COVID-19 PANDEMIC

CRISIS STANDARDS OF

COLORADO HOSPITAL ASSOCIATION
APRIL 9, 2020

CARE

4/9/2020

Today
* Colorado Crisis Standards of Care
Dr. Matthew Wynia

* COVID-19 Pandemic CSC
Dr. Anuj Mehta

Facilitated Q&A session




4/9/2020

]
Wcha Virtual Experience Etiquette

Please mute your mics when you are not speaking.

Questions can be asked through the chat function throughout the session
or by “raising your hand” during the Q&A section.

* Direct your question to the speaker
* Let us know who is asking (name, organization)

COVID-19: State of Colorado

Yeha
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W chia COVID-19 Characterization

Colorado Hospital Association

Bird flu
Ebola T
- Smallpox
MERS More
SARS deadly
Spanish flu
.
: New coronavirus
Most estimates put the Spreads faster —>
fatality rate below 3%,
and the number of
transmissions between
2and 4. Measles
Seasonal
"U ® R—
Polio
2009 Common
flu cold Chickenpox

Last updated March 6, 2020
https://www.nytimes.com/interactive/2020/world/asia/ china-coronavirus-contain.html

Wcha COVID-19 Case Trends

Cumulative Number of Hospitalized Cases of COVID-19 in Colorado by Onset Date
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* Onset date may be unavailable for some cases and inferred.

Accessed April 9,2020: CDPHE 9 colorado.g



https://www.nytimes.com/interactive/2020/world/asia/china-coronavirus-contain.html
https://www.colorado.gov/pacific/cdphe/2019-novel-coronavirus
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Weha COVID-19 Case Trends

Cases of COVID-19 Reported in Colorado by Age Group, Hospitalization, and Outcome
[ Not Hospitali [ Hospi I Deaths
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* Data on cases recovered is unavailable.
** Patients wha were hospitalized and subsequently died are only counted once as a death

Accessed April 9,2020: CDPHE (http:

lorado. | irus))

Crisis Standards of Care:
Origins and Ethics
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Rules for rationing in crises

Yes, greatest good for the greatest number, but...

* Save the most lives

* Save the most life years

* Save the most productive/quality life years
* Women and children first

* First come, first served

* Market-based

* Protect the most vulnerable
* Promote social justice

* Maintain social order

* Minimize economic impact
* Ensure continuation of a good society
* Respect the dying

* Etc...

Bioterrorism and Other Public Health Emergencies

Tuessaus Ocrones 18, 004 e ——

31 Exposed to Anthrax on Capltol Hill;
House Shuts Down, Senate Offices Close

US. Seeks to
Bou«l Secunly

Altered Standards of Care in Mass Casualty

Invcsugalms See Tie in Imars
Events

Contract No. 200-04-0010

Prepared by:
Canada’ & Health Systems Research, Inc.
251(43)

‘South Africa
101

o AHRQ Publication No, 050043
April 2005
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Who should get flu shots?

The Centers for Disease Control has the following
guidelines for who should get a flu vaccination.
The COC is considering revising these guidelines
due to the shortage of supply announced Tuesday.
Check with your physician for more information
on how they apply ta you ar your family

* People 50 and older
* Children 6 to 23 months old

providers wha
Ose at risk

* People with chronic heart or |
conditions, including asthma

* People with weal

* People hospitalized during,
year with diabetes or chrg
disease

* Children 2 to 1B yesq
aspirin therapy

New York senlors waiting for flu vaccine NATIONAL
GEOGRAPHIC

O YT e

Accused Doc

By CHRISTOPHER DREW
and SHAILA DEWAN 3
NEW ORLEANS, July 19 — She ar-
rived at Memorial Medical Center to
treat several patients as Hurricane
s

BT the few
al that had bec

i = re running
‘with no electricity, patients
were running o
tery - In the chaos, I
left to care for many pa

not 3
But did she cro
those 4

‘ illi i t
lew Orleans. She and two nurses are accused of killing patients al

Slide from Dan Hanfling, MD

Christopher Drew, Shaila Dewan, NYT, July 20, 2006, p.A18
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Figure 1.
Catastrophic MCE: Triage and Response

Existing
hospice and
PC patients

riage +

The too sick to
survive

The optimal for
treatment

The too well

http://www.ahrg.gov/research/altstand, 2007

Slide from Dan Hanfling, MD
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Chinese Tuipel has reported thirty-five deaths associated with pandemsc (H1N1) 2009
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Crisis Standards of Care

A substantial change in usual
healthcare operations and the level
of care it is possible to deliver,
which is made necessary by a
pervasive (e.g., pandemic influenza)
or catastrophic (e.g., earthquake,
CRISIS STANDARDS OF CARE hurricane) disaster.

