies the operating characteristics,
management components, and structure of incident management organizations throughout the life
cycle of anincident. CSC Plan coordination and response operations will be organized and managed
under the ICS.

B. Support Activities

The Vermont Department of Healthand State emergency operational support activities identified for

the performance of this CSC Plan may include but are not limited to:

e Gather, analyze and distribute disaster impact information regarding hospitals and other health care
facilities to the SEOC.

e Gather, analyze and distribute information to other agencies, healthcare providers, stakeholders
and the public through the PIO.

e Assurethe coordination of patient evacuation and relocation.

e Identify hospital and nursing home vacancies throughout Vermont and throughout other states
using available web-based incident management tools, HCC, Vermont Association of Hospitals and
Health Systems (VAHHS) and other appropriate organizations.

e Coordinate the delivery of health, medical, behavioral health and dental services.

e Facilitate coordination of medical personnel, equipment, pharmaceuticals, supplies and other
resources through EMS districts, HCC, VAHHS and other entities.

e Trackinventories of medical supplies, equipment, ambulance services, hospitals, clinics and first aid
units.

e Establishemergency medical care facilities, when needed.

e Promote establishment of behavioral health support systems for survivors and care providers.

e |mplement strategic national stockpile operations.

e Request federal medical assistance teams and coordinate for their support while operating in
Vermont.

e Coordinate with federal regulatory agencies as required.
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e Arrange for DMAT services.
e Assist with hazardous materials response.
e Recordand maintain expenditures and resources used for possible later reimbursement.

C. Resource Management

Vermont Department of Health in collaboration with other state agencies, non-governmental
organizations and other local public and private partners will identify hospitaland nursing home
vacancies, coordinate the delivery of health, medical and dental services, and facilitate provision of
needed medical personnel, equipment, pharmaceuticals, supplies. Vermont Department of Health will
alsoassist in establishing emergency medical care facilities as needed. All resource requests shallbe
made to the Vermont Department of Health HOC for coordinated resource acquisition, tracking,
deployment, and management.

D. EMAC

When Vermont resources are insufficient, EMAC provides for mutual assistance betweenstatesand
territories in managing any declared emergency or disaster. EMAC provides anavenue to deploy
licensed medical personnel, emergency response personnel and/or physical resources toan impacted
statetoensure anefficient and effective emergency response when the governor of the impacted state
declares a state of emergency and requests aid. EMAC provides legally binding arrangements for
reimbursement, liability protections, compensation for responders injured or killed, and recognition of
professional licenses and certificates. Emergency resources will continue under the command and
control of theirregular leaders but come under the operational control of the state requesting
assistance. Resources deploythrough the state emergency management agencies of their respective
states allowing for a coordinated deployment. Deployments are coordinated with the federal response
to avoid duplication of resources and effort.
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X. Plan Development, Stakeholder and PublicEngagement, and

Plan Improvement and Maintenance

The Vermont Department of Health coordinated with representatives from public health, emergency
management, first responder, health care, mental health, healthcare equity, legal, and other partners to
create this CSC Plan for the State of Vermont. This project was guided by a CSC workgroup comprised of
healthcare providers and consumers. The workgroup received direction and approval from the Vermont
Department of Health.

The process for development of the Plan included stakeholder engagement sessions, workgroup
meetings, as wellas a comment and review process. Ethicalandlegal considerations and principles have
guided the process. Stewardship of resources, dutyto care, soundness, fairness, reciprocity,
proportionality, transparency, and accountability are guiding ethical elements of this Plan. This ethical
foundation has been integratedintoa set of public health and emergency response principles to
establish this common framework for statewide CSC.

The Director of the Vermont Department of Health DEPRIP will ensure appropriate distribution of this
CSC Plan and appendixes. The Director of the Vermont Department of Health DEPRIP will authorize and
issue changes to this plan until the planis superseded.

To promote broad public dissemination of this CSC Plan, as well as ensure feedback collected comes
from community members who are demographically representative of the state, the Vermont
Department of Health will conduct engagement sessions throughout the life of the CSC Plan. Vermont
Department of Health will strive to engage members and representatives from the diverse communities
across the state with the objective of promoting equitable health outcomes relating to this plan.

In order to ensure equity, efforts are being made to engage groups that have often been marginalized,

including individuals withaccess and functional needs (such as the disability community) and immigrant

and refugee communities. Vermont Department of Health seeks the help and consultation of the

diversity of community leaders and liaisons in order to:

e develop, facilitate and promote engagement in the CSC Plan development, review and revision
process

e identify potential community partnerships and other relationships to increase understanding and
involvement

This CSC Plan will be reviewed annually and be subject to revision every five years unless incidents or
other events dictate otherwise. Vermont Department of Health EPRIP will coordinate review and
revision efforts and ensure that the planis updated as necessary based on lessons learned during actual
events and exercises and other changes in organization, technology, and/or capabilities. State partners
will participate in the annual review and revision of the plan.

Periodic trainings and exercises will be conducted by the Vermont Department of Health DEPRIP and will
include internaland external partners across Vermont. Exercises will be designed to evaluate the
effectiveness of this plan and its parts, including its associated annexes and procedures.

Homeland Security Exercise and Evaluation Program (HSEEP) guidance describes a continuous cycle to
assure that plans are current. This includes a formal evaluation process that includes evaluation of
exercise activities in context of core capabilities and their component activities. Data collection
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methods include formal observation, participant feedback and other means such as time-series
analyses. Current terminology for these activities is After-Action Review (AAR),

Improvement Plans (IP) and After-Action Conferences (AAC). While designed specifically for exercises
that test plans, AAR, IPand AAC processes are readily applicable to evaluation of responses toreal-
world events and to improvement of plans to meet demands from future events. In some ways efforts
to evaluate and improve responses based on real-event activities is even more valuable than exercise-
related evaluation activities. After-Action Reviews, Conferences and Improvement Plans should not be a
substitute for other ongoing effective evaluation and quality improvement processes.

This CSCPlanis a living document and will be reviewed and revised periodically and as new information
becomes available, changes occur, and training and events inform best practice. The Vermont
Department of Health DEPRIPis interestedin all comments or suggestions. Please share any comments
or suggestions by e-mail at: AHS.VDHVTHPP@vermont.gov.
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A. Appendix 1 Clinical Concept of Operations

This appendix provides a brief overview of various clinically relevant topics related to CSC planning and
activation. The following topics are covered in this section:

e Prehospitaland EMS

e Hospitaland Acute Care Facilities

e Qut-of-Hospital Care

e Alternate Care Sites and Systems

e Pediatrics

e Palliative and Comfort Care

e BehavioralHealth

Prehospitaland EMS

EMS and the entire prehospital system will play a major role during a catastrophic disaster or massive
public health emergency. As first responders, EMS providers will have to adapt practices and standards
of careto address the most difficult circumstances. During anemergency, Vermont Department of
Health will issue guidance to EMS providers and authorities to ensure consistent care across the state
and to assist EMSproviders in dealing with an overwhelming number of patients.

Hospitaland Acute Care Facilities

This sectionapplies to all Vermont hospitals with emergency departments (ED) as well as other types of
acute care facilities, excluding long-term care facilities. Hospital and acute care facilities will play a
criticalrole in all types of catastrophic disaster or massive public health emergency. An overwhelming
demand for medical care at hospitals may trigger the expansion of out-of-hospital care and the
activation of alternate care sites and systems. During a catastrophic response, hospitals may needto
implement CSC to address the overwhelming surge of patients. Vermont Department of Health may
provide further guidance to help ensure consistent care across the state’s hospitals and other healthcare
access points.

Expanding Scopes of Practice

Scope of clinical practice is defined as the extent of a licensed healthcare professional’s ability to provide
services consistent with their competence, license, certification, and privileges. Most healthcare
professionals’ scopes of practice are delineated by rules and regulations describing requirements for
training and skill levels. Evidence of competence is required before a license to practiceis issued by the
professionals’ state board. Any changes in providers’ scope of practice must be granted by the
appropriate supervisory board and may require additional legislation, waivers, administrative actions
and emergency declarations.

Out-of-Hospital Care Providers

During a catastrophic disaster or massive public health emergency, many healthcare access points
across the state will need to adapt their practices tothe overwhelming number of patients seeking care.
Ideally, the most acutely injured or ill patients will be routed to a hospital, and lower acuity patients will
seek care in out-of-hospital settings. Unfortunately, a CSC incident will be felt across the entire
healthcare continuum as large numbers of people look for care wherever it can be found. Out-of-
hospital care will be an important part of the catastrophic disaster or massive public health emergency
response and will naturally expand operations (e.g., extended hours of operation or repurposed
infrastructure and equipment) to meet demand. Out-of-hospital care refers to the following types of
healthcare access points:
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e Qutpatient providers

e Clinics

e Surgical centers

e Long-termcare facilities

e Groupcare

e Home care

e Family-based care systems.

Outpatient Providers

To ensure consistent care across the state, Vermont Department of Health will maintainand coordinate
situationalawareness and may assist in coordinating CSC implementation with all types of out-of-
hospital providers. The size, duration, and scope (e.g., regional, statewide, or national) of the
catastrophic disaster or massive public health emergency will determine the level of Vermont
Department of Health coordination. The development and implementation of guidelines for facilities
and providers will be an interactive process between the out-of-hospital provider community, facilities
and Vermont Department of Health.

Clinics

This categoryincludes a wide variety of healthcare access points such as urgent care centers, federally
qualified health clinics (FQHC), multi-specialty clinics, and independently operated healthcare
practitioners. Manyclinics are privately owned, although there are publicly operatedinstitutionsin the
state. For the purposes of this Plan, urgent care facilities, clinics locatedin retail stores, and pharmacies
that provide basic medical screening may be considered clinics. Other types of clinical providers (e.g.,
dentists, veterinarians, and others) mayalso be part of this group.

Surgicaland Procedure Centers

Surgical and procedure centers maybe repurposedto provide acute care, non-ambulatory hospital
overflow care, or elective surgeries not possible at hospitals (during infectious disease incidents),
depending on the demands of the incident, the specifics of the facility, and the needs of the community.

Long-Term Care Facilities
Some long-term care facilities have limited surge capacity to accommodate hospital discharges and
should not be overlooked as a resource.

Group Home and Congregate Settings

Organizations with on-site medical care (e.g., large business operations, group homes, schools,
universities, etc.) can support dispensing or vaccination/prophylaxis services in conjunction with
Vermont Department of Health. Group homes and congregate settings may need to provide sheltering
or isolation for residents/students/staff and may requestedto assist in referraland routing of patients
during emergencies.

Home Care/Durable Medical Equipment Vendors

Home care and durable medical equipment vendors will play a critical role in providing basic medical
equipment to individuals and facilities across the healthcare community. EDs may be inundated with
patients’ chronic care needs when home care cannot be continued. Device-dependent persons should
have a care planin case of a system failure or power outage. These plans alsoshould also cover clients
that are quarantined, isolated, or sheltering in place because of weather or other emergencies. During a
catastrophic disaster or massive public health emergency home care/durable medical equipment
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vendors may need to prioritize their services based on the nature of anincident and adjust plans as the
incident changes over time.

Family-Based Care

Many people in Vermont receive medical care and assistance from family members, domestic partners,
cohabitants, friends and others. These non-clinical caregivers can play a key role in preventing the
medical system from being overloaded by helping limit unnecessary visits to healthcare providers and
ensuring at-risk people receive the most appropriate available care. To effectively reach these groups,
public information messages should be disseminated statewide toinform the general public of available
healthcare resources for homebound persons and other at-risk groups. Families and friends should be
prepared for expanded responsibilities during a catastrophicincident.

Alternate Care Systems

Emergencies or disasters that impact the healthcare infrastructure or cause many casualties may require
the establishment of alternate care sites and systems. For the purposes of this Plan, an alternate care
site or system, is not a routine part of the healthcare system, but is activated or initiated during a
disastertomeet the surging demand for healthcare services. The activation of alternate care sites, such
as deployment of a federal medical station (FMS) or establishment of shelters providing basic medical
care, will inevitably influence medical surge at nearby hospitals and other healthcare access points.
Vermont Department of Health will assist in coordinating and optimizing alternate care site/system
strategies (e.g., placement, type, number, etc.) with healthcare system stakeholders. The previous
section lists many of the healthcare access points that are a routine part of healthcare in Vermont.
During a catastrophic disaster or massive public health emergency, alternate care sites and systems will
play an important role in reducing medical surge at hospitals.

Pediatrics

The availability of pediatric care will be a major concern during all types of disasters. Manyaspects of
the public healthand medical disaster response must be tailored to meet the unique requirements and
needs of children. Theseissues include but are not limited to communication, personal protective
equipment (PPE), decontamination, behavioral health, evacuationand transfer, family reunification, and
pediatric space, staff, and supplies.

Communication

Communication with pediatric patients, especially younger, non-verbal patients will present challenges
during CSC. Hospitals, along with other healthcare access points, should be prepared to communicate
basic information and provide companionship to children. During emergencies, use of toys, pens and
paper, coloring books, child-friendly signs, and other modalities may help children establish
communication with caregivers and supervising adults.

Personal Protective Equipment

PPE worn by healthcare providers may be frightening or strange to children. As a result, communication
strategies must be in place to address fears and concerns. Additionally, pediatric sizes of masks and
other types of PPE should be available for potentially infectious pediatric patients during transport or
while in common areas.

Pediatric Decontamination
Decontamination of pediatric patients will pose extra challenges for healthcare and emergencyresponse
personnel. For example, pediatric patients maybe more susceptible to hypothermia and require tepid
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(98.69F) water during wet decontamination. Children may not be able to adequately wash themselves,
follow verbal instructions, or use decontamination equipment. When possible, children should be sent
through decontamination with an adult family member. Hospital decontamination teams should be
prepared to accommodate children and their adult caregivers and provide instruction on how to
effectively decontaminate all ages of patients. Children mayhave unique behavioral healthand
psychological needs during disasters. Pediatric patients, both accompanied and unaccompanied, may
be especially upset by the disaster and prone to fear and panic. Consequently, hospitals and other
healthcare access points will need to establish methods for emotional comfort, psychological
assessments, and behavioral healthcare, ensuring coordination with appropriate behavioral healthand
social service providers.

Pediatric Evacuation and Transfer

Under normal conditions, pediatric care requires specialized equipment, facilities, medications, and
training. The same s true during catastrophic disaster or massive public health emergencies. During a
disaster, pediatric patients need special considerations for evacuationand transfer. Vermont acute care
facilities will transfer patients whenspace, staff, and supplies are not available to meet the needs of
patients. When pediatric patient transfer or evacuation is not possible, and resources are unavailable,
medical facilities and personnel may be forced toadapt space, staff, and supplies to best accommodate
the needs of pediatric patients. The latest evidence-based research and guidance related to pediatric
emergency care should be incorporated into all disaster planning.

Family Reunification

Family reunification is a major concern after any disaster requiring evacuationfrom the field or inpatient
healthcare facilities. Theseissues are compounded when pediatric patients are evacuated or
transferredtodistant facilities out of the impactedarea or facility. Pediatricacute healthcare facilities
have plans to assist families seeking information about missing loved ones. Family reunification planning
includes consideration of:

e Pediatricspace, staffand supplies

e Planning and activation

e Pediatricsafearea

e  Security

e Just-in-timetraining

e Communications and information management

Palliative Care and Comfort Care

The intent of palliative and comfort care is to improve the quality of life for patients and their families
who face life-threatening illnesses and injuries for which thereis no cure, by preventing and relieving
suffering, by means of early identification and treatment of pain and other, physical, psychosocial, and
spiritual problems. During a catastrophic disaster or massive public health emergency, decisions must
be made to balance needs for lifesaving care for those in triage categories who will likely benefit from
treatment, while providing comfort care for those for whom lifesaving careis likely futile. At a
minimum, comfort care services for disaster victims will include relief of severe symptoms and support
as people face end-of-life decisions. During a catastrophic disaster or massive public health emergency
palliative and comfort care should be delivered in a consistent, compassionate and equitable manner.
This applies to casualties following a major disaster, as well as patients facing end-of-life decisions from
other illnesses and injuries.
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Palliative and Comfort Care

Palliative and comfort care begin wheniliness is diagnosed and continues regardless of whether an
individual receives treatment directed at the disease. When possible, uses a team approach to address
the needs of patients and their families, including bereavement counselling, if indicated. Affirm life and
regard dying as a normal process. Offer a support systemto help patients live as activelyas possible
until death. Integrate the psychological and spiritual aspects of patient care. Provide relief from pain
and other distressing symptoms.

Psychosocial Support

Medical intervention is only one component of palliative and comfort care. During a catastrophic
disaster or massive public health emergency with limited clinical resources, psychosocial support may be
the only available source of comfort. As with other types of clinicians, behavioral health staffand others
qualified to provide psychosocial support in a disaster (social workers, religious/spiritual advisors, and
other responders trainedin psychological first aid) will be in short supply.

