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Introduction

Spartanburg Regional Healthcare Sys-
tem! (SRHS) was confronted with a
situation that had been followed over
several days and on February 16, 2011;
the scales tipped requiring activation
of medical surge.? This resulted from a
combination of two internal dynamics.
The first was a saturation of patients with
longer than usual length-of-stays and the
second, patients with higher acuity than
usual. On that day, 35 critical and some
non-critical patients were being treated
in the emergency center. EMS ambu-
lance response calls and self-reporting
patients had continued to fill the emer-
gency room. The hospital had reached a
94-97 percent saturation rate (red capac-
ity alert). SRHS was out of space to treat
low-acuity patients or those that required
Crisis care.

Surge plans included a number of mech-
anisms to free-up beds but this situation
occurred at a time when those hospital-
ized could not be discharged. As a re-
sult, SRHS set into motion two actions,
one immediate and the other short-term.
SRHS activated its diversion platform
and deployed the state’s SCMed2?, a
mobile medical facility (MMF). The
rationale for expanding internal space
(diversion) was to decompress the im-
mediate situation in the emergency cen-
ter while establishing an offsite triage
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and treatment capacity (SCMed2) in the
event the patient load did not decrease.
The mobile facility could deliver a “treat
and street” service that would help free
the emergency room for critical care
patients. The response by SRHS to satu-
ration illustrates how quickly facilities
must be prepared to surge space, staff
and/or critical supplies.

SRHS averages 90 percent census rate,
not unlike most hospitals in the United
States, a situation that has pushed surge
planners for a range of strategies to ac-
tivate when saturation hits red. It was
confronted with a dilemma in which
patient surge had exceeded its daily pa-
tient care capacity. The nature of this cri-
sis and one that most medical facilities
confront raises a threefold question: “Is
your facility prepared for medical surge;
what is the trigger for medical surge;
and what is the response?” Planning for
medical surge is not unlike continuity of
operations planning (COOP) and these
answers become the basis for a facilities
COOP plan.

The June 2009 issue of The Journal de-
scribed COOP for biological incidents
whether natural, accidental or Bioterror-
ism and introduced the basic elements.*
It emphasized the distinguishing charac-
teristic of COOP for biological events,
to protect and manage the workforce for
a biological event. This article will con-
sider an additional COOP element, alter-
nate facilities but in the context of medi