DISASTER SITUATIONS

INSTITUTE OF MEDICINE
OF THE NATIONAL ACADEMIES

www.nap.edu/catalog/12749.html

4/9/2020

15
H1N1 Haiti Joplin, MO NY/NJ West Africa Houston, TX  Puerto Rico California
Fall 2009 Earthquake Tornado Superstorm  Ebola Hurricane Hurricane Maria Wildfires ?
Jan2010  May 2011  Sandy 2014/15 Harvey September 2017 2018 °
Sept 2012 August 2017
Slide from Dan Hanfling, MD
NASME CSC Workshop, November 2019
16
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“Standard of Care”

* Legal and ethical obligation is to perform to highest standard a
reasonable practitioner can achieve under given circumstances

* Disaster context # normal routine

* It can be impossible to attain usual levels of quality/operations

when resources unavailable

* Joint Commission: aim is “graceful degradation”

“Ethical norms in medical care do not change during disasters — health care

professionals are always obligated to provide the best care they reasonably can @T

under given circumstances”
- 10OM CSC Report 2009

Center for Bioethics
and Humanities
s 1Y - 01 0 20

uuuuuuuuuuuuuuuuuuuuu

17

Demand for
Health Care
Services

T e

Contingency/crisis
standard

Time

Figure 1: Demand for healthcare services and supply of resources as a function of
time after disaster onset, taking into account care capacity as a function of time
(Hanfling, Aletevogt, Viswanathan, & Gostin, 2012, pp. 42)

CDPHE All Hazards Internal Emergency

Supply of
Resources

Response and Recovery Plan.

Annex B. Colorado Crisis Standards of Care Plan, December 20, 2017
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“Triggers” - Drawing lines in a granular world

Capacity (operational quality) v _
|
Conservation/ Emergency Reuse of UECERIEGEE |\ sunplies \é
Supplies U&= stockpiles critical supplies activated PP

alt. meds accessed  authorized available

All usual - a

beds fulll  fpem lfecityareas Cencraly - [l
) ways,

Elective I ivated Y destroyed

discharges .4 filled in use and filled on site

Space

Resources

Lay volunteers

must perform No §taff
key aspects available
of care

Reserve staff | External staff Staff must
Staffing |6l needed perform
atypical tasks

Usual Ops “Contingency Ops” Catastrophic failure

Usual Quality Modest/brief degraded quality | No care possible
“Conventional Ops” “Crisis Ops”

Minimal/transient degraded quality Significant/ongoing degraded quality

Substantive Principles
and
Procedural Principles

10
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Substantive Principles: Ethical norms to guide decisions

Fairness e Seek fair allocation of resources, fair distribution of benefits and burdens
Give special attention to vulnerable communities more likely to suffer excess harm in disasters
Ensure fairness of decision making processes (below); some unequal outcomes inevitable

Duty ® Accept the professional duty to treat, even at some risk to oneself
Promote respect for the dying, treat them as you would wish to be treated
Deliver best care possible given available resources

Leadership ® Recognize the role of leader involves stewardship of shared resources, which may be very
limited
Make decisions with input from others, don’t make difficult ethical decisions alone
Promote respect for responders and other professionals, who are working under extreme
stress

Proportionality e Ensure good situational awareness before making triage or other rationing decisions
Restrictions of liberty should be commensurate with expected benefits
Use best-available data to assess benefits and harms

Protection e Strive to maintain social order during the disaster, role model civility and mutual respect
Seek continuation of gﬂgﬁﬁg&j%ageme’\ﬁlﬁ_@sten recovery starts with preparation and

21

Hurricane Katrina

11
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The Principle of Proportionality

People charged with performing
triage should not restrict access to

care for any given individual more
than is absolutely required by the

situation.