BehavioralHealth

During a catastrophic disaster or massive public health emergency, the Vermont Department of Health
and the Vermont Department of Mental Health (VDMH) must consider the behavioral health and
psychosocial impact of the disaster on the general public, on first responders and medical professionals,
and those with behavioral health challenges, and their continuing needs. Vermont Department of
Healthand VDMH will assist in coordinating the behavioral health needs and situational awareness of
the behavioral health system through response and recovery activities.

BehavioralHealth Impact on the General Population

In the aftermath of a disaster, many people will need behavioral health services to cope with griefand
posttraumatic stress. Psychologicalfirst aidand social support systems will play an important role in
addressing theseissues. Incident specific risk communication strategies should be developed and
disseminated to help people manage the stress of the incident and direct them to additional resources
as necessary. Communityresilience programs encouraging neighbor-to-neighbor and family-to-family
outreach are important. Vermont Department of Healthand VDMH will assist behavioral health
providers and help develop risk communication messaging for the public.

Impact on Seriously Mentally lll Population and Continuation of Care

People with serious mentalillness (SMI) may be disaster victims, e.g., injured, infected, or experience
emotional crises related to the disaster. Additionally, many Vermonters suffer from serious mental
iliness requiring ongoing behavioral health services that may be disrupted during a disaster. As
behavioral health providers, spiritual advisors, social workers and others address the needs of disaster
victims, behavioral health resources will be severely burdened. Vermont Department of Healthand
VDMH must consider both the ongoing treatment needs of the SMI population, as well as the additional
emotional and behavioral issues this group may experience as a result of the disaster. Behavioral health
guidelines must also address the continuation of care for individuals with substance use disorder,
including administration of medication-assisted treatment (MAT).

Behavioral Health Impact on Responders and Medical Providers

Responders and healthcare providers may be especially prone to post-traumatic stressand other
conditions during and after a catastrophic disaster or massive public health emergency. Peer-to-peer
support, counseling, and other behavioral health support services, such as critical incident stress
management (CISM), may be useful for responders and providers.
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Medical Countermeasures

The mission of the Strategic National Stockpile (SNS) Program s to maintain a national repository of life-
saving pharmaceuticals and medical materiel which will be delivered in response to any disaster that has
exhausted local resources such as a chemical, biological or radiological terrorism event, natural disease
outbreaks or weather related natural disasters. The SNS exists in order to reduce morbidity and
mortalityin civilian populations.

The SNS Program is run by the CDC and the medical materiel accessible through SNS are federal assets.
The CDC pre-deploys some of these assets at locations around the country. The CDC also has access to
managed inventory kept by pharmaceutical companies for use in the event of a public health
emergency. During anincident, the CDC could deploy a Push Package, which has assets for a variety of
types of events, or they could send specific items for an identified event (e.g. anunknown illness
affecting numerous people versus a specificillness affecting numerous people.) The CDC advises that
SNS assets will arrive within 12 hours and managed inventory assets will arrive in 24-36 hours.

The Vermont SNS Plan provides guidance around requesting, receiving, and distributing SNS assets in
the event of a public health emergencythat outstrips locally available resources.

Requirements for SNS request

e The Governor has declared a state of emergency (although a declaration of a state of emergency is
not required to make a request for the SNS). A declaration of a state of emergency enforces the
provisions of Vermont law concerning emergency operations.

e The Governor has requested or will request a federal disaster declaration.

e |ndealing withthe declared emergency, the SEOC will be operational.

SNS Request Procedure

Hospitals, Local Incident Commanders, State Agencies and other Local Officials are instructedto contact
VEM should they feel that they have an event where they would need SNS Materiel. The VEM Duty
Officer will then contact the Vermont Department of Health Duty Officer, Vermont Department of
Health DEPRIP-EMS Director and the Vermont Department of Health DEPRIP-SNS Coordinator to
determine if the Vermont Department of Health Commissioner, VEM Director and the Governors’ office
should begin the process for requesting SNS from the Center for Disease Controland Prevention.

Receiving and Distributing SNS Assets

The CDC will send SNS assets via air or land (tractor trailers) to Receive, Stage, and Store (RSS) sites in
Vermont. The SNS Task Force, which includes Vermont Department of Healthand Vermont National
Guard (VNG) employees, will be at the RSS site. VNG staff will receive the materieland sortand
repackage for distribution to sites needing materiel’s. VNG will distribute the SNS materielto sites
requiring the materiel’s, such as hospitals and Points of Distribution (PODs).

PODs will be staffed by Vermont Department of Health staff and other State employees as needed and
they will provide prophylaxis to the public. The goalduring a large-scale event is to prophylax the entire
Vermont population within 48 hours.
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B. Appendix 2 Triage Guidance

The supporting values upon which triage practice is basedinclude fairness toall, non-discrimination,
consistency, transparency, accountability, proportionality, duty to care and stewardship of resources.
Patient assessment and triage tools are designed to instill fairness consistency and accountability into
decisions made about patients. For these values to be truly upheld, these assessment andtriage tools
must be deployed within a broader system designed to support these values.

Across the healthcare spectrum numerous assessment tools exist to evaluate, describe and quantify the
condition of a patient. Each of these tools require professional evaluation as well as the subjective
assessment of medical providers while using these tools. Due to the unavoidable subjective element of
these assessment andtriage tools, assessments should be made by experienced providers and, where
possible, evaluations should be made or reviewed by more than one provider. Emotional state, mental
alertness, prior experience as well as a broad range of other factors all influence provider judgement,
therefore, more than one provider should be involved in decision-making to mitigate evaluator bias.
Those directly responsible for the care of the patient should not be involved in patient triage. Atriage
system utilizing triage teams or serial assessments should be established and deployed to assure all
patients receive the fairest and most accurate assessments possible under the circumstances.

The number and breadth of patient assessment tools usedto evaluate overall patient fitness, likelihood
of survival, priority for care, etc. is considerable. Evaluating providers and teams should decide which
tool or tools should be utilized, become familiar with these tools, apply these tools systematicallyand
use them consistently. The Vermont CSC Plan does not endorse the use of any one assessment tool over
another. Decisions regarding which assessment tool or tools to use should reside in those providers
who use them. The goal is to streamline assessment and triage activity to allow more time for direct
patient care.

Appendix 4. Patient Care Strategies for Scarce Resource Situations provides discussionand resource
conservation charts for discussion on how to conserve finite resources such as essential medications,
oxygen, respirators, health care providers, etc.

EMS Triage

The Vermont Statewide EMS Protocols establish the professional standard for Mass/Multiple Casualty
Triage. The Vermont Statewide EMS Protocols ‘utilize a triage system such as ‘SALT’ to prioritize
patients.” Triage language from the Vermont Statewide EMS Protocols includes:

Purpose:
e The goal of the mass/multiple Casualty Triage protocolis to prepare for a unified, coordinated, and

immediate EMS mutual aid response by prehospital and hospital agencies to effectively expedite the
emergency management of the victims of any type of Mass Casualty Incident (MCl).

e Successfulmanagement of any MCI depends upon the effective cooperation, organization,

e and planning among health care professionals, hospital administrators and out-of-hospital

e EMSagencies, state andlocal government representatives, and individuals and/or

e organizations associated with disaster-related support agencies.

e Adoption of Model Uniform Core Criteria (MUCC).
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Triage:

e Utilize a triage system such as “SALT” (Sort, Assess, Lifesaving Interventions, Treatment/Transport)
to prioritize patients. SALT is part of a CDC-sponsored project based upon best evidence and
designedto develop a national standard for mass casualtytriage.

e Assess each patient as quickly and safely as possible.

e Conduct rapid assessment.

e Assignpatients to broad categories based on need for treatment (Still, Wave, Walk).

e Remember: Triageis not treatment! Stopping to provide care to one patient will only delay care for
others. Standardtriage careis only to correct airwayand severe bleeding problems.

Hospital triage

Numerous patient assessment andtriage tools are usedinside hospital ED’s, Intensive Care Units (ICU’s),
burn units and other departments. Depending on a variety of factors such as the most prevalent
medical condition seen, scale of the surge, available staffand resources, decompensationtime and
other factors, different assessment and triage tools may be used. Evaluating providers and teams
should decide which tool or tools should be utilized, become familiar with these tools, apply these tools
systematically and use them consistently. The Vermont CSC Plan does not endorse the use of any one
assessment tool over another. Decisions regarding which assessment tool or tools to use should reside
in those providers who use them. The goal is to streamline assessment and triage activity toallow more
time for direct patient care.

The Emergency Severity Index (ESI), Sequential Organ Failure Assessment (SOFA), Modified SOFA, and
other assessment andtriage tools are all examples of resources available to hospital providers to assess
patient condition.

Telephone Triage (Adults and Pediatrics)

Guidelines for Mass Emergency Screening (Adults and Pediatrics)

EMS triage — SALT, START, etc.

Hospital triage — SOFA, Modified SOFA, etc.

Case Detection and Clinical Management Triage (Adults and Pediatrics)
Mental Health Triage

Patient Triage for Influenza and Complications (Adults and Pediatrics)
Critical Care Triage and Allocation of Ventilators (Adults)

STQ ™M an oo
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C. Appendix 3 Crisis Standards of Care Mechanical Ventilator Allocation Assistance
Guide

Note: This Crisis Standards of Care Mechanical Ventilator Allocation Assistance Guide reflects
conceptual guidance during the Vermont COVID-19 pandemic response. This Assistance
Guide expires on 07/31/2020 and will require revision and reapproval at this time.

If the supply of mechanical ventilators becomes severely constrained during a catastrophic
public health emergency or infectious disease pandemic, frontline health care workers across
Vermont must allocate mechanical ventilators in a fair, just, consistent and efficient manner to
protect all patients and these Crisis Standards of Care Allocation of Mechanical Ventilators
guidelines pertain. These guidelines aim to clarify a pragmatic approach to the wise allocation
of mechanical ventilators that may be used by frontline health care workers.

The figures and appendices provided at the end of this document are provided to allow rapid
use of this document. Each institution should develop a pre-determined resource allocation
group and procedures appropriate to their size and organizational structure to assist in resource
allocation during times of scarcity. Outlined below is the process for the ethical and consistent
allocation of mechanical ventilators in Vermont.

Step 1. Identify and allocate nearby mechanical ventilators first

If the patient’s provider determines that patient needs a mechanical ventilator and there is a
mechanical ventilator available within the patient’s institution, at a facility nearby, within an
affiliated network facility or at a larger regional facility in another state, the patient’s provider is
encouraged to arrange for the patient to receive care through regular established procedures.
The patient’s provider will match the patient to ventilatory care at the most expeditious and
medically appropriate location either via patient transfer or ventilator delivery.

Step 2. If no mechanical ventilators available, call UVMHN Regional Transfer Center for
assistance in mechanical ventilator procurement

Vermont hospitals should maintain situational awareness of critical resource levels, including
mechanical ventilators, across the state through established channelsin collaboration with each
hospital’s Incident Command. If a provider determines a patient needs mechanical ventilation at
a time Vermont hospitals have signaled there is a shortage of mechanical ventilators, the
provider may call the University of Vermont Health Network (UVMHN) Regional Transfer Center
to request a mechanical ventilator.

If a mechanical ventilator is available within the Vermont region or beyond, or from the Vermont
Department of Health (VDH) warehouse, the UVYMHN Regional Transfer Center (RTC) will
match the patient to ventilatory care in the most expeditious and medically appropriate location
either via patient transfer or ventilator delivery.

If multiple patients need mechanical ventilation simultaneously and there are not enough
available mechanical ventilators to accommodate all patients, the RTC will coordinate a
separate non-bedside state-wide Mechanical Ventilator Assignment Team (MVAT).

The Mechanical Ventilator Assignment Team (MVAT) will be comprised of three Vermont
hospital medical providers including, but not limited to, Intensive Care Unit Directors, Intensive
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Care Unit Nurse Leaders, Emergency Department Directors and Chief Medical Officers. This
team of three providers will represent the patient’s hospital, the hospital holding the mechanical
ventilator (whether owned or from VDH warehouse) and the University of Vermont Health
Network (UVMHN).

Step 3. The state-wide MVAT will prioritize patients for mechanical ventilation using 3-
step process

The UVMHN RTC and the patient’s provider will provide the state-wide MVAT with clinical
information pertinentto rationing of mechanical ventilator including brief medical history and the
information outlined in Appendices A-C. Potentially biasing social information should be omitted
fromthe report to the MVAT, as below.

The MVAT will assess patient illness severity and likelihood of treatment response using a
three-step process:

Step 1. Apply inclusion and exclusion criteria provided in Appendix A.

Step 2. Among patients who were not excluded by the criteria above, patient iliness
severity is judged by the mSOFA score found in Appendix B.

Step 3. Patient mSOFA score is used to determine patient triage code as outlined in
Appendix C.

In consideration of the patient’s clinical information and patient provider’s report, the MVAT will
determine the patient’s iliness severity and likelihood of treatment response and using this
information will assign a triage code. Ventilator availability will be prioritized based on triage
codes in the follow order:

BLUEE Lower priority for ventilator support

REDH Highest priority for ventilator support
YELLOW: Intermediate priority for ventilator support
GREEN: Lower priority for ventilator support

If multiple patients with the same triage code are being considered fortoo few mechanical
ventilators, the MVAT should consider additional factors relating prognosis of survival for each
patient including:

Factors that may be considered:

1. Validated metrics e.g. mSOFA, CURB-65, etc.

2. Prognosis and likelihood of treatment response based on risk factors relating to the current
illness, co-existent end-stage failure of amajor organ (e.g. heart, lung, liver, or brain), and other
accepted medical factors.

3. Availability of institutional resources to address clinical needs of every patient.

Factors that may not be considered (and shielded from MVAT):

1. Sex, gender identity, sexual orientation, race, ethnicity, national origin, religion, age or
pregnancy status

2. Any disability or degree of disability including physical disability, developmental/cognitive
disability, functional status, mental health diagnosis, chronic disease diagnosis, infectious
diseases such as HIV, HCV, etc.

3. Health insurance status or ability to pay for care

4. Socio-economic status, profession, or other social factors
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Ideally a mechanical ventilator allocation decision will precede any inter-facility transfer. If inter-
facility transfer is urgent it may proceed prior to as medically indicated while awaiting
mechanical ventilator allocation decision.

If the patient does not qualify for a mechanical ventilator, therapies short of the considered
measure (supplemental oxygen, non-invasive mechanical ventilation, etc.) should be considered
as well as palliative care including using communication toolkit provided by palliative care if
appropriate. Reassess decision as patient condition and resource availability evolves.

Step 4. Engage UVMHN appeals team if state-wide MVAT process is unable to
accommodate all patients or if allocation decision is questioned

If uncertainty arises within the MVAT or the patient’s clinical care team disputes the decision,
appeals may be made to the UVMHN Fair Resource Allocation Appeals Team (FRAAT), 3
members of which will be on call at any time for consultation.

Requests for aresource allocation appeal should be made by either the RTC leader or a
representative of the MVAT to the on-call FRAAT team. Appeals sentto UVMHN FRAAT
should provide all data used to calculate the scores of patients with similar scores as received
by MVAT fromreferring providers to allow review and re-prioritization according to the same
factors used above. The FRAAT team may consider the same medical factors and may not
consider the same social factors as outlined above for the MVAT.

Votes of individual UVMHN Fair Resource Allocation Appeals Team (FRAAT) members will be
confidential and not recorded; the UVMHN FRAAT decision will be reported back to the state-
wide MVAT, UVMHN RTC and patient’s provider. The original referring provider will report back
on availability or non-availability of mechanical ventilator to the patient and/or their loved ones
and take responsibility for subsequent steps in clinical management.

Step 5. Use randomization system to differentiate patients if state-wide MVAT and
appeals team unable to identify patients most likely to benefit from mechanical ventilator

In the event patients who require medical intervention are identified whose needs and likelihood
of response cannot be reasonably differentiated by either the state-wide MVAT or the UVMHN

FRAAT, the state-wide MVAT will oversee a simple randomization scheme to prioritize patients.
Randomization processes may include the Google random number generator, a coin flip or dice.

The UVMHN FRAAT outcome as well as the MVAT randomization process and determination
process will be documented confidentially for weekly review in the UVMHN Associate Chief
Medical Officer for Care Coordination and Patient Transitions (ACMO-CCPT) huddle to allow
internal UVMHN oversight and overall process improvements.