Individuals needs and available
supply of resources are constantly
evolving — which means that doing

triage ethically requires:
- repeated assessments
- excellent situational awareness @T

Center for Bioethics

uuuuuuuuuuuuuuuuuuuuu

23

Procedural Principles: Ethical processes to follow when making decisions

Inclusion

Transparency

Consistency

Accountability

Engage affected stakeholders in both planning and response to the extent possible given
the circumstances
Update and share knowledge with relevant stakeholders as the situation evolves

Develop and share principles for guiding difficult decisions with all stakeholders, both
before and during disaster

Openly acknowledge that autonomy, ownership of resources, and fidelity in the patient-
professional relationship are often less dominant (but still not ignored) values during
catastrophic disasters

Use the same decision process over time when possible; the information used in decision
making will evolve

Like circumstances should be treated alike, while differences are respected and integrated
in decisions only when relevant

Optimize due process, use formal notice of decisions and provide opportunities to voice
objections to a neutral arbiter

Be clear about who is responsible for making specific decisions

Balance accountability with compassion for those forced to make heart-wrenching
decisions Matthew Wynia, MD, MPH

24
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If you try to improvise a plan...

* Cognitive stress reduces problem-solving capacity by up to
80%
* Task lock — default to familiar rather than adaptive strategies
* Panic — jumping to extreme triage when not warranted
* Paralysis — delay reporting or making decisions, particularly if
authority unclear
* Large delays in mobilizing resources vs. automatic mutual aid

* Liability — there is a duty to plan for recognized hazards

Slide adapted from John Hick, MD

25

Key Points

\‘ Part of the surge capacity / disaster plan
‘ Don’t improvise! — practical and liability issues
{
‘ Dynamic situation — flux between contingency/crisis
I
‘ Proportionality — commensurate with need/benefit/harms
I
‘ Crisis care will happen regardless of official actions

l
‘ Triage — RARE — most crisis care will involve staffing and bed issues

't be an island! Use Coalition Support...

Slide adapted from John Hick, MD

26
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Colorado Hospital Association
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COVID-Specific Recent Guidance

A Framework for Rationing Ventilators and Critical Care Beds
During the COVID-19 Pandemic

e '8 Whita, MO, As “" 2019 (COVID19) nan-  becauss it aoolies additional allocation ontens to some
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it Fhe NEW ENGLAND JOURNAL & MEDICING
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“"""if:“' dine. Howey
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Tt Emolehy
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Univarsity of Califomia. ber of pi . . .
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Sivetrestme
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n:‘-ml-" Existing Ezekiel |. Emanuel, M.D.. Ph.D., Govind Persad, |.D., Ph.D., Ross Upshur, M.D.,
content 1 Glickman, B.A.,

nes P. Phillips, M.D

Duty to Plan: Health Care, Crisis Standards of Care,
and Novel Coronavirus SARS-CoV-2

John L. Hick, MD, Hennepin Healthcare and University of Minnesota; Dan
Hanfling, MD, In-Q-Tel; Matthew K. Wynia, MD, University of Colorado; and
Andrew T. Pavia, MD, University of Utah

March 5, 2020

Disclaimer: The views expressed in this paper are those of the authors and not necessarily
of the authors' acpaizstions the National Academy of Medicine (NAM), or the National Acad-
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Subject Matter Experts Advisor Panel for the
Governors Expert Emergency Epidemic Response Committee on
Crisis Standards of Care Guidelines for Hospitals for the COVID-19 Pandemic

Draft Version 0.9
Date: April 4, 2020
Table of Contents
General Principles and Framework
Key Principles Prior to Implementation of Crisis Standards of Care
Crisis Standards of Care Triage Team Structure
Crisis Standards of Care Tiered Tringe Seoring System
Triage Process
Types of Triage
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Hospital Transfers
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Cardiopulmenary Resuscitation (CPR) Guidance
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Crisis Standards of Care:

Triage Decisions
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|
Crisis Standards of Care:

wu chuaw - . . o
et oo Making Triage Decisions

* Anuj Mehta, MD

* Pulmonary and Critical Care

* National Jewish Health

* Denver Health & Hospital Authority
* University of Colorado

* anuj.mehta@cuanschutz.edu

29
e

W C ha _

* Hopefully we never get there

* Scoring systems do not provide important information on making hard
decisions

* Dynamics of the epidemic
* Extending the Ventilator Supply through Re-Allocation
* Operationalization

30
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Wcha How people are talking abouf it

36M, single, 1 organ
failure, type 1 DM

78F, widowed, hypoxic
and AKI, metastatic
breast CA

48F, married, RN,
hypoxic, AKI, low BP, no
comorbidities

26F, single mother,
hypoxic, morbid obesity,
uncontrolled DM,

[ EEEE——
Weha What we are really seeing

26F, single mother, 78F, widowed, hypoxic 48F, married, RN,
hypoxic, morbid obesity, and AKI, metastatic hypoxic, AKI, low BP, no
uncontrolled DM, breast CA comorbidities