Prioritization of irreplaceable workers. Individual health care facilities in Vermont have taken
different approaches to whether health care workers would be prioritized more highly in their
institution-specific resource allocation decisions. For statewide resource allocation decisions,
such as of mechanical ventilators, it is imperative that all institutions utilize the same
prioritization system so that patients from each institution are ranked equitably. No single
individual is likely to have a uniquely special impact on statewide health care delivery; therefore,
no person will be given priority in statewide resource allocation decisions.
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https://www.google.com/search?client=safari&rls=en&q=random+number+generator&ie=UTF-8&oe=UTF-8

Reallocation of ventilators. The evidence base forreallocation of ventilators, otherwise known
as reverse triage, is evolving. The systems described in this document are not clearly amenable
to reallocation. If the question of reallocation arose, such as in the event of intense pressures on
ventilator allocation that well-surpassed available ventilator supplies, the teams involved in
arbitration (the MVAT and FRAAT) could be involved for qualitative prioritization of patients
using a variety of medical factors and updated medical evidence.
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Figure 1. Process for Ethical Allocation of Scare Mechanical Ventilators
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If state-wide MVAT and UVMHN FRAAT appeals
team unable to prioritize patients most likely to
benefit from mechanical ventilator, use
randomization systgm todifferentiate

-

If the patient does not qualify for a mechanical
ventilator, consider other therapies
(supplemental oxygen, non-invasive mechanical
ventilation, etc.) as well as palliative care

Reassessas patient
condition and resource
availability evolves
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Appendix 3.a.Inclusion and Exclusion Criteria for Ethical Allocation of
Scare Mechanical Ventilators

Inclusion criteria for mechanical ventilation during rationing:

A. Requirement for invasive ventilatory support
« Refractory hypoxemia (SpO2 <90% on non-rebreather mask or Fi02>0.85)
« Respiratory acidosis (pH<7.2)
« Clinical evidence of impeding respiratory failure
« Inability to protect or maintain airway
B. Hypotension (SBP<90 mm Hg or relative to needs) with clinical evidence of shock
refractory to volume resuscitation requiring vasopressor or inotrope support that cannot
be measured in a ward setting

Exclusion criteria mechanical ventilation during rationing:

A. Severe trauma with poor expected outcome
B. Severe burns with any two of the following:
. >60yrs. of age
« >40% of body surface area affected
. Co-existent inhalational injury
Unwitnessed, recurrentor unresponsive cardiac arrest
Metastatic malignant disease with poor expected response to therapy
Co-existent end-stage failure of a major organ (e.g. heart, lung, liver, or brain) with poor
prior prognosis

moo

During scarcity, while patients with varying severity levels are competing for limited health care
resources, exclusion criteria for mechanical ventilation should include patients with a “do not
intubate” code status. Otherwise, advance directive and code status should not affectallocation

decisions.

(Adapted from Christian et al “Development of atriage protocol for critical care during an
influenza pandemic” CMAJ 2006;175(11):1377-81)
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Appendix 3.b. SOFA Score Calculation for Ethical Allocation of
Scare Mechanical Ventilators

Scoring criteria for the Modified Sequential Organ-Failure Assessment (SOFA) score!

MSOFA Scoring Guidelines

Score*
Variable
0 1 2 3 4
SpO2/FIO2 ratio** SpS:éIZIOz SpO2/FIO2 SpO2/FIO2 35)5012/;3582 Sp(<)1ngOIOz
or Nasal cannula or 316-400 231-315 o_r or
or mask 02 . or or o . o
required to keep Roomair Sp02>90% at Sp02>90% at Sp02>90% at 7 Sp02>90% at
Sp02 >90% SpO2 1-3 Umi 4-6 Limi 10 >10
pLiz =57 >90% ~oL/min -oL/min L/min L/min
Bilirubin level, 6.0-11.9 (101-
ma/dL (umol/L) <1.2(<20) 1.2-1.9 (20-32) 2.0-5.9 (33-100) 203) > 12 (> 203)
Dop>5 Dop > 15
Hypotensiont None MABP < 70 Dop=<5 Epi< 0.1 Epi> 0.1
Norepi < 0.1 Norepi>0.1
Glasgow Coma
score 15 13-14 10-12 6-9 <6
. 3.54.9 orurine > 5orurine
Cre-/?jtll_nlnelevel, <12 1.2-1.9 2.0-34 output <500 mL output<200 mL
mg in 24 hours in 24 hours

*Patients can receive a total score of 20 (5 categories with a total of 5 points for each category); any patientwith a
scoreof> 11 is excluded from critical care or mechanical ventilation.

** SpO2/FIO2 ratio: SpO2 = Percent saturation of hemoglobin with oxygen as measured by a pulse oximeter and
expressed as % (e.g., 95%); FIO2 = Fraction ofinspired oxygen; e.g., ambient airis 0.21

TMABP = mean arterial blood pressurein mmHg (diastolic + 1/3(systolic - diastolic))

Dop=dopaminein micrograms/kg/min

Epi= epinephrinein micrograms/kg/min

Norepi = norepinephrine in micrograms/kg/min

FromVincent JL et al. The SOFA (Sepsis-related Organ Failure Assessment) score to describe
organ dysfunction / failure. Intensive Care Med. 1996;22:707-710.
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Appendix 3.c. Triage Code Assignmentbased on SOFA Scores for Ethical Allocation of
Scare Mechanical Ventilators

Patient in need of mechanical ventilator

Patient meets Inclusion criteriafor mechanical ventilator; triage code assigned below

mSOFA=0-3 MSOFA=4-7 mSOFA =8 - 11 mSOFA > 11
Lower Priority Highest Priority Intermediate Priority Lower Priority
. Highestchange . Highestchance « Resource use . Lowest chance of
of survival without of survival with may be extensive survival even with
treatment treatment and may not treatment
« Provide other « Reassessas result in good « Provide other
therapies needed patient outcome therapies
(supplemental « Reassess as (supplemental
oxygen, non- needed oxygen, non-
invasive invasive
mechanical mechanical
ventilation, etc.) ventilation, etc.)
« Reassessas . Provide palliative
needed care as
appropriate
+ Reassessas
needed

Note: SOFA = Sequential Organ-Failure Assessment.
*If an exclusion criterion is met or the SOFA score is >11 anytime from the initial assessment to
48 hours afterward, change the triage code to blue and proceed as indicated.

From Christian et al “Development of a triage protocol for critical care during an influenza
pandemic” CMAJ 2006;175(11):1377-81

This approach to scarce mechanical ventilator allocation is strongly influenced by the 2015 New
York state ventilator allocation guidelines, Biddison et al “Too Many Patients. A Framework to
Guide Statewide Allocation of Scarce Mechanical Ventilation During Disasters” Chest 2019 and
Christian et al “Development of atriage protocol for critical care during an influenza pandemic”
CMAJ 2006;175(11):1377-81.
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https://www.health.ny.gov/regulations/task_force/reports_publications/docs/ventilator_guidelines.pdf

D. Appendix 4 Patient Care Strategies for Scarce Resource Situations

Patient careis a highly personal activity which involves both quantitative and qualitative decision-
making. Medical providers are well experienced in providing care during conventional times when
guantitative and qualitative evidence is reviewed to inform treatment decisions. Making ethically sound
and medically appropriate treatment decisions during times when unprecedented demand far surpasses
absent resources is an experience foreign to most medical providers. During such times, guidance on
ways to prepare, conserve, substitute, adapt, re-use and re-allocate limited resources may prove a
useful tool in the providers practice.

The Vermont Department of Health has developed a number of clinical strategies for the conservation
and use of scarce resources during crisis situations and included those in its own CSC Framework. Many
other states have adopted variations of the strategies below for CSC plans. The following strategies were
developed by the Minnesota Department of Health but have been modified to meet the needs of the

Vermont Department of Health.

»~ VERMONT

DEPARTMENT OF HEALTH Page 48 of 92 Vermont Crisis Standards of Care Plan




PATIENT CARE

STRATEGIES FOR
SCARCE
RESOURCE
SITUATIONS

EEEEEEEEEEEEEEEEEE Page 49 of 92 Vermont Crisis Standards of Care Plan



PATIENT CARE
STRATEGIES FOR SCARCE RESOURCE SITUATIONS
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PATIENT CARE
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

SummaryCard
*MCI *Supplier shortage
Potential trigger events: sInfrastructure damage/loss *Recall/contamination of product )
*Pandemic/Epidemic eIsolation offacility due to access problems (flooding, etc.)

How to use this card set:
1.  Recognizeor anticipate resource shortfall
Implement appropriate incident management systemand plans; assign subject matter experts (technical specialists) to problem
Determine degree of shortfall, expected demand, and duration; assess ability to obtain needed resources vialocal, regional, or national vendorsor partners
Find category ofresource on index
Refer to specificrecommendationson card
Decide which strategies to implementand/or develop additional strategies ap propriate for the facility and situation
Assure consistent regional approach by informing public health authorities and other facilities if contingency or crisis strategies will continue beyond 24h and no regional
optionsexistfor re-supplyor patient transfer; activate regional scarce resource coordination plans as appropriate
8. Review strategies every operational period or as availability (supply/demand) changes

Nk whd

Core strategies to be employed (generally in order of preference) during, or in anticipation of a scarce resource situation are:
Prepare - pre-eventactions taken to minimize resource scarcity (e.g., stockpiling of medications)

Substitute - use an essentially equivalentdevice, drug, or personnel for one that would usually be available (e.g., morphine for fentanyl)
Adapt— use a device, drug, or personnel thatare not equivalentbut that will provide sufficientcare (e.g., anesthesiamachine for mechanical
ventilation) Conserve— use less of a resource by lowering dosage or changing utilization practices (e.g., minimizing use of oxygen driven
nebulizers to conserve oxygen) Re-use — re-use (after appropriate disinfection / sterilization) items that would normally be single-use items
Re-allocate — restrict or prioritize use of resources to those patients with a better prognosis or greater need

Capacity Definitions:

Contingency capacity - The spaces, staff, and supplies Crisis capacity — Adaptive spaces, staff, and supplies are
Conventional capacity - The spaces, staff, and supplies used are notconsistentwith dailypractices, butprovide notconsistent with usual standards of care but provide
used are consistent with daily practices within the institution. care to a standard thatis functionally equivalent to usual sufficiency of care in the setting ofa catastrophicdisaster
These spaces and practices are used during amajor MC| | patientcare practices. These spaces or practices may be (i.e., provide the bestpossible care to patients given the
that triggers activation of the facility EOP. used temporarily during amajor MCl oron a more circumstances and resources available). Crisis capacity
sustained basis during adisaster (when thedemands of | activation constitutes a significant adjustment to standards of
the incidentexceed community resources). care (Hick et al, 2009).

This card set is designed to facilitate a structured approach to resource shortfalls at a healthcare facility. It is a decision supporttool and assumes thatincidentmanagementis
implemented and that key personnel are familiar with ethical frameworks and processes that underlie these decisions

Each facility will have to determine the most appropriate steps to take to address specific shortages. Pre-event familiarization with the contents ofthis card setis recommended to aid with
event preparedness and anticipation of specific resource shortfalls. The cards do not provide comprehensive guidance, addressing only basic common categories of medical care.
Facility personnel may determine additional coping mechanisms for the specific situation in addition to those outlined on these cards.

The contentofthis card setwas developed by the Minnesota Department of Health (MDH) Science Advisory Teamin conjunction with many subject matter experts whoseinputis
greatly appreciated. This guidance does notrepresentthe policy of MDH or VDH. Facilities and personnelimplementing these strategies in crisis situations should assure
communication ofthis to their healthcare and public health partners to assure the invocation of appropriate legal and regulatory protectionsin accord with State and Federal laws.
This guidance may be updated or changed during an incidentby VDH. The weblinks and resources listed are examples and may notbe the best sources ofinformation available.

Their listing does notimplyendorsement by VDH. This guidance does notreplace the judgement of the clinical staff and consideration of other relevant variables and optionsduring
an event.
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OXYGEN
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

RECOMMENDATIONS

Strategy

Conventional

Contingency

Crisis

Inhaled Medications
+ Restrictthe use of Small Volume Nebulizers when inhaler substitutes are available.
* Restrictcontinuous nebulization therapy.

Substitute &

(These do notutilize reference bleeds).
+ Disconnectblenders when notin use.

Conserve
* Minimize frequency through medication substitution thatresults in fewer treatments (6h-12h instead of4h-6h
applications).
High-Flow Applications
+ Restrictthe use of high-flow cannula systems as these can demand 12 to 40 LPM flows.
* Restrictthe use of simple and partial rebreathing masks to 10 LPM maximum. Conserve
+ Restrictuse of Gas Injection Nebulizers as they generally require oxygen flows between 10 LPM and 75 LPM.
+ Eliminate the use of oxygen-powered venturi suction systems as they may consume 15 to 50 LPM.
Air-Oxygen Blenders
+ Eliminate the low-flow reference bleed occurring with any low-flow metered oxygen blender use. This can amountto
an ad- additional 12 LPM. Reserve air-oxygen blender use for mechanical venfilators using high-low non-metered outlets. Conserve

Oxygen Conservation Devices
+ Usereservoir cannulas at 1/2 the flow setting of standard cannulas.
* Replace simple and partial rebreather mask use with reservoir cannulas atflowrates of6-10 LPM.

Substitute &
Adapt

Oxygen Concentrators if Electrical Power Is Present
+ Use hospital-based orindependenthome medical equipmentsupplier oxygen concentrators if available to provide

Substitute &

. . " s Conserve
low-flow cannula oxygen for patientsand preserve the primary oxygen supply for more critical applications.
Monitor Use and Revise Clinical Targets
+ Employ oxygen titration protocols to optimize flow or % to match targets for SPO2 or PaO2.
* Minimize overall oxygen use by optimization of flow.
+ Discontinue oxygen atearliest possible time.
Starting Example Initiate 02 02 Target Conserve
Normal Lung Adults SPO2 <90% SPO2 90% Note: Targets may be adjusted further downward
dleper}ding on resources available, the patient’s
clinica
Infants & Peds SPO2 <90% SPO2 90-95% presentation, ormeasured PaO2 determination.
Severe COPD History SP0O2 <85% SPO2 90%
Expendable Oxygen Appliances
+ Use terminal sterilization or high-level disinfection procedures for oxygen appliances, small & large-bore tubing, and
ventilator circuits. Bleach concentrations of 1:10, high-level chemical disinfection, orirradiaon may be suitable. Ethylene Re-use
oxide gas sterilization is optimal but requires a 12-hour aeration cycle to preventethylene chlorohydrin formation with
polyvinylchloride plastics.
Oxygen Re-Allocation
+ Prioritize patients for oxygen administration during severe resource limitations. Re-Allocate
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STAFFING
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

RECOMMENDATIONS

Strategy

Conventional Contingency Crisis

Staff and Supply Planning
+ Assure facility has process and supporting policies for disaster credentialing and privileging - including degree of
supervisionrequired, clinical scope of practice, mentoring and orientation, and verification of credentials
* Encourage employee preparedness planning (www.ready.gov and other resources).
+ Cache adequate personal protective equipment (PPE) and supportsupplies.
+ Educate staff on institutional disaster response.
+ Educate staff on community, regional and state disaster plans and resources.
» Develop facility plans addressing staff’s family / pets or staff shelter needs.

Prepare

Focus Staff Time on Core Clinical Duties
* Minimize meetings and relieve administrative responsibilities not related to event.

* Reduce documentation requirements.
+ Cohortpatients to conserve PPE and reduce staff PPE donning/doffing time and frequency.
* Restrictelective appointments and procedures.

Conserve

Use Supplemental Staff
* Bring in equally trained staff (burn or critical care nurses, Disaster Medical Assistance Team [DMAT], other health

system or Federal sources).
+ Equally trained staff from administrative positions (nurse managers).

+ Adjustpersonnel work schedules (longer butless frequent shifts, etc.) ifthis will notresultin skill /PPE compliance

deterioration.
+ Use family members/lay volunteers to provide basic patienthygiene and feeding —releasing staff for other duties.

Substitute

Adapt

Focus Staff Expertise on Core Clinical Needs
+ Personnel with specific critical skills (ventilator, burn management) should concentrate on those skills; specify job
duties that can be safely performed by other medical professionals.
* Have specialty staff oversee larger numbers of less-specialized staff and patients (for example, a critical care nurse
oversees the intensive careissues of9 patients while 3 medical/surgical nurses provide basic nursingcareto 3

patients each).
+ Limit use of laboratory, radiographic, and other studies, to allow staff reassignmentand resource conservation.

* Reduce availability of non-critical laboratory, radiographic, and other studies.

Conserve

Use Alternative Personnel to Minimize Changes to Standard of Care
+ Use less trained personnel with appropriate mentoring and just-in-time education (e.g., healthcare trainees or other
health care workers, Medical Reserve Corps, retirees).
+ Use less trained personnel to take over portionsofskilled staff workload for which they have been trained.
+ Providejust-in-time training for specificskills.
+ Cancel most sub-specialty appointments, endoscopies, etc. and divert staff to emergency duties including in-hospital or
assisting public health at external clinics/screening/dispensing sites.

Adapt
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NUTRITIONALSUPPORT
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

RECONMMENDATIONS Strategy Conventional | Contingency |  Crisis
Food
« Maintain hospital supply ofinexpensive, simple to prepare, long-shelflife foodstuffs as contingency for atleast 96 hours
with-out resupply, with additional supplies according to hazard vulnerability analysis (e.g. grains, beans, powdered milk,
powdered protein products, pasta, and rice). Access existingor devise new emergency/disaster menuplans.
+ Maintain hospital supply of atleast 30 days ofenteral and parenteral nutrition components and consider additional supplies
based on institution-specificneeds. Review vendor agreements and their contingencies for deliveryand production, Prepare
including alternate vendors. Note: A 30-day supply based on usual use may be significantly shortened by thedemand ofa
disaster.
Water
+ Stock bottled water sufficientfor drinking needs for atleast 96 hours iffeasible (for staff, patients and family/visitors), or
assure access to drinking water apartfrom usual supply. Potential water sources include food and beverage distributors.
+ Ensure there is a mechanismin place to verify tap water is safe to drink. Prepare
+ Infants: assure adequate stocks of formulaand encourage breastfeeding.
Staff/Family
+ Plan to feed additional staff, patients, and family members of staff/patients in select situations (ice stormas an example
of a short-termincident, an epidemic as an example of a long-termincident). Prepare
Planning
+ Work with stakeholders to encourage home users of enteral and parenteral nutrition to have contingency plans and alternate Prepare
delivery options. Home users of enteral nutrition typically receive delivery of 30 days’ supply and home users of parenteral ]
nutrition typically receive a weekly supply. Anticipate receiving supply requests from home users during periods of shortage. Substitute
Work with vendors regarding their plans for continuity of services and delivery.
+ Identify alternate sources offood supplies for the facility should prime vendors be unavailable (including restaurants —
which may be closed during epidemics). Consider additional food supplies athospitalsthatdo nothave food service
management accounts. Adapt
+ Determine if policy onfamily provision offoodto patientsis in place, and what modifications mightbe needed or
permitted in a disaster.
+ Liberalize diets and provide basic nutrients orally, if possible. Total parenteral nutrition (TPN) use should be limited and .
L " . ) Substitute
prioritized for neonatal and criticallyill patients.
* Non-clinical personnel serve meals and may assistpreparation. & Adapt
+ Follow or modify currentfacility guidelines for provision of food/feeding by family members of patients.
+ Anticipate and have a plan for the receiptoffood donations. Ifdonated foodis accepted, it should be non-perishable,
prepack-aged, and in single serving portions.
+ Collaborate with pharmacy and nutrition services to identify patients appropriate to receive parenteral nutrition supportvs.
enteral nuftrion. Access premixed TPN/PPN solutions from vendor if unable to compound. Refer to Centers for Disease Control
(CDC) Fact Sheets and American Society for Parenteral and Enteral Nufrion (ASPEN) Guidelines. Subsfitute oral
supplements for enteral nutrition productsifneeded. Adapt
+ Eliminate or modify special diets temporarily.
+ Use blenderized food and fluids for enteral feedings rather than enteral nutrition products if shortages occur. Examples:
1. The Oley Foundation: Making Your Own Food for Tube Feeding, http://www .oley.or/lifeline/TubetalkSOOQ7 html#Making%20your%200own
2. Klein, Marsha Dunn, and Suzanne Evans Morris. Homemade Blended Formula Handbook. Tucson: Mealtime Notions LLC, 2007.
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MEDICATION ADMINISTRATION
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

RECOMMENDATIONS Strategy Conventional Contingency Crisis

Cache /Increase Supply Levels
+ Patients should have atleast 30 days’supply ofhome medications and obtain 90-day supplyif pandemic,

epidemic, or evacuation is imminent.
« Examine formulary to determine commonly used medications and classes thatwill be in immediate / high demand

* Increase supply levels or cache critical medications - particularly for low-cost items and analgesics. Prepare
+ Key examplesinclude:

Use Equivalent Medications )
+ Obtain medications fromalternate supply sources (pharmaceutical representatives, pharmacy caches). Substitute

Substitute

Reduce Use During High Demand
Restrictuse of certain classes iflimited stocks likely to run out (restrictuse of prophylactic/ empiric antibiotics
after lowrisk wounds, etc.).
+ Decrease dose; consider using smaller doses of medications in highdemand /likely to run out (reduce doses of
medications allowing blood pressure or glucose to run higher to ensure supply of medications adequate for

D . Conserve
anticipated duration of shortage).
+ Allow use of personal medications (inhalers, oral medications)in hospital.
+ Do without-considerimpactif medications nottaken during shortage (statins, etc.).
Conserve
Analgesia * morphine, other narcotic and non-narcotic (non-steroidals, acetaminophen) class - injectable
and oral (narcotic conversion tool at http://www.globalrph.com/narcoticonv.htm)
Sedation + particularly benzodiazepine (lorazepam, midazolam, diazepam) injectables
Anti-infective * narrow and broad-spectrum antibiotics for pneumonia, skin infectons, open fractures, sepsis

(e.g.. cephalosporins, quinolones, tetracyclines, macrolides, aminoglycosides, clindamycin, etc.),
select antivirals

Pulmonary * metered doseinhalers (albuterol, inhaled steroids), oral steroids (dexamethasone,
prednisone)

Behavioral . . . . . Co

Health + haloperidol, other injectable and oral anti-psychotics, common anti-depressants, anxiolytics

Other * sodiumbicarbonate, paralytics, induction agents (etomidate, propofol),

proparacaine/tetracaine, atropine, pralidoxime, epinephrine, local anesthetics, antiemetics,
insulin, common oral ant-hypertensive and diabetes medications
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MEDICATIONADMINISTRATION
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

Pulmonary | - Metered doseinhalers instead of nebulized medications

Analgesia/ | * Considerlorazepam for propofol substitution (and other agents in shortsupply)
Sedation | « ICU analgesia/sedationdrips Morphine 4-10mg IV load then 2mg/h and titrate / re-bolus as
needed usual 3-20mg/h); lorazepam 2-8mg or midazolam 1-5mg IV load then 2-8mg/h drip

spectrum antibiotic

+ Target therapy as soon as possible based upon organismidentified.

Anti-infective [ « Examples: cephalosporins, gentamicin, clindamycin substitute for unavailable broad-

infectives

Other| *Beta blockers, diuretics, calcium channel blockers, ace inhibitors, anti-depressants, anti-

*Legal protection suchas Food and Drug Administration approval or waiver required.

RECOMMENDATIONS

Strategy

Conventional Contingency Crisis

Modify Medication Administration
« Emphasize oral, nasogastric, subcutaneous routes of medication administration.
+ Administer medications by gravity drip rather than IV pump ifneeded:

* Ruleof6: ptwgt(kg)x 6 =mg drugto addto 100mL fluid = 1mcg /kg/minfor each 1 mL/hour
NOTE: Forexamples, see http://www.dosagehelp.com/iv_rate drop.html

+ Consider use of select medications beyond expiration date. *
+ Consider use of veterinary medications when alternative treatments are notavailable. *

IV drip rate calculation-drops/minute = amount to be infused x drip set / time (minutes) (drip set = qtts/ mL - 60, 10, etc.).

Adapt

Adapt

Restrict Allocation of Select Medications

+ Allocatelimited stocks of medicationswithconsid erationofregional/state guidance and available epidemiological
information (e.g.: anti-viralmedications such as olseltamivir)

+ Allocate limited stockto support other re-allocation decisions (ventilator use, etc.).

Re-Allocate

Re-Allocate
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HEMODYNAMICSUPPORTAND IV FLUIDS
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

RECOMMENDATIONS Strategy Conventional | Contingency Crisis

Cache Additional Intravenous (IV) Cannulas, Tubing, Fluids, Medications, and Administration Supplies Prepare

Use Scheduled Dosing and Drip Dosing When Possible
* Reserve IV pump use for critical medications such as sedatives and hemodynamic support. Conserve

Minimize Invasive Monitoring

+ Substitute other assessments (e.g., clinical signs, ultrasound) of central venous pressure (CVP).

« When required, assess CVP intermittently via manual methods using bedside saline manometer ortransducer moved
be- tween multiple patients as needed, or by heightofblood column in CVPline held vertically while patient
supine.

Emphasize Oral Hydration Instead of IV Hydration When Possible

Conserve

Utilize appropriate + Oralrehydrationsolution: 1literwater(5 cups) +1tspsalt+8tspsugar, addflavor (e.g., 2cup
oral rehydration orange juice, other) as needed.
solution + Rehydration for moderate dehydration 50-100mL / kg over 2-4 hours

Pediatrichydration Pediatric maintenance fluids:
+ 4 mL/kg/h forfirst 10kg of body weight(40 mL/h for 1st 10 kg)
¢+ 2mL/kg/h forsecond 10kgof body weight (20 mL/h for 2nd 10kg =60 mL/hfor 20kg child)
+ 1mL/kg/h foreachkgover20kg(example-40kgchild=60mL/hplus20mL/h=80mLh)
Supplement foreach diarrhea or emesis

NOTE: Clinical (urine output, etc.) and laboratory (BUN, urine specific gravity) assessments and electrolyte correction are key Substitute
components of fluid therapy and are not specifically addressed by these recommendations.
NOTE: For further information and examples, see http://rehydrate.org,

http ://www.cdc.gov/immwr/preview/mmwrhtml/ir5216a1.htm and

http ://www.ped.med.utah.edu/cai/howto/IntravenousFluidOrders.PDF.

Provide Nasogastric Hydration Instead of IV Hydration When Practical
+ Patients with impediments to oral hydration may be successfully hydrated and maintained with nasogastric (NG) tubes.
* Forfluid support, 8-12F (pediatric: infant 3.5F, < 2yrs 5F) tubes are better tolerated than standard size tubes.

Substitute

Substitute Epinephrine for Other Vasopressor Agents
* For hemodynamically unstable patients who are adequately volume-resuscitated, consider adding 6mg epinephrine (6mL
of 1:1000) to 1000mL NS on minidrip tubing and titrate to target blood pressure.
+ Epinephrine 1:1000 (1mg/mL) multi-dose vials available for drip use.

Substitute

Re-use CVP, NG, and Other Supplies After Appropriate Sterilization / Disinfection
+ Cleaning forall devices should precede high-level disinfection or sterilization. (sterilizat
« High-level disinfection for atleast twenty minutes for devices in contact with body surfaces (including mucous Eletraaten— ion
membranes); glutaraldehyde, hydrogen peroxide 6%, orbleach (5.25%) diluted 1:20 (2500 ppm) are acceptable NG, etc.) | cgntral
soluions. NOTE: chlorinelevels reduced if stored in polyethylene containers - double the bleach concentration to Re-use S line,
compensate). etc.)
+ Sterilize devices in contact with bloodstream (e.g., ethylene oxide sterilization for CVP catheters).
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HEMODYNAMICSUPPORTAND IV FLUIDS
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

RECOMMENDATIONS Strategy | Conventional | Contingency Crisis

Intraosseous / Subcutaneous (Hypodermoclysis) Replacement Fluids
« Consider as an option when alternative routes of fluid ad ministration are imp ossible/unavailable
¢ Intraosseous before percutaneous
Intraosseous
¢ Intraosseousinfusionisnotgenerallyrecommendedfor hydrationpurposes butmay beused until alternativeroutes are
available.Intraosseous infusionrequires pump or pressurebag.Rateoffluid delivery is often limited by painofpressure
within the marrow cavity. This may be reduced by pre-medication with lidocaine 0.5mg/kg slow IV push.
Hypodermoclysis
« Cannotcorrectmore than moderate dehydration via thistechnique.
+ Many medications cannotbe administered subcutaneously.
« Common infusion sites: pectoral chest, abdomen, thighs, upper arms.
« Common fluids: normal saline (NS), D5NS, D5 1/2 NS (Can add up to 20-40 mEq potassiumifneeded.)
* Insert21/24-gauge needleinto subcutaneoustissueata45-degree angle,adjustdriprateto 1-2mLperminute.(May use
2 sites simultaneously ifneeded.) Substitute
+ Maximal volume about 3 liters / day; requires site rotation.
* Local swelling can be reduced with massage to area.
+ Hyaluronidase150units/literfacilitates fluid absomtion butnotrequired; may notdecreaseoccurrenceoflocal edema.

Consider Use of Veterinary and Other Alternative Sources for Intravenous Fluids and Administration Sets Adapt
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BLOOD PRODUCTS
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

required via American Association ofBlood Banks (AABB)

Category | RECOMMEN DA TIONS Healthcare | Blood | Strategy | Conventional | Contingency | Crisis
Facility Center
+ Increase donations ifrequired, and consider localincrease in frozen reserves
+ Increase O positivelevels S
o + Consider maintaining afrozen blood reserve if severe shortage Prepare
8 g + Increase recruitmentfor specific product needs
|
a=3 '8 + Consider adjustments to donor HGB/HCT eligibility Adapt
<o + Relax travel deferrals forpossible malaria and BSE (bovine spongiform encephalitis)* Prepare
+ Usecell-saver and auto-transfusion to degree possible R Re-use
+ Limit O negative use to women of child-bearing age
+ UseOpositiveinemergenttransfusioninmales ornon-childbearingfemales to conserve O ~
negative Conserve
+ Changedonationsfromwholebloodto 2x RBC apheresiscollection ifspecific shortage of PRBCs V Adapt
+ More aggressive crystalloid resuscitation prior to transfusion in shortage situations (blood N
. Conserve
substitutes may play future role)
+ Long-termshortage, collectautologousblood pre-operativelyandconsider cross-overtransfusion N Conserve
+ Enforcelower hemoglobin triggers for transfusion (for example, HGB 7) N Conserve
(7))
D + Consider limiting high-consumption elective surgeries (select cardiac, orthopedic, etc.) N Conserve
_g + Consider use of erythropoietin (EPO) for chronicanemiain appropriate patients v Adapt
8 + Further limit PRBC use, if needed, to active bleeding states, consider subsequent restrictions N
- . . . Re-allocate
m including transfusion only forend-organ damage, then to shock states only
8 + Consider Minimum Qualifications for Survival (MQS) limits on use of PRBCs (for example, only
04 iniiate forpatientsthatwillrequire<6units PRBCs and/orconsiderstopping transfusionwhen > ~
- 6 units utilized ). Specific MQS limits should reflect available resources at facility. Re-allocate
()
_5 * Reduce orwaive usual 56-dayinter-donation period* based upon pre-donation hemoglobin N Adapt
© + Reduce weight restricions for 2x RBC apheresis donations according to instruments used and S
o . . . . Adapt
medical directorguidance
« Though nottruesubstitute, consider useoffibrinolysisinhibitors or othermodalities to reverse
coagulopathic states (tranexamic acid, aminocaproic acid, activated coagulation factor use, or N )
- other appropriate therapies) Substitute
()
’c\)l + Considerreductioninredcell:FFPratiosinmassivetransfusionprotocols inconsultation with N
O . Conserve
I © blood bank medical staff
= g * No anticipatory use of FFPin hemorrhage without documented coagulopathy v Conserve
O ®© s - - " - -
o Obtain FDAvariance to exceed 24 collections per year for critical types* *FDA approvalivariance N Adapt
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BLOOD PRODUCTS
STRATEGIES FOR SCARCE RESOURCE SITUATIONS

Category | RECOMMENDATIONS He:;lzZ;:g, re géﬁ:{; Strategy | Conventional | Contingency Crisis
* Though notfrue substitute, consider use of desmopressin (DDAVP) to stimulate improved N )
platelet performancein renal and hepaticfailure patients Substitute
« May use leukoreduced whole blood pooled platelets (and, if required, consider non- N Non-
leukoreduced wholeblood pooled platelets) Adapt Leukoreduced Ieuko(;edu
ce
+ Convertless needed ABO Whole Blood to Apheresis \/ Adapt
« Transfuseplatelets onlyforactivebleeding, furtherrestrictto life-threateningbleedingif N
" required by situation Conserve
e
% * No prophylactic use of platelets N Conserve
D_“_’ + Acceptfemale plateletdonors without HLA antibody screen \ Adapt
+ Acceptfemale donors forpooled and stored platelets \ Adapt
« Apply for variance of 7 day outdate requirement* \/ Adapt
« Considera24hourholduntilthecultureis obtainedandimmediatereleaseforboth Pool N
and Apheresis Adapt
+ Obtain FDAvariance to allow new Pool and Store sites to ship across state lines* N Adapt
* Reduce pool sizes to platelets from 3 whole blood donations \ Adapt

*FDA approval/variance required via American Association of Blood Banks (AABB)
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RENAL REPLACEMENT THERAPY
REGIONAL RESOURCE CARD

Resource cards are intended to provide incidentspecific tactics and planning information to supplement the general strategy cards. They are organized according to the ‘CO-S-TR’ framework of
incidentresponse planning — http://journals.cambridge.org/action/display Abstract?fromPage=online&aid =8844490&fulltextTyp e=RA&fileld=S193578930000135X

Category | RESOURCE and RECOMMENDA TIONS Strategy Conventional

Contingency Crisis

General Preparedness Information

Compared to othercritical careinterventions,hemodialysis offers equipmentavailability, expansioncapacity,
and carecoordinationthatgreatlyreduces theriskofcontingency and crisiscare, atleastinourgeographic area.