36M, single, 1 organ
failure, type 1 DM

Triage Score
Cutoff Set

16



4/9/2020

W cha

Trajectory of Ventilator Utilization

A. Few intubations but

to increasing ventilator
utilization due to duration
entilation. I>>E

33

almost no extubations leads

B. Steady stream where
intubations equal number
extubated/die. I=E

C. Large number of initial
intubations but high
numbers of extubations or

of deaths. I<<E

W C ha

ado Hospital A

e Full Ventilators

i

[
FJ

34

PB 840

Re-Allocation: Extending the Supply

* Partial Ventilators

—
Trilogy 202

= Anesthesia Machines
e : Transport Ventilators
% Disposable Resuscitator
(] e.g. Vortran GO2VENT

b

17
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Y
wcha —— Maybe Think About Re-Allocation First

P5 ﬁ
P6 a
P7 What do you do about

Wcha CONSIDER

P1 — —
p2 = CRITICAL: Re-allocation does not need to involve discontinuing care _
P3 = Full vs Partial Ventilators

P4 —

P5 ﬁ

P7 _’"4—,
36

18



TIER 1: Triage Score
(Acuity + Comorbidities)

TIER 2: Pediatrics, Health Care
Workers, and First Responders

38

& cha Crisis Standards of Care Triage Framework for Scarce Resources

TIER 3: Special Considerations:

-Pregnant Patient
-Single Caregiver
-Life Years Saved

Example 2

2

SOFA
score 6-9

Major
comorbid
conditions
with
substantia
| impact
on long-
term
survival

3

SOFA
score 10-
12

4/9/2020

This is a 4 Tiered triage
process to allocation scarce
resources. In the event of a
tie within a Tier, the triage

team should move to the next
Tier of considerations until
they reach Tier 4 which calls
for a random lottery.

Specification Point System”

4

SOFA
score > 12

Severely
life-
limiting
comorbid
conditions
; death
likely
within 1
year

W cha
Example 1
Specification Point System?
0 1 2 3 4
VRGN Prognosis X SOFA SOFA SOFA SOFA 1
for short- score < score 6- score score > Save the Prognosis for SOFA
term 6 9 10-12 12 S AN short-term  score < 6
survival survival
(SOFA (SOl
scoreB) score?)
CEVTR M Prognosis O 12 3-5 6-7 >8 SALAUCIN Prognosis for ..
A= for near- most life- [l
years long-term
VS tem‘! survival
survnv.a.l (medical
(Modified assessment
Charlson of comorbid
Comorbidity conditions)
Index
Score®P)

19
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Wcha

Variables [

Bilirubin, mg/dL
Cardiovascular No
Hypotension®

Hypotension

Norepinephrine
<0.03
Dopamine< 5 OR
dobutamine any

Adult SOFA Score (Adults >18 years)
o _______Pons_________________

Dopamine >5 OR
Epinephrine<0.1
OR
Norepinephrine

>400 5300 5200A 5100A
P,0,/FiO,, mmHg

Coagulation >150 <100 <50 <20
Platelets x 103/uL

Liver <1.2 2.0-5.9 6.0-11.9 >12.0

Dopamine >15 OR
Epinephrine >0.1
OR
Norepinephrine

dose <0.1 >0.1
15 10-12 6-9 <6
Glasgow Coma Scale
<1.2 1.2-19 2.0-34 3.5-4.90R >5 0OR
Creatinine, mg/dL UOP<500 UOP <200

OR
UOP (mL/day)

Abbreviations: P,O, partial pressure of oxygen in the arterioles, FiO, — fraction of
inspired oxygen, MAP — mean arterial pressure, UOP — urine output
AWith mechanical ventilation or other form of artificial ventilation

6 N B

39

e ——
. Variabe  [Score |
W cha

Modified Charlson
Comorbidity Index

ic Heart Failure +2
+2

Chronic Pulmonary Disease +1
Connective Tissue Disease +1

Liver Disease?
Mild +2
Moderate or Severe +4
Diabetes Mellitus with Chronic +1
Complications
Hemiplegia [}
+1
+6

Any active malignancy including +2

ASevere=cirrhosis, portal hypertension, history of variceal bleeding. Moderate=cirrhosis, portal
hypertension, Mild=chronic hepatitis or cirrhosis without portal hypertension

BAIDS defined as: Current CD4 count<200, Opportunistic infection in the last 1 month, active AIDS
defining illness such as lymphoma of Kaposi’s Sarcoma

leukemia/lymphoma

AIDS®

20
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Example 1
Number of Critical Care Ventilators
Available
Number of Critical Care Ventilators i
Expected to Become Available
Average CSC Triage Score of Patients !
at Time of Intubation in last 3 Days
Average Number of Patients 4
Intubated Per Day in Last 3 days

In this scenario there are expected to be 5 ventilators for
the day but 2 may not be available until later in the day. If
the rates for intubation are stable or slightly increasing, a
CSC Triage Score cutoff could be set at 5. Patients with a
score of 5 and above (much sicker than those presenting in
the prior 3 days) would either be triaged to a less standard
ventilator or would receive a ventilator but would be
rapidly re-triaged if less sick patients presented.