Disaster dialysis challenges generally result from:
1. Lack of clean water sources (each hemodialysis requires about 160 liters ultra-clean water)

2. Relocation ofdialysis-dependentpatientstoanewarea(evacuation ofnursinghomes, flood zones, etc.)
3. Increasein patientsrequiring dialysis (crush syndrome, unusual infections)

Outpatient
* Primary providers
+ Renal Network

Inpatient Prepare
+ Most facilities lease inpatient services via contract with above or other agencies; some have own
nurses and program—plans should accountfor contingency use of alternate services / leasing serviceg

Patient preparedness
+ Patientsshould haveadisasterplan—includingspecificfoodssetasideforup to72h.Notethatsheltersare
unlikely to have foods conducive to renal dietary needs (low sodium, etc.)
+ Personalplanningguidanceisavailableat: http://www.kidney.org/atoz/pdf/disaster_prepardness.pdf
Shortage of Renal Replacement Therapy (RRT) Resources
+ Affected facility should contact involved/affected dialysis provider companies and organizations as expert
consultants

Command, Control,
Communication,
Coordination

Relocated Patients Requiring Outpatient Dialysis
+ Contactusualoutpatientprovidernetworkto scheduleatnewfacility —referpatientsto ‘hotlines’as
needed
Excess Patients Requiring Dialysis Substitute
+ Transfer patients to other facilities capable of providing dialysis
+ Considermoving patients tofacilities within-housewater purification ifwater qualityis an issuefor
multiple inpatients requiringdialysis

Space

+ Considermovingotherinpatientoroutpatientdialysisstaffand equipmentto facilitiesrequiringincreased Ad
dialysis capacity apt
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RENAL REPLACEMENT THERAPY
REGIONAL RESOURCE CARD

Category RESOURCE and RECOMMENDATIONS Strategy Conventional Contingency Crisis

Water Supply
+ Quantify water-purifying machines available for bedside dialysis machines
+ Identify facilities providinghigh-volumeservices thatpurify theirownwaterand pipeto specificrooms in
the dialysis unit, intensive care, etc. Prepare
+ Identify water-purifying and dialysis machines to be obtained through lease agreements

Water Contamination
+ Consider alternate sources of highly purified water

Prepare

+ Considertransferringstableinpatients tooutpatientdialysis centersfordialysistreatmentsandviceversa Substitute

Adapt

+ Consider use of VT National Guard water reserves and purificaton equipment - but must assure adequate
purity for dialysis (potable isNOT sufficiently clean)

Power Outage or Shortage
« Considertransferringstableinpatients tooutpatientdialysis centers fordialysistreatments andviceversa
+ Consider transferring inpatients to other hospitals
+ Consider transfer of outpatients to other facilities for care until issue resolved

Supplies

Substitute
Adapt

Dialysis Catheters, Machines, Reverse Osmosis Machines, and/or Other Supply Shortages
Note: Dialysis catheters and tubing are inexpensive, relatively interchangeable, and supplied by several
manufacturers

+ Stock adequate dialysis tubing sets and venous access catheters (Quinton, efc.) for at least one month’s
usual use Prepare
+ Identify provider network and other sources of supplies and machines

Substitute
+ Transfer machines/supplies between outpatient centers and hospitals, or between hospitals

Dialysis Staff Shortages?
« Non-dialysis nursing staff to take on “routine” elements ofdialysis nursing (e.g., taking VS, monitoring
respiratory and hemodynamicstatus, etc.)

Substitute

Staff

+ Dialysis nursing staffto supervise non-dialysis nursing staff providing some dialysis functions
« Outpatientdialysistechs may beused tosupervisedialysis runsifproviderdeficitiscriticalissue (would be

unlikely aside from potentiallyin pandemicor other situation affecting staff) Adapt

Community Planning
+ Medical needs ofre-located renalfailure patients are substantial; planningon community level should
incorporate their medication and dietary needs during evacuation and sheltering activities.

Special

Prepare

Insufficient Resources Available For All Patients Requiring Dialysis
+ Change dialysis from ‘scheduled’ to ‘as needed’ based on clinical and laboratory findings (particularly

hyperkalemia and impairment ofrespiration) — parameters may change based on demand forresources Conserve

Triage

Conceivable(butextraordinary, givenoutpatientdialysismachineresources)situationsmay occurwhere
resources areinsufficientto thepointthatsomepatients may notbeableto receivedialysis (forexample,
pandemic when demand nationwide exceeds available resources) —access to dialysis should be considered
as part of critical care intervention prioriization (see Mechanical Ventilation Strategies for Scarce Resource Re-allocate
Situations)
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RENAL REPLACEMENT THERAPY

REGIONAL RESOURCE CARD
Category RESOURCE and RECOMMENDA TIONS Strategy Conventional Contingency Crisis
Crush Syndrome
+ InitiatelVhydration andacidosis preventionprotocols “inthefield” forcrush injuries toprevent/treat
L . . Conserve
rhabdomyolysisin hospital settings
< Mode of Dialysis
£ + Restrict to hemodialysis only for inpatient care (avoid continuous renal replacement therapy (CRRT) Substitute
g and peritoneal dialysis (PD) due to duration of machine use (CRRT)and supplyissues (PD))
= Increased Demand on Resources
+ Shorten duration of dialysis for patients that are more likely to tolerate it safely
+ Patientsto utilizetheirhome“kits”of medication (Kayexalate) andfollowdietary plansto helpincreasetime|  conserve
between treatments, ifnecessary
c Transportation Interruptions
= + Dialysispatients mayrequirealternatetransportation to assureongoingaccess to dialysistreatment.
E + Chronicpatientsshould coordinatewiththeirserviceproviders/dialysis clinics firstfortransportationand Prepare
o other assistance during service/transportationinterruptions.
§ + Emergency managementand/orthehealth andmedical sectormay havetosupplementcontingency Adapt
= transportationtodialysisduringice storms or other interruptions to transportation.

The majornational dialysiscorporationshaveextensiveexperiencecontendingwithdisasters;theirinputduringanyanticipated oractualincidentisimperative to optimizethebest patient care.
See Staffingin the Core Clinical Strategies for Scarce Resource Situations card set.
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BURN TREATMENT
REGIONAL RESOURCE CARD

Resource cards are intended to provide incidentspecific tactics and planning information to supplement the general strategy cards. They are organized according to the ‘CO-S-TR’ framework of
incidentresponse planning — http://journals.cambridge.org/action/displayAbstract?fromPage=online&aid =8844490&fulltextTyp e=RA&fileld=S193578930000135X

Category | RESOURCE and RECOMMENDA TIONS Strategy | Conventional | Contingency Crisis
Hospital Outpatient Supply Planning Prepare
Increase
Outpatient clinics and urgent care centers may also cache appropriate supplies for their location and patient population. Supply

Suggested supplies per patient for first 72 hours (amounts needed will vary) include:

+ 5-8cmx18cm (3x 7 inch) sheets petroleum-impregnated gauze (e.g., Adaptic)

+ 4-10 cm(4inch)rolls of stretchable roller gauze (e.g., Kerlix); variety of sizes suggested Adapt

+ 2-120 g (4 0z) tube bacitracin

+ 30 tablets of ibuprofen 800 mg and stockliquid form for pediatric use

+ 50-opioid analgesictablets (50tablets for5-daysupplyif 1-2tabletsevery 4to6 hours); also stockpediatricalternatives

+ Assume halfofall patients will require tetanus boosters

+ Especially in smaller communities, outpatientfpharmacy resources may be limited. Assess and plan for up to 72 hours

withoutre-supply
Inpatient Supply Planning Prepare
Institutions should prepare based on role in community. In contingencylcrisis situation, emphasis moves away from silver- Increase
impregnated dressings (expensive to stockpile) to bacitracin/petrolatum-impregnated dressings (e.g. Adaptic). If fransfer Supply
ispossiblewithinthefirst24hours, simpledry sterilesheets ordressings areappropriate-seeBurn Triage Card for further
information.
Adapt

Considerstocking orhavingplanstoobtainsupplies sufficientfor2-3days ofcare.
Estimated usage of supplies per 24 hours per patient is below.

+ 15-8cmx 18 cm (3x7inch)sheets petroleumgauze (about50% oftotal body surfacearea(BSA)normalbody mass
patient- use as average for major burn patient)

+ 2 -bacitracin 120g (4 oz) tubes (or 11b. jar for 2 victims)

* 10rollsof10cm (4 inch) stretchable roller gauze, such as Kerlix

+ 2-5cm(2inch)rollsstretchablerollergauze (e.g.,Kerlix)forfingers/toes/smallareawrapping-cancut4inch inhalf
also

+ Morphine (or equivalent) 10 mg/hour x24 hours = (roughly) 250mg/day/patient

+ Massivedosesofopioid analgesiaand anxiolytics may berequired by burnpatients (includingany patientsthatare
only receiving palliativecare)

+ 1 tetanus booster per 2 patients

+ IV fluid -forexamplefrom Parklandformula4mL/kg x 50% BSA=14liters offluid. Lactated Ringers usually preferred,
but salineacceptable

+ 1-centralline (including 20% pediatricsizes)

Supplies
Typical Planning Numbers

7~ VERMONT

DEPARTMENT OF HEALTH Page 64 of 92

Vermont Crisis Standards of Care Plan


http://journals.cambridge.org/action/displayAbstract?fromPage=online&amp;aid=8844490&amp;fulltextType=RA&amp;fileId=S193578930000135X

BURN TREATMENT
REGIONAL RESOURCE CARD

Category | RESOURCE and RECOMMENDA TIONS Strategy Conventional | Contingency Crisis
Staff Prepare
+ Strongly consider pre-incidenttrainingoncareofmajorburns for physicianandnursingstaff; have quick-reference
cards/materials available for burn stabilization Adapt

Identify staff with prior burn treatment experience (e.g., military)

¢ Planforjust-in-timetraining fornon-burn nursingandphysicianstaff,reinforcingkey points ofburn patientcare
(includingimportance of adequate fluid resuscitation, urine output parameters, principles of analgesia, etc.)

+ Considersending burn-trained RN/MD to affected centerto assistwith triageandinitial managementifstaffingallows.

« Burnnursesand physiciansprovideburn/dressingrelated careonly;otherlCUandfloornursingandphysician staff Adapt
providesupportivecare.Adjustburnnursestaffing patternsas needed. See Staffing Strategiesfor ScarceResource
Situations sheet for further considerations

+ Considerjust-intimetrainingondressingchanges, woundcareand monitoring —especiallyatnon-burncenters Conserve

« MDH may work with stateand upper Midwestexpertsto setup a‘hotline’and/ortelemedicineorothervirtual means SA:;ftt
by which non-burn centers may easily consult with burn experts ubstitute

* National Disaster Medical System (NDMS) personneland other supplemental staff may be required

Staff

Special Considerations
Consider availability ofresources for:

+ Airway/inhalational injury —extra airway management supplies, bag-valve assemblies, etc.

+ Pediatric age-appropriate intravenous, intraosseous access devices, medication dosing guides

+ Considercarbon monoxideorcyanidepoisoning ifclosedspacesmokeexposure—consultPoisonControlCenter*
+ Inhalational exposure —aggressive, early airway management for inhalational injuries

Electrical—highincidenceofrhabdomyolysisandinternal injuries —increasefluidresuscitation,ad dbicarbonate to Prepare
intravenous fluids to alkalinize urine, monitor serum bicarbonate, creatinine, and creatine kinase

« Chemical and radiologic — consider need for specifictherapies -consult Poison Control Center*

+ Consider need for decontamination - consult Poison Control Center*

+ Psychological support for patients, their families and staff. (Do notunder-estimate the increased stress and
psychological impactofaburn incident, particularly an MCI, on health care providers.)

* Poison Control Center 1-800-222-1222

Special
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BURN TREATMENT
REGIONAL RESOURCE CARD

Outpatient: Survival and good outcome expected, without requiring initial admission; Very High: Survivaland good
outcome expected with limited/short-term initial admission andresource allocation (straightforward resuscitation, LOS
<14-21 days, 1-2 surgical procedures); High: Survival and good outcome expected (survival > 90%) with aggressive and
comprehensive resource allocation, including aggressive fluid resuscitation, admission >14-21 days, multiple surgeries,
prolonged rehabilitation; Medium: Survival 50-90% and/or aggressive care and comprehensive resource allocation
required, including aggressive resuscitation, initial admission >14-21 days, muliple surgeries and prolonged rehabilitation;
Low: Survival <50% even with long-term aggressive treatment and resource allocation; Expectant: Predicted
survival <10% even with unlimited aggressive treatment.

Category RESOURCE and RECOMMENDA TIONS Strategy | Conventional | Contingency Crisis
Critical Burns — Transfer to Burn Center As Soon As Possible
+ See Burn Triage Card Conserve
+ Regardless ofthe extentof burn involvement, palliation of pain should be considered a priority.
Iflargenumberofcasualtiesand verysevereburns,triagemayhaveto beimplemented based onknowledge of
percentburn,ageand underlyinghealthissues,combinedtraumaorotherconditions(suchassevereinhalational
injury).Initially, full supportshouldbeprovidedto asmany patients as possible. Atriage tablemay contributeto
decisions made by burn surgeons but should NOT substitute for amore global assessment of patient
prognosis.
(Safie JR, Gibran N, Jordan M. Defining the ratio of outcomes to resources for triage of burn patients in mass casualties.
J Burn Care Rehabil. 2005;26:478-482)
Burn Size (% total body surface area)

Age (yrs) 0-10% 11-20%[21-30% 41-50% 51-60% 61-70% 71-80% 81-90% 91%+

0-1.9 Very high Xizrr:l ?1/;2/ Medium | Medium Medium Low Low Exlﬁgga/nt

2.04.9 | Outpatient \h/izrﬁl x;rl}l’ Medium | Medium | Low Low

3 5.0-19.9 | Outpatient ?]/i‘;%’ xgrﬁ/ Medium | Medium | Medium Low
= 20.0-29.9 | Outpatient XiZﬁ' L’ga’ Medium | Medium | Medium Low Low
- Very | Very ) - - - Re-Allocate
30.0-39.9 | Outpatient high kigh Medium | Medium Medium Medium Low Low
40.0-49.9 | Outpatient \h/izrﬁ/ ng Medium | Medium | Medium | Medium Low Low Low
50.059.9 | Outpatient | o | VoY IMedium | Medium | Medium | Low Low | Eount | Expestant
60.0-69.9 | Veryhigh | VY Medium|Medium | Low Low Low | g, koW Low/ Low/
high xpectant | Expectant | Expectant
70.0+ Very high [Medium Medium| Low Low Ex',;gg’{’a’m Expectant | Expectant | Expectant | Expectant
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BURN TREATMENT
REGIONAL RESOURCE CARD

Category | RESOURCE and RECOMMENDA TIONS Strategy Conventional | Contingency Crisis
Treatment
= Provide stabilizing burn care (airway, flud management, analgesia, etc. — see Burn Triage Card with initial priorities,
GE) wound care, and nursing care).
®
o After stabilizing care, assess need for transfer to burn center.In a mass burn incident, assure coordination with Adapt
Regional Hospital Resource Center, which will help to prioritize transportation and manage logistics. Patients may
have to be held for 1-2 days at non-burn centers awaiting transferin some cases.
Transport
+ Initial dressings should be dry, sterile dressingiftransfer planned. Iftransfer will be delayed, adaptic
dressingsmay be applied in consultation with burn center.
* In consultation with burn specialist, arrange air medical transportor groundtransportas appropriate. lf multiple | p,,
. o R . : X pare
institutions are affected, coordinate with Regional Healthcare Preparedness Coordinators
- + Obtain consultation with burn experts for ongoing care and triage/transportation prioritization ifimmediate
5 transportation/referral is notpossible
Q.
) « Plan foroxygen, fluids, and analgesiarequirements during transport
] . . . . .
= « Considerneed forairway intervention prior to transport
« Multi-agency coordination center may be used to help prioritize use of transportation assets
Adapt
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BURN TRIAGE CARD

No

Minor
+ Consider outpatient management, consultation/referral to
wound/burnclinicorburn center asrequired
* Burn care outpatient supplies see Burn Treatment Regional
Resource Card

Rule ofNines

Numbers expressedin

9 18 Front 9
18 Bock
i
@ Front S Frent
7 Bagk % Back

percentages

Figures courtesy of:
Hennepin County Medical Center Burn Unit
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Initial Interventions:
Airway/Breathing—Assessairwayandprovide oxygen.Considerearlyintubationfor>25%BSAburns.Intubationrecommended: stridor, voice
change, respiratory distress, circumferential neck burns, carbonaceous sputum, hypoxia, or prolonged transport time and major burn patient
Circulation - Assess vital signsand pulses. Burn shock common >20% BSA. Treat lowblood pressure with |Vfluids; considerother sources of hypotension.|
Avoid boluseswhenpossible-increasefluidratesby10%perhourforlowurine outputor lowerbloodpressures
Disability — Assess neurologic status (including sensation and motor); cervical spine protection if trauma/high-voltage (>1000 V) injury
Decontamination — Consider potential for chemical /radiol ogic contamination. Chemical burns should be irrigated for 30 minutes with body
temperaturewater while consulting Poison Control *about specific treatments
Expose/Estimate - Remove clothing, jewelry, and contact lenses. Protect from hypothermia. Estimate second/third degree burn area (see figures
below). Areaof patient’shand (includingfingers) equals 1%BSA
Fluids-1Vaccess innon-burned tissue if possible. Start Lactated Ringers (LR) 4mL/kg/% BSA. Give 50%overfirst 8hoursand rest over 16 hoursfrom
time ofburn. Children <5yearsadd 2ampules D50toeachliterofLR.May use normalsalineifnoLRavailable
History —Note time of injury, mechanism, AMPLET (Allergies, Medications, Past surgical and medical history, Last meal, Eventssur- roundingthe
incident, Tetanus status)

Nasogastric or Orogastric - Insert tube for all intubated patients

Pain Control — Administer analgesia; extraordinarydoses maybe required to control painadequately

Urine Output — All electrocutions, intubated patients, and major burns should have indwelling urinary catheter (e.g., Foley). Goal is0.5mL/kg/hr
output adults, 1mL/kg/hour children

Wound Care — Do notremove adherent clothing. Warm, dry dressings over bums - NO wet dressings

Special Considerations:

+ Closed space exposureassumecarbonmonoxideand/or cyanide toxicity - provide 100% oxyge n*

+ High-voltage electrical —assume rhabdomyolysis and assess forinternal injuries. Normal saline resuscitation until clear urine output

1-2 mL/kg/hr. Monitor creatine kinase, serum bicarbonate and creatinine. Consult with bumn/referral center for ongoing management

*Consult Poison Control Center at 1-800-222-1222.

y - L] High Priority For Transfer To Burn Center
Secondary Assessment— Critical Burn Features? + Continuefluid resuscitation andanalgesia
* >20% BSAsecondand/or third degreeburns ] + Escharotomiesmayberequiredto allowventilationofpa-
* Intubatedpatient,inhalationalinjury, orprolongedclosed- Yes  tientswithcircumferentialneck,chestorabdominalburns
space smoke exposure | ¢ Arrange transfer and consultation
+ Co-existing major trauma, rhabdomyolysis, or other complications + Some patients in thiscategory may be triaged to receive
* Hemodynamicinstabilitynotrespondingto fluid resuscitation only palliative care (until/unless additional resources
become available)

v No 4

Secondary Priority For Transfer
* May have to manage in place awaiting transfer (24-48 hours)
+ Obtain consultation fromburn center- may organize hotline/alternativeresourcesduringmass casualty incidents
+ Coverbumswithcleandrylinens-noimmediatedressingsarenecessaryiftransferredinthefirst24hours-after24hourscon- sider
bacitracindressings perburn consultation
* Monitor urine output and provide IV fluids to maintain parameters as above
* Infection control—providers should gown, glove, and mask
* Follow cardiorespiratoryand renal function
* Maintain bodytemperature
* Consider earlyuse ofenteral/tube feedings iforal intake inadequate
* Analgesia
Circulation, Motorand Sensory function (CMS) checks
Evaluate for otherinjuries
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PEDIATRICS
REGIONAL RESOURCE CARD

Resource cards are intended to provide incident-specific tactics and planning information to supplement the general strategy cards. They are organized according to the ‘CO-S-
TR’ framework of incident response planning —

http://journals.cambridge.org/action/displayAbstract?fromPage=online&aid=8844490&fulltextType=RA&fileld=5193578930000135X

Category RESOURCE and RECOMMENDA TIONS

Planning and response considerations:
Tertiary centers with inpatient pediatric, traumaand PICU capability can provide consultation and transfer sup- port
based on patientneeds. The following centers can provide real-time consultationin supportof pediatric critical care
when transferis difficultor 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) atinitial receiving
hospital in majorincident—all facilities mustbe prepared for pediatric cases
+ Facility procedures for patient tracking, unaccompanied minors, and release of minors to family/caregivers
+ Smaller incidents —facility-to-facility coordination Prepare
+ Statewide incidentimpact
+ Vemont Department of Health will work with Regional Healthcare Preparedness Coordinators
(RHPCs) and hospitals/healthcare coalitionsto facilitate patientand resource distribution
+ Statewide consultation/referral hotline may be initiated as needed

Strategy |Conventional |Contingency |Crisis

Command,
Control,
Communication,
Coordination

Space:
+ Use maximal beds on pediatric unitand atpediatric centers noted above
+ Prioritize transfer of children <8 years ofage to pediatric specialty centers

+ Surge to non-pediatric, age-appropriate units within hospital Adapt
+ Distribute non-critical and older pediatric patients from overwhelmed pediatric centers to other accepting Conserve
facilities Substitute

+ Expand acute outpatientcare for the minimally injured/ill

Space
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PEDIATRICS
REGIONAL RESOURCE CARD

Category RESOURCE and RECOMMENDA TIONS Strategy Conventional Contingency Crisis
Outpatient Supply Planning:
+ Consider expansion of outpatient pediatric-specific supplies (e.g., crutches, pediafric-specific forms of
analgesics) at facility to supportdischarged patients
Inpatient Supply Planning:
¢ Institutions should prepare based on rolein community
+ As a minimum, recommend each facility be prepared to care for the number ofvictims listed in
the table below, based on their designated traumalevel in the VT Trauma System.
. Trauma Designation
Inpatient Type
Levell Levelll Level lll Level IV
Critical Injuries < age 8 yrs 8 6 4 2
Moderate Injuries <age 18 yrs| 20 15 10 5
Minor Injuries <age 18 yrs 20 15 10 5 Prepare
Infants <age 1yr 4 3 2 1
The American Academy of Pediafrics/American College of Emergency Physicians recommended equipment
® list at http://pediatrics.aappublications.org/content/107/4/777 full.pdf+html is the basis for planning, with
) ; .
= emphasison:
2 + Airway equipmentsufficientfor number and age of victims
n + Vascular access equipment, including adequate quanfity of intravenous cannulas and intraosseous
needles
+ References, charts, orother systems for size/weight-based equipment and drug dosing (reference
book, wall charts, Broselow tape, or similar)
+ External warming devices (such as Bair-hugger™)
+ State trauma systemguidelines also identify pediatricequipment expectations
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PEDIATRICS
REGIONAL RESOURCE CARD

Category RESOURCE and RECOMMENDATIONS Strategy Conventional Contingency Crisis
Staff:
+ Pre-incident pediatric medical/trauma critical care training should be conducted for physician and Pre
. . X L. i pare
nursing staff expected to provide emergency care. Consider courses such as Advanced Pediatiic Life
Support, Pediatric Advanced Life Support
+ Staff that do notregularly provide pediatricemergency care but could be called upon in adisaster
should receive pre-incident training and orientation to facility equipment. Scenario-based or other
training (simulation and other brief, frequenttraining) is highlyrecommended
+ Just-in-time training may be required in certain situations for non-pediatric nursing and physician Adapt
e staff reinforcing key points of pediafric or incident-specific patient care (including pediatric assessment
g triage, importance of fluid management, urine output parameters, principles ofanalgesia, etc.)
+ In a majorincident, adjust pediatric physician and nurse staffing patternsas needed to provide
supervision ofkey aspects of pediatric care. See Staffing Strategies for Scarce Resource Situations for
further consideration; for example, have critical care staff supervise care at a higher level,
delegating many bedside duties to other providers Conserve
+ Vermont Department of Health may work with in-state and adjacent state experts to set up Adapt
‘hotline’to provide consultation to non- pediatric centers caring for pediatric patients (for example Substitute
during pandemic)
* National Disaster Medical System and/or other supplemental staff may be required to workin
facilities (see Staffing Strategies for Scarce Resource Situations)
Consider availability of resources for:
+ Social work/family support
— + Psychological supportfor children, their families and staff (do notunder-estimate the increased
'g stress and psychological impact ofa pediafric incident, particularly an MCIl, on healthcare providers) Prepare
& + Discharge supportand planning, particularly for rehabilitation and other specialty follow-up P
+ Patient tracking and patient safety, particularly for unaccompanied minors (e.g. banding systemto
identify children and guardians)
« Family/ caregiver accommodations
Consider early transfer to a facility providing pediatric intensive care services for:
* Progressingrespiratory symptoms/hypoxia
© + Shock, or need forongoing resuscitation
2 ¢ Critical trauma, including neurotrauma accordingto usual trauma triage criteria Conserve
= + Patients with concomitantburns should be transferred to regional burn centers
+ Patients with complex underlying medical conditions may require consultation or special triage
considerations
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PEDIATRICS

REGIONAL RESOURCE CARD

Ensure that targeted medical record information (including name, allergies, medications given,
current medications, age and family contactinformation) is always with patient

Arrange transportviaair medical transportas appropriate —if multiple institutions affected
coordinate with regional healthcare coalition and/or multi-agency coordination system

Category RESOURCE and RECOMMENDATIONS Strategy Conventional Contingency Crisis
Provide stabilizing care (aiway, fluid management, analgesia, etc.) - see Pediatric Triage Card for
initial priorities
Special Considerations:
+ Airway/Breathing and Circulation (ABCs) are still critical — do not deviate from usual tfrauma/critical
care priorities due to size/age/behavior concerns
+ Pediatric airways are small; there is little room between partial and complete obstruction
+ Age and height-based estimations are NOT always accurate - always be prepared with a range of
equipment sizes, especially forairway interventions
+ Assess skin color, capillary refilland heartrate for signs of poor perfusion. Hypotensionis a
- late sign of shock in pediatric patients
@ + Typically, pediatric patients respond to treatments more quickly than adults. Reassess them frequently
% and alter treatments to fitthe response Prepare
&’ + Monitorforsignsofpain and treat pediatric patients with analgesics viaweight-based
guidelines, then titrate to effect. Pediatric pain is often inadequately treated
+ Hypoglycemiaand hypothermia are very common —anticipate, prevent, and correctas necessary
* Monitor IV fluids carefully to control volume delivered in smaller patients (e.g., IV pumps or buretrols)
* Double-check medication doses with team members, especially with medication drips as significant
errors are common. DO NOT exceed maximum adultdose
+ Assessmentmay be difficultdue to age-related and communication-related issues —historyfrom
the family/caregivers may be critical
+ Do notseparate the child fromfamily/guardianif at all possible
+ Medical alert bracelets and care plans should be soughtfor all children
After stabilizing care, assess need for transfer:
+ Plan for oxygen, fluids, and analgesiarequirements in transport
+ Consider need for airway intervention prior to transport
+ Consider plans for caregivers/family transportation
5 « A MCl may affect more than one facility requiring coordination with regional healthcare coalitions to
s prioritize transportation and manage logistics via Multi-Agency Coordination
%' + Regional transfer coordination may be required in major disasters —Vermont Department of Health Prepare
> will assist regional healthcare coalions and involve appropriate State and Federal (NDMS) resources; Adapt
S in certain situations (such as pandemic, major MCI) patients may have to receive care in non-pediatric
- centers
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PEDIATRICTRIAGE CARD ForMass Casualty Situations

. . Initial interventions:
Patient Arrives / Airway - Assess and position airway; airway interventions as needed. Children < 5 years have small airways that donottolerate edema well. Reassess
Initial Assessment gl , _ _ , _ , , , o
Breathing - Assess for evidence of respiratory distress (refractions, hypoxia, grunting). Provide oxygen, bronchodilators (e.g., albuterol, epinephrine) and
'Hiah Rick Featiirac? * | otherinterventions as needed
High Rls,k Featqres. Y Circulation - Assess forsigns of hypoperfusion including capillary refill, vital signs, pulses, etc. Fall in blood pressure is late and end-stage. Treat signs of hypo-
) Hypomaorresplratory s perfusion aggressively with 20mL/kg normal saline (and 10mL/kg packed redbloodcells ifhemomrhagic shockpersists afterinitial boluses of saline), see Fluid
distress Management below
* Multipleinjuries or high- Disability — Assess neurologic status (including sensation and motor) and need for cervical spine protection
energy mechanism Decontamination— Considerforchemical/radiologic—brush away loose material, then copious water. ConsultPoison Control Centerat 1-800-222-1222
+ Signsofhypoperfusion/ Expose - Remove clothing, jewelry and, if mental status altered, contactlenses. Protectfromheat loss; hypothermiais common
shock (may beisolated b Fluids — IV fluids (see Fluid Managementbelow)
tachycardia) Family — Avoid separating family/guardians from .patient.s. .Id.entify aqd notify patient’s family/g ugrdians ofpatient’s status when possible
. Altered mental status Glucose — Check fingerstick glucose for all significantlyill/injured children. Correct hypoglycemia
History —Note mechanism and time ofinjury, treatments pre-hospital, underlying diseases, tetanus status, medications/allergies, social history, famiy history,
*Consultationmay bewar- immunization history
ranted forage<5years,or Orogastric — Tube for all intubated patients (due to usual gastric distension)
underlying complex illness/ Pain control — Titrated opioid analgesia, IV, intranasal, or subcutaneous as required for comfort (e.g., morphine 0.1 mg/kg or fentanyl 1 mcg/kg V)
disease (congenital abnor- Temperature/Thermal — Protectfrom heat losses;initiate cooling/rewarming or anti-pyresis as indicated. Childrenlose body heatrapidly
mality, etc.) Urine output—Target urine outputto 0.5 - 1 ml/kg/hour. Indwelling urinary catheter as needed
v
l No v
Secondary Assessment - Critical illness/injury? High Priority for Transfer to Pediatric Center
Minor: + Intubated or progressive respiratory failure » ¢ Continue fluid resuscitation
+ Assessment, treatment + Multiple organ systems affected Yes + Arrange transfer and consultation
and observation + Surgical emergency + May have to provide fransfers, friage resources, oreven
+ Address psychosocial + Evidenceofshock(poorperfusion, high lactate, persistenttachycardia) notresponding providepalliativecareasonlyinterventionbased on
needs; re-unify with to fluid resuscitation scopeofinjury/natureqfincident. Re_—t_riageas more
family: supportas [ No resources becomeavailableorcondition changes.
needed Secondary Priority for Transfer -
+ Discharge, ifable, to * May have to manage inplace awaiting transfer (24-48 hours) (e.g. isolated orthopedic FIUId.Mana.gement o .
. : o * Initial fluid forresuscitation —normal saline
ECHIE LWl injuries) «Initial bolus 20 mL/kg, repeat as needed
parent/gu.ardlan notac- . Obtamconsu!tanonfrompedlatncreferralcenter(durmgmasscasualty|nC|dentMDH may «May initiate packed red bloodcells 10mL/kg ifhemor-
companying organize hotline) rhage notresponding to 40 mL/kg saline total bolus

* Diagnosticstudiesasindicated (minimizeionizingradiationwithoutomittingnecessary
studies)

* Monitor urine output and provide IV fluids (see Fluid Management)

* Infectioncontrol—providersshould gown,gloveand maskasappropriateforillness/ injury

Follow cardiorespiratory and renal function, Circulation, Motor and Sensory function (CMS)

and glucose checks at regular intervals

Maintain bodytemperature

* Analgesia

+ Maintenance fluid rate
* 4 mL/kg/hrfirst 10 kg (40 mL/hr)
« 2mL/kg/hr second 10kg (20+40 =60 mL/hr)
*1 mL/kg/hreach kg >20 kg
* GlucosereplacementIV/IO
* Neonate D10W 3 mL/kg
* Under 4 years D25W 2mL/kg
* >4 years D50W 1 mL/kg
+ Goals —nomnal vital signs, urine output 0.5-1 mL/kg/hr
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Resource cards are intended to provide incident-specific tactics and planning information to supplement the general strategy cards. They are organized according to the ‘CO-S-TR’ framework of
incidentresponse planning —http://journals.cambridge.org/action/displayAbstract?fromPage=online&aid =8844490&fulltextTyp e=RA&fileld=S193578930000135X

Orientation to Specialty and Goals:
+ NOTE:

This card provides afocused description of palliaive care management principles in disaster situations. These principles are relevant to all patients, as well as those who may receive
palliaive careas theironly intervention due to demand on the healthcare systemrelative to their prognosis.

+ Specialty Description:
Palliativecarehas agoal ofprovidingthebestpossiblequality oflifefor peoplefacingthepain andstress ofaserious, butnotnecessarilyterminal, medical condition. Itcan be
appropriate for patients of any age and atany stage of an iliness - from diagnosis on - and can be provided along with treatments forthe medical condition.

Index:

Planning Resources Page 70 Staff Page 72 Tracking Page 75
Communications and Coordination Pages 70 & 71 Special Page 72 Key Symptoms and Treatments Page 76
Space Page 72 Triage Page 73 DoseConversionTablefor Selected Opioids Page 77
Supplies Page 72 Treatment Pages 74

+ Principles of Palliative Care:

Palliative care should be provided to ALL patients.