4/9/2020

Determining Cutoff Scores

Example 2
Number of Critical Care Ventilators
Available
Number OT Critical Care Ventilato 1

Expected to Become Available

Average CSC Triage Score of Patients [}
at Time of Intubation in last 3 Days
Average Number of Patients Intubated [}
Per Day in Last 3 days

In this scenario, only 2 ventilators are expected to become
available for the day with an expected need of 4. In this scenario a
CSC Triage Score cutoff of 3 or 4 could be used. Given that
patients with a score of 3 are not very sick, it could prompt a
discussion of re-allocation of a ventilator from a patient that has
failed a therapeutic trial or consideration for transfer to an
institution with more resources. It would also indicate that
patients with high triage scores (e.g. >6) would not receive a
ventilator.

Wcha

Crisis Standards
of Care: Emergent
Triage Process

ED/hospital

Full Code DNR/DNI

Time to notify
CSC Triage Team?

Acute decompensation

Proceed with intubation,
mechanical ventilation,
resuscitation

CSC Triage Team
calculates triage
score.

* Full Ventilator — fully
functional critical care
ventilator

* Partial Ventilator — some
NIV-type machines, some
anesthesia machines,
disposable resuscitators

Supportive Care
Palliative Care

CSC Triage Team calculates triage
score. Less than cutoff score?

Notify CSC Triage Team

Return to algorithm
for Prospective

Triage Algorithm

Continue critical care

CSC Triage Team Decision

Consider partial ventilator
strategy

Supportive Care
Palliative Care

interventions

21



4/9/2020

* Full Ventilator ~ fully functional
critical care ventilator

+ Partial Ventilator — some NIV-type
machines, some anesthesia
machines, disposable resuscitators

Determine Patient’s Code Status / Advanced Directives

Crisis Standards of Care:
Prospective Triage Process ETIICEEE DNR/ON!

Supportive Care
Palliative Care

Daily
1. All ICU/IMC patients and patients
felt to be at high risk scored
2. Ventilator availability assessed
3. Score of the day determined

Pati Decompensation
Patient CSC Triage Score less than cutoff

Partial Ventilator Available and
appropriate?

Full Ventilator Available?

Supportive Care CSC Triage Team considers use of
Palliative Care partial ventilator vs supportive

Intubate, bag valve mask Additional Ventilators Become
ventilation, CSC Triage Available?
Team moves to Re-
Allocation Triage for Full CSC Triage Team re-
Ventilator calculates CSC Cutoff

Proceed with intubation
and MV

Score

Crisis Standards of Care:
Re-Allocation Triage

Disease Trajectory (e.g.
multi-system organ failure

Duration of Mechanical
Ventilation

Full Ventilator needed?
* Patient with low CSC Triage Score in need
* Hospital below MOC

Worsening Stable Improving

>14 days

Consider Duration of
Mechanical Ventila

1. Stable vent settings CSC Triage Team evaluates

2. No MSOF patients with highest CSC

Triage Score, discusses with
Clinical Team

Continue mechanical
ventilation and discussion
with surrogate about goals

of care

Partial Ventilator Available?

CSC Triage Team repeat
CSC Triage Score

Supportive Care
Palliative Care

Continue mechanical CSC Triage Team CSC Triage Team CSCTriage

ventilation determines which determines which Team/Clinical Team
patient to transition patient has ventilator seek surrogate assent
to partial ventilator re-allocated (not required)

*+  Full Ventilator - fully functional critical care ventilator
*  Partial Ventilator - some NIV-type machines, some anesthesia machines, disposable resuscitators

44
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Wcha Virtual Experience Etiquette

4/9/2020

Questions?

Yeha

Please mute your mics when you are not speaking.

Questions can be asked through the chat function throughout the session
or by “raising your hand” during the Q&A section.

* Direct your question to the speaker
* Let us know who is asking (name, organization)
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