In asubsetofpatients, itmay be the only care thatis able to be provided due to the patient’s prognosis and available resources

Focuses on human contactand comfortin addition to medical care

Increases the physical and mental well-being of the patient

Isnotabandonmentor euthanasia,and does notaim to hasten death (though in somecases, thedoses required torelieve severesymptoms may indirectly contribute to the dying
process; however, this meets the ethical criteriafor the double-effect principle whereindirectharmis permissible in the service of a greater good)

Relieves symptoms and provides physical comfort measures such as control of pain, nausea, dyspnea, temperature regulation, and positioning

Assures respectful care, reassurance, and emotionaland social supportas possible

+ Disaster Considerations:

Symptomsupportshouldbemaintainedinhospital andnon-hospital environments —this willinvolve planning by outpatiententities suchas hospice care,pharmacies,
medicalequipment providers as well as inpatient entities such as palliative care programs
For existing hospice patients, the spectrum of care should be defined
Forthose designated to receive only palliative care key considerations are:
¢ Expected survival - hours, days, or weeks — this helps to guide needs, referrals, and resources
¢ Required interventions—this helps guide location of care and support planning
¢ Basisfordesignation—ifthedecisionforpalliativecareis basedonthelackofasingleresource,theremustbeaplan forreassessmentifthepatient’'s conditionimprovesor
morere- sources becomeavailable (i.e.,would they qualifyto receiveadditional treatmentifmoreresources becomeavailableandhowarethey contacted/monitored)-
seetriagetreebelow
Home health and other agencies will need to prioritize services relative to hospice patients during a disaster (as this can have significantimpact on patient/family/agency planning)
Supportive measures should be offered that maintain comfort, but do not prolong the dying process
¢ If death is inevitable, there may be no pointin providingintravenous fluids
+ ¢ Ifdeath is notcertain, other forms of support may be very reasonable as other resources become available
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PALLIATIVE

CARE

REGIONAL RESOURCE CARD

Category RESOURCE and RECOMMENDA TIONS

Strategy

Conventional Contingency Crisis

General palliative care resources and fact sheets
General recommendations for home care/family-based care and infectious prevention
ICU care
¢ Improving Palliative Care inthe ICU (IPAL-ICU project)
http://www.capc.org/ipal-icu
General resources in palliative care and non-pharmacologicintervention
* Innovations in End-of-Life Care: Practical Strategies and International Perspectives
http://www2.edc.org/lastacts/
http://www2.edc.org/lastacts/archives/archivesJuly02/nonpharm.pdf

Prepare

+ Vermont Ethics Network (https://vtethicsnetwork.org/)
+ Inpatientpalliative care programs: Palliative care MD on 24-hourpager for mostfacilities/systems

* Hospice programs: Majority of State has hospice program coverage and most programs usually have
hospice MD on 24-hour pager - check with hospital health systems main contact/referral phone line

Prepare
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Category RESOURCE and RECOMMENDA TIONS

Strategy

Conventional Contingency Crisis

+ Closecoordinationbetween hospitals,homecareagencies,andpublic healthis requiredpriortoandduring
disastersinwhichincreasedhomecare and at-home palliativeand hospice services areexpected

« Communications,including printed materials and amechanismforongoingsituationalawareness,are
required during contingency andcrisis events —this may involve conferencecalls orothermeans ofkeeping
stakeholder agenciesinformed and up to date

* Inmajordisastersrequiringproactivetriageto palliativecareonly, Vermont Department of Health may
provideadditionalguidance and incident-specificresources,whichmayincludeahotlineforadviceand
consultationaboutpalliative careissues. Additional resources forfamilies providinghome carewould
alsoneed tobemadeavailableby local and state publichealth and major healthcare systems

+ Reviewadvancecareplanningin thecontextofthecurrentsituation—proxydesignations,advance
directives, Physician Orders forLife-Sustaining Treatment (POLST) forms

¢ Interventionsableto beoffered may notfulfill all ofthe preferences expressedinthosedirectives

+ Describepalliativesupportas aquality oflifeand aggressive symptommanagementframeworkthatis not
related to hastening death or euthanasia

* Incorporate relevant cultural variables into palliative care plans

Proactively providefamilies andpatients withup-to-dateinformationontheresourcesinshortageandany

relevanttriagecriteria/processes being used,as well asanynecessary infectionpreventionmeasures

+ Explain the basis oftiage decisions and any re-assessment orpotential options. Re-rame goals of care with

patientand family

Maintain hopedespitechangesintreatment/goals -factorsthatoften decreasehopeincludefeelingde-

valued,abandoned orisolated (“thereis nothingmorethatcan bedone”),lack ofdirectionandgoals, and

unrelieved pain and discomfort

Prepare
Adapt
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Category RESOURCE and RECOMMENDA TIONS Strategy Conventional Contingency Crisis
Adapt

In crisis situations theremaybealargenumberofpatients thatarereceiving palliativecareonly—cohorted
spaces may be an optionforthese patients. These areas should be:
+ Comfortable— themaximal physical comfortshouldbeprovidedto patientsandfamiliesandthe
environmentand equipment should be as comfortable as possible given the resources available
+ Private—as much privacy as possible should be planned for the patients and families

Conserve

Facilities shouldhaveplansin placewithhomehealthcare agencies as wellas plans for family provision of Adapt
ap

palliative care. Thismay include:
+ Homecare/hospiceagencies shouldprioritizeservices to thosewith themostlimited supportormore
intensivesupportneedsduringadisaster (e.g., prioritize servicesto thoserequiringintraveno usfluids or
medications,oxygen,orotherhigh-intensity therapies -ifthesecan be maintained duringthedisaster)

* Phonebanks and other indirect support services forfamilies and patients

Substitute
* Wheninpatientsarereceivingpalliativecareas theironlytreatment,they mustbe cared forinaspace Adapt

appropriateto theirremaininglifeexpectancy (i.e.,patientswith hoursto livewouldnotbemoved,and
patientswith days orweeks remaining would bemoved toanotherinpatient areaor tohome/outpatient
care)
+ Access to pre-printed information forfamilies guiding them in the provision of comfort care including:
¢ Analgesiaand other medication dosing per physician or other instructions
¢ General information about prevention of decubitus ulcers and maintenance of comfort
¢ Thedying process, whatto expect, and whatto plan for
¢ Resources thatthe family can use in case of questions or problems
+ Assurethatappropriateinfectionpreventionprecautions areaccountedfor(e.g. dropletprecautions)

Conserve

Thereisno substituteforpre-eventstockpilingofmedications to treatkey symptoms. Everydisaster willrequire Prepare
significantquantities ofanalgesics. Theavailability ofadequate painand symptomreliefshouldbe akey areaof
disaster planning.

Anticipatetheneed foradditional stocks ofmedications toprovideanalgesiaandsymptomreliefforall Adapt
patients. Inexpensive but critical medications to stockpile include:

+ Oral non-opioid analgesics (also valuable as anti-pyretics) * Anti-emetics

* Opioidanalgesics * Steroids

+ Benzodiazepines * Diuretics

+ Anti-psychotics

Outpatientpharmacies shouldanticipatetheneedforincreasedsuppliesoftheseagents and sup portpalliative
caredosingofthese agents that may be in excess of usual recommendations.

+ Avoidstockpilingorhoardingin thesettingofincreased demand.
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Category RESOURCE and RECOMMENDA TIONS

Strategy

Conventional Contingency Crisis

+ Physician and nursing staff expected to provide disaster palliatve care should receive pre-incident
palliative care training

+ Staff that do notregularly provide palliative care, but could be called upon in adisaster, should
receive pre- incidenttraining and orientation to facility resources

+ The facility should identify subject matter experts within their facility/area and obtain theirinputinto
palliative care planning. During aresponse, these experts can provide input on strategies and tactics,
as well as provide overall clinical guidance and expertise

Prepare

+ Faith-based and other community resources for non-clinical support may be critcal assets for those
receiving care at home

+ Spiritual resources should be made available to both patientand family if desired and feasible

+ Just-in-timetraining should be provided to nursing and physician staff as required to acquaint
them with palliative care priorities, medication dosing, and otherissues

Conserve
Adapt
Substitute

+ Hospice agencies should have plans to adjust staffroles and triage services provided in
responsetoin-creased demand

+ In casepalliative care areas are activated, supportthese areas with staff that are comfortable with
medication administration thatcan be supervised by staff with more experience. Precise
recommendations on staffing are difficult as the needs ofthe patients can vary greatly, but every
attempt should be made to provide adequate personnel to meet the comfort needs of patients — this
may involvetiered use of professional and non-professional staff

+ Additional staff may have to be drawn fromotherinstitutionsorfields, or fromthe Medical Reserve
Corps (e.g.,to provide broader supportto homecare). These staff will also require just-in-time
training

+ Regionally, palliative care teams that can supportafacility in crisis or support additional
outpatientcare may be advantageous

Conserve
Adapt
Substitute

When triage to ‘palliative care only’in disasters is notby patientchoice, managementofexpectations
and transitionsis critical to the physical and mental well-being of patient, family, and providers.
+ Consider availability of resources for:
+ Social work/family resources
+ Spiritual support
« Psychological supportfor patients and their families

+ Dischargeand/or death supportand planning
+ Family/caregiver accommodations
+ Psychological supportfor staff

Prepare
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Category RESOURCE and RECOMMENDA TIONS Strategy Conventional Contingency Crisis

+ Theneed for palliative care should be anticipated in all disaster scenarios

+ Triagedecisions may berequired inminutes (multipleburn victims),overhours (manytraumavictims), or
over days or weeks (pandemic)

+ When itisclear that the volume ofpatients and current level of resources will require prioritizing some
patientsto palliativecareonly,triagecriteriashould bedeveloped wheneverpossibleandaformaltriage
team putin place(proactivemeasures maynotbepossibleintheearly phaseofanincident,butshouldbe
implemented as soon as possible)

+ Locationforpalliativecareshouldbeoptimized given theconstraints oftheincident—patientsmay be
triaged to home, to other facilities, to inpatient units, orto other locations

+ Triageisdynamic.Asresources allow, itis critical tore-triage patients so thatthey may receiveresources
that have become available. Predicted prognosis does notequate with actual outcome in many cases. (See Re-allocate
triage tree below)

Conserve

Triage Tree — Resource-dependent palliative care considerations

Actively dying or YES Provide palliative care only; minimize
— certain to die? interventions that ‘prolong death’ Adapt
l NO I ALL
Poor prognosis YES Does demand limit all resources or just
relative to others in need? — select resources (ventilators / select

medications)?

NO
l SELECT

Provide all available resources, including Provide resources that are available to
symptom management improve prognosis

Re-assess prognosis of ALL patients at regular intervals;
optimize symptom management —
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Category | RESOURCE and RECOMMENDA TIONS

Strategy

Conventional Contingency Crisis

+ Do notunder-estimate the psychological impacton patients, caregiversand family of these situations.
All ofthese persons may require medical and non-medical treatmentfor anxiety, grief, complicated
grief, post- traumatic stress disorder and mental health issues dueto the stress of these events

+ Treatment with appropriate doses of medication is important—see the opiate dosingreferences
below as an example, but after initial doses, titrate to appropriate symptomrelief as required, rather
than to any specificrecommended dose of medication

+ Adapt with the medications and resources that are available

+ ‘WHO ladder’ for pain relief

0 For mild pain (unless contraindicated) use aspirin, acetaminophen ornonsteroidal ant-infammatory

agents

¢ If pain persists (mild to moderate) add oxycodone, hydrocodone, or similar oral opioids

O If painis notcontrolled, increase the opioid dose (may consider oral hydromorphone or morphine)

¢ Add adjuvantmedications to medication regimen as possible/needed to reduce opioid requirements
« The patient'sreportofpain is the standard assessmenttool to gaugeifthe pain management

regime is adequate

+ Pediafric and unresponsive/non-verbal patients require alternate methods of assessment of non-verbal
cues ofdistress

« Numerical distress or visual/analog scales can provide standardized assessment

+ Adjuvant medical (ant-depressants, etc.) and non-medical treatments (acupuncture, etc.) may be valuable
— expert consultation should be obtained in disasters where alonger timeframe allows these
treatments to be implemented

+ Provisionofnon-medical comforts (company, quietenvironmentor music, pillows, etc.) is a critical
componentofpalliative care and should be optimized according to patientneeds

« Oralmorphineisthe standard opioid fromwhich potencies and conversion ratios are based for most
otheropioid medications

+ Opioids can be given by almost every possible route - oral, sublingual, intravenous, intranasal,
inframuscular, rectal, or subcutaneous

+ Pain equivalence tables can vary. Incomplete cross tolerance exists when converting between
differentopioids —consider dose reductions of 25— 50% for initial doses when switching drugs
(dependingon clinical circumstances)

Prepare

Adapt

7~ VERMONT

DEPARTMENT OF HEALTH Page 80 of 92

Vermont Crisis Standards of Care Plan



Category | RESOURCE and RECOMMENDA TIONS Strategy Conventional Contingency Crisis

Opioidstypicallydo nothave ceiling effects for analgesia. Limitations are usually related to side

effects orintolerances

+ Patients with sustained-release opioid needs usually require short-acting opioid for breakthrough pain as
well as for dose-finding for long-acting opioid dose adjustments. Short-acting breakthrough dose
should typicallybe 10 -15 % of total 24-hour daily requirementofthe sustained-release opioid

+ When dosing with opioids, remember common side effects and treat accordingly (e.g., constipation,
nausea, pruritis, confusion, sedation). Respiratory depressionis arare eventrelated to opioid
dosingand usually occurs inthe context of multiple drug class utilization, and other underlying
chronicclinical conditions

+ Fentanyl transdermal patches require good adipose stores to be effective, as the real physiologic
reservoir is underlying adiposetissue. If patients are thin, think ofother opioid options

+ Best opioidsto considerin the face ofrenal insufficiency include methadone, fentanyl, and dilaudid

+ Breakthrough dose: 1/3to % of the twelve-hour dose or 10-15 % of the 24-hour dose (if >3 Prepare
breakthrough doses per 24-hour period consistently required, consider re-titration ofdose)
+ Titrating dosage, may use the following guideline: (Pain scores from 1-10 with 10 being worst Adapt

imaginable) Pain > 7 Increase dose by 50% to 100%
Pain 4 -7 Increase dose by 25% to 50%
Pain <4 Increase dose by 25% if indicated/desired

+ Oncea patienthas 2 orfewer breakthrough doses and a steady state of medication has been
reached, then a continuous release equianalgesic opioid may be initiated. Always start with an
instantrelease before switching to continuous release. Note that continuous release opioids do not
have mg/mg equivalence -

e.g. a patientrequiring 60mg of morphine elixir each day would not be started on 60mg of MS
Contin as an equivalentdose

+ Switch from fixed combination acetaminophen/opioidsto asingle entity opioid when
acetaminophen dose >3000 - 4000 mg / day oras weightappropriate

* Avoid fixed dose combination analgesics in pediatric patients when possible to allow more
effective titration and avoid excess acetaminophendosing

+ Consider use of methadone where available particularly for outpatient managementofpain

Prepare
+ Assure that patients referred to home care (formally orinformally) are tracked by public health
and the appropriate agencies
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Key Symptoms and Treatments:

Symptom Pharmacologic Options Additional Strategies

Pain See ‘WHO ladder’'on page7 Integrative therapies, acupuncture, hypnosis, interventional techniques, music

therapy, heat/cold therapy, supportive caring

Dyspnea Opioidsand oxygen are standard therapy, additional agents of benefitmay | Treat underlying cause, oxygen, directair from fan onto face; integrative
include benzodiazepines, bronchodilators, and nebulized furosemide (20 mg IV | therapies, hypnosis.
solution with 3mL normal saline every 4 hours as needed)

Nausea Serotonin antagonists (ondansetron), substance P antagonists (apprepitant), Treat underlying cause; considerinterventional options dependingon
dopamine antagonists (procholorperazine), butyrophenones (haloperidol), | underlying cause (e.g., small bowel obsfructon consider nasogastric tube),
corticosteroids, benzodiazepines, atypical anfipsychotics (olanzapine), integrative therapies, hypnosis, acupuncture, music therapy, supportive
cannabinoids, antihistamines (meclizine), anticholinergics (scopolamine), caring. Consider constipation as possible etiology ifon chronic opioids.
substituted benzamide (metoclopramide)

Anxiety Benzodiazepines, atypical antipsychotics, cannabinoids, anti-depressants | Treat underlying cause, spiritual support, supportive caring, integrative

therapies, hypnosis, relaxation techniques, music therapy

Agitation / Delirium

Haloperidol, atypicalantipsychotics, sedatives

Provide quiet, dark environment, hydration, support sleep hygiene, minimize
stimulation, consider calming soft music

Identify specific underlying cause if possible:

* Benzodiazepine paradoxical agitation - consider discontinuing

+ Opioid neurotoxicity - consider opioid rotation

+ Steroid psychosis-consider dose change or elimination

* Opioid withdrawal - consider taperingdoses

Constipation

Docusate sodium, sennosides, polyethylene glycol, lactulose, magnesium
citrate, bisacodyl, glycerine, enemas

Treat underlying conditions, hydration, consider subcutaneous methylnaltrex-
one for chronic opioid-induced constipation — ensure no mechanical
obstruction re:risk of perforation (risk higher in patients on steroids)

Diarrhea

Loperamide 2 mg tablets if notcontraindicated. Otherinterventions
accordingto cause.

Determine underlying cause and potential therapies

Secretion control

Sublingual atropine; 1% eye drops 2-3 drops every 3-4 hours as needed;
glycopyrolate (IV 0.4 mg every 4-6 hours, oral 2 mg every 8 hours or
appropriate weight-based dose); scopolamine patch

Education for family regarding: death rattle, repositionin bed, very gentle
suction +/-, mouth care

Skin breakdown /
protection

Treat underlying cause, gentle repositoning, supportive pads, air
mattress, specialty beds

Active dying

Aggressive supportive care depending needs. Do not ‘prolong dying
process’with on-going therapies such as transfusions, IV fluids, artificial
nutrition, anti- biotics. Stop medications thathave no bearing on symptom
supportmanagement. Focus on the ‘patientas person’—noton clinical
indicators. Oxygendoes notoffer symptom benefitfor actively dying
patients and oxygen delivery devices can be uncomfortable and cause
sensations of claustrophobia.

Supportive care of family, education aboutdying process, spiritual support,
psychosocial support, company, listening, storytelling, silence, companionship.
Discontinue monitors and vital signs documentation.
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Hydromorphone Hydromorphone Morphine Morphine Fentanyl* Oxycodone
1\ PO Y PO Transdermal PO
(mg / day) (mg/day) (mg/day) (mg/day) (mcg/hour) (mg/day)
25 12.5 17 50 25 30
5 25 33 100 50 65
7.5 37.5 50 150 75 100
10 50 67 200 100 130
12.5 62.5 83 250 125 165
15 75 100 300 150 200
17.5 87.5 117 350 175 230
20 100 133 400 200 265
22.5 112.5 150 450 225 300
25 125 167 500 250 330
27.5 137.5 183 550 275 360
30 150 200 600 300 400

* Transdermal Fentanyl absorption and response may vary depending on amount of adipose
tissue present (i.e. better absorbed in patients with more adipose tissue, worse absorptioninthin
patients). Also, consider dose reduction (e.g. 25%) if transitioning from transdermal patchto oral

opioid equivalent.
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E. Appendix 5 Section 1135 Waiver Request Instructions

The Centers for Medicare & Medicaid Services (CMS) is the federal agency that administers Medicare,
Medicaid, and the Children’s Health Insurance Program (CHIP) across the United States. Allthese
programs have strict requirements for participation. Failure to uphold these requirements even during
emergencies can place health care facilities in jeopardy of losing funding from these programs.

During dire public health emergencies, health care facilities receiving CMSfunding may seek approval to
temporarily waive or modify certain parts of Section 1135 of the Social Security Act relating to Medicare,
Medicaid, and Children’s Health Insurance Program (CHIP) requirements in order to ensure that health
careitems and services are appropriate to meet the needs of all patients regardless of insured status.

Itis important to note that pursuant to the CMSEmergency Preparedness Rule (42 CFR § 485.625), a
healthcare facility must develop and maintain a comprehensive emergency preparedness program,
utilizing an all-hazards approach. The emergency preparedness plan must include policies and
procedures regarding the role of the healthcare facility under a waiver declared by the HHS Secretary, in
accordance with section 1135 of the Act, in the provision of care and treatment at an alternate care site
identified by emergency management officials. Such planning will help inform healthcare facility
decisions on when to and how to submit a Section 1135 Waiver Request.

Section 1135 Waiver and CSC are NOT related:

Please note that a Section 1135 Waiver and the Vermont CSC Plan are two unrelated tools serving two
different purposes that may or may not be used at the same time during dire public healthemergencies.
Submission of a Section 1135 Waiver Request in no way effects ongoing healthcare facility obligations to
State of Vermont or other municipal laws, ordinances or organizational requirements.

General guidelines for submitting an 1135 Waiver Request are outlined below.

1. Section 1135 Waiver Requests mayonly be submitted after:
a. the US president declares a disaster or emergency under the Stafford Act or National
Emergencies Act, and
b. the HHSSecretarydeclares a public healthemergency under Section 319 of the Public
Health Service Act.

2. Section 1135 Waiver Request Communication Method-Best Practice
The Vermont Department of Disabilities, Aging and Independent Living, Division of Licensing and
Protection should provide responses to the following basic questions for any impacted provider
seeking a potential 1135 Waiver:
a. Provider Name/Type
b. Full Address (including county/city/town/state) CCN (Medicare provider number)
c¢. Contact personand his or her contact information for follow-up questions should the Region
need additional clarification
d. Brief summaryof why the waiver is needed. For example: CAH Hospital is sole community
provider without reasonable transfer options at this point during the specified emergent
event (e.g. flooding, tornado, fires, or flu outbreak). CAH Hospital needs a waiver to exceed
its bed limit by X number of beds for Y days/weeks (be specific).
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e. Consideration—Type of relief you are seeking or regulatoryrequirements or regulatory
reference that the requestor is seeking to be waived.

f. Thereis no specificform or format that is required to submit the information, but it is
helpful to clearly state the scope of the issue and the impact.

3. Healthcare Facility sends Section 1135 Waiver Request directly to CMS Regional Office
Impacted Healthcare facility should send Section 1135 Waiver Request directly to the appropriate
Regional Office mailbox with a copy to the appropriate State Agencyfor Health Care Administration
to make sure the waiver request does not conflict with any State requirements and all concerns are
addressed timely.

a. Send waiverinformation to the ESF 8 Function at the State Emergency Operations Center
(SEOC) to notify the Vermont Department of Health of need for US Presidential Disaster
Declaration, HHS Declaration of Public Health Emergencyand Section 1135 Waiver Request.
— Telephone SEOC: 800-347-0488

b. Email CMS Regional Office:

- Email: ROPHIDSC @ cms.hhs.gov (Northeast Consortium): Delaware, District of Columbia,
Maryland, Pennsylvania, Virginia, West Virginia, New York, New Jersey, PuertoRico, Virgin
Islands, Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont

c¢. Email Vermont Department of Disabilities, Aging and IndependentLiving, Division of
Licensing and Protection:

- Email: AHS.DAILSCIntake @ vermont.gov

4. Specific Section 1135 Waivers granted as a result of the emergency may be retroactive tothe
beginning of the emergency or disaster if warranted.

During dire public health emergencies, health care facilities may elect to submit a Section 1135 Waiver
Request to seek approval for temporary waiver of CMS requirements in order to operatein the best
interests of patients. In Vermont, the designated State Agency to be included in all related requests is
the Vermont Department of Disabilities, Aging and Independent Living, Division of Licensing and
Protection. More information regarding the Vermont Department of Disabilities, Aging and Independent
Living, Division of Licensing and Protection may be found at: https://dlp.vermont.gov/.

More information regarding Section 1135 Waivers may be found at:
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/1135-
Waivers.html

https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertEmergPrep/Downloads/What-Information-to-Provide-for-an-1135-Waiver-

Request.pdf.
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F. Appendix 6 Behavioral Health Plan

The Vermont Department of Mental Health (VDMH) Mental Health Disaster Response Plan outlines
VDMH’s plan for addressing the behavioral health needs for both survivors and responders of
emergencies in Vermont. Pertinent details of the plan are noted in this appendix below. Further details
of this plan may be obtained by contacting VDMH at (1-802-241-0090);
https://mentalhealth.vermont.gov/.

Mental Health Disaster Response Plan

l. Introduction
VDMH has been delegatedthe responsibility to coordinate behavioral health preparedness, response,
and recovery activities in the event of a disaster or emergency of natural or manmade origin. VDMH
Disaster Response Planis a component of the State Support Function Annex (SSF8) EOP. This plan
outlines the scope, structure, mechanisms, and principles of the behavioral health response effort.
Through the implementation of this plan, VDMH seeks to mitigate the psychological effects on, foster
resilience by, and facilitate the restoration of normalcy to, the affected population(s).

Il. Situation and Assumptions
In anticipation of the occurrence of any of these events the situationis as follows:
1. Vermont faces a variety of risks that may pose a major threat to the health and wellbeing of the
populace including the psychological functioning of a significant portion of it.
2. Inthe event of a disaster or public health emergency, the VDMH, as part of overall State response
efforts, will assess the psychological needs of the affected population and carry out a response aimed at
mitigating the psychological effects and promoting individual and community resilience and recovery.

lll. Concept of Operations
A. Activation
1.This plan will be automatically activated under the following circumstances:

a. When the Agency of Human Services (AHS) activates the EOP to serve as Relocation
Coordinator during a nuclear plant accident, the Agency’s assignedrole in the Vermont
Radiological Emergency Response Plan.

b. This plan may be activated upon request of the ARC according to prior agreement with
the ARC.

c. This plan may be activated through VEM upon request of either the Vermont Council of
Community Mental Health Services or any one or more of the ten designated
community mental health agencies.

d. This plan will be activated by the Commissioner of Mental Health at the request of the
Governor, Director or the Deputy Director of VEM whenever the need becomes
apparent during an emergency or disaster.

2. This plan will not ordinarily be activated following local disasters affecting small numbers of people.
Disaster response plans of individual community mental health agencies and mutual aid would apply in
such cases. Iflocal resources are exhausted or insufficient to meet the need, local authorities may
request assistance from VDMH through VEM.

B. Disaster Response — Specific Responsibilities
1. VDMH - Disaster Responsibility
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https://mentalhealth.vermont.gov/

Assess the nature and extent of the disaster and the anticipated need for crisis
counseling and other psychological services. This assessment may include information
collected from other state departments, private agencies, Community Mental Health
Centers (CMHC), or firsthand observation.

Activate the regional or statewide Disaster Response Strike Teams whenindicated by
the VEM EOC or VDMH HOC.

Assign VDMH staffand Vermont State Hospital staff to assist with disaster response as
needed.

Provide onsite training, consultation and technical assistance to mental health and
administration staff members as needed.

Assign additional VDMH staff members for administrative backup of mental health
workers in the field and staffing of the 24-hour information hotline when indicated.
Coordinate the local response, as Mental Health Branch of the Operations Section, with
other private responders or mental health providers who may also respond.

Fund extraordinary expenses incurred by a CMHC, in certain local disasters, by decision
of the Acute Care Chiefor througha grant-in-aid amendment by VDMH.

Coordinate data collection and documentation of response activities.

2. Community Mental Health Centers - Disaster Responsibility

a.

Assess the nature and extent of the disaster andthe anticipated need for psychological
services. Iftraining, consultation, technical assistance, additional staff members or
additional funding may be required, notify VDMH Behavioral Health Disaster Response
Coordination Team (BHDRCT).

Communicate with other disaster responders toinform them of VDMH response and to
ascertaintheir needs.

Provide psychological services todisaster survivors and responders at appropriate
locations.

Apply mental health expertise to identify response system barriers tosurvivor recovery
and try to reduce or eliminate barriers found.

Record services to individual disaster survivors.
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G. Appendix 7 Prioritizing Care Further Disenfranchises the Disenfranchised
Content to be developed in future revisions of this plan.
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H. Appendix 8 Mass Fatality Management— OCME EOP

In any event involving mass fatalities, the Vermont Office of Chief Medical Examiner (OCME) shall be
notified at (1-888-552-2952).

The following information is excerpted from the EOP of the OCME of Vermont. Please contactthe
OCME with questions regarding this plan at (1-802-863-7200) or (1-800-464-4343 in Vermont);
http://www.healthvermont.gov/systems/medical-examiner.

Vermont OCME, EOP Introduction:

The function of the Vermont OCME is to investigate and certify deaths as mandated by VSA, Title 18,
Section 5205. These deaths include all accidental, suicidaland homicidal deaths, deaths involving a
potential hazardto public health, and certain sudden, unexplained or unattended natural deaths. Thus,
any death involving a Disaster or Emergency would fall under the jurisdiction of the medical examiner
statute.

The EOP of the OCME is an extension of the normal function and duties of the office. A Disaster or
Emergency event may take many forms; however, any event that exceeds the morgue capacity of the
University of Vermont Medical Center (UVMMC) (~ 10 bodies), is a potential problem. In addition, any
deaths associated with events declared to be Disaster or Emergency by other governmental officials,
whether natural, radiation, hazardous material, transportation or other, may activate the EOP of the
OCME.

By statute, the jurisdiction of the body in any medical examiner deathlies with the State's Attorney of
the given county and requires a police investigation. Consequently, the State's Attorneyand Police
Agency of jurisdiction must be notified.

The purpose of the medical examiner systemin any Disaster or Emergencyis threefold:
1. To confirm theidentification of human remains,
2. Todocument and certify the cause and manner of death,
3. Tocoordinate the release of the remains to the next-of-kin.

Itis expectedthat the OCME will function in coordination with other agencies, suchas emergency
medical, police, fire departments, flood control officials, etc. The medical examiner's representatives will
keep clear of legitimate functions of other agencies. However, the scene may provide vital clues to the
identification of individuals killed in an event of this nature and to the cause and manner of death.
Consequently, the OCME expects that other agencies will respect the needs of the Medical Examiner’s
Office. These needs are outlined in the "Guidelines for First Responders". Coordination and cooperation
at the scene may go a long way to facilitate the disposition of fatalities in any given event.

CME EOP Structure/Function and Concept of Operations

Itis expectedthat the OCME will be notified of any event or potential event to allow for the appropriate
planning and activation of this EOP.

Ultimately, information required will include the nature of the event, the location, an estimation of the
number of deaths, towhom the medical examiner or representative should report, and when the
services are expected to be needed. A regional medical examiner, assistant medical examiner (AME) or
the OCME may be notified. If notified first, the regional or AME, as soon as possible, notify the OCME.
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The decision to activate the CME EOP will lie with the pathologist on call for the OCME. This activation
shall be categorizedintothree “Phases” (levels) for the reported type of emergency event. At the time
the decision to upgrade or down grade the OCME response shall lie with the Pathologist on call or the
CME. The response Phases of this plan will be:

Phase Ill — Any event where the reported fatalities mayor have reached 6-9 persons. This would activate
the entire OCME staff.

Phase Il — Any event where the reported fatalities may or have reached 10 to 20 persons. This would
activate the above staffing and other AMEs/RMEs inthe Chittenden County areatoassist at the OCME.
In addition, RME and AME support from other counties in the state maybe necessaryfor long term
operations as well as providing assistance at the event scene.

Phase | — Any event where the reported fatalities may or have reached 20 or above persons. This would
activate the above staffing plus the addition of assistance from Region 1 Disaster Mortuary Operational
Response Team (DMORT) or other states in New England and/or New York.

The OCME will divide its functions into three main areas: that of the CME Coordinator, the Scene
Coordinator and the Family Assistance Center (FAC) Coordinator.

The functions of the coordinators are outlined in the "Duties of the CME Coordinator", the "Duties of the
Scene Coordinator" and the “Duties of the FAC Coordinator job descriptions. In addition, a press
officer/public relation’s officer may be appointed to work with the Department of Health’s public
relations office.

Itis important to be aware that documentation is essentialin this operation. This documentation may
alsoneed to be consistent with national standards should the emergencyrise to a national response. All
documentation to be used shall conform to the DMORT national standard.
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l. Appendix 9 Acronym Glossary

AAC After-Action Conferences

AAR After-Action Report

AME Assistant Medical Examiner

ARC American Red Cross

AST Ambulance Strike Team

CDC US Centers for Disease Controland Prevention

CFR US Code of Federal Regulations

CHIP Children’s Health Insurance Plan

CMS Centers for Medicare & Medicaid Services

CSC Crisis Standards of Care

DAIL Vermont Department of Disabilities, Aging & Independent Living
DEPRIP \VDH, Division of Emergency Preparedness, Response and Injury Prevention
DHS US Department of Homeland Security

DMAT Disaster Medical Assistance Team

DMORT Disaster Mortuary Operational Response Team

ED Emergency Department

EMAC Emergency Management Assistance Compact

EMS Emergency Medical Services

EMTALA Emergency Medical Treatment and Labor Act (US)

EOC Emergency Operations Center

EOP Emergency Operations Plan

FAC Family Assistance Center

FEMA US Federal Emergency Management Agency

HCC Health Care Coalition

HHS US United States Department of Healthand Human Services
HIPPA Health Insurance Portability and Accountability Act (US)
HOC Health Operations Center

HSEEP Homeland Security Exercise and Evaluation Program (FEMA)
ICU Intensive Care Unit

IMAC International Emergency Management Assistance Compact
IP Improvement Plan

J1C Joint Information Center

MCI Mass Casualty Incident

NIMS National Incident Management System

OCME \VDH, Office of the Chief Medical Examiner

NTSB National Transportation Safety Board

PACU Post Anesthesia Care Unit

PIO Public Information Officer

RME Regional Medical Examiner

SEMP State Emergency Management Plan
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SEOC State Emergency Operations Center (VT)

uc Unified Command

usc United States Code (US)

UuvMMC University of Vermont Medical Center

VAHHS Vermont Association of Hospitals and Health Systems
VDH Vermont Department of Health

VDMH Vermont Department of Mental Health

VEM Vermont Emergency Management

VNA Visiting Nurse Association

VSA Vermont Statutes Annotated (VT)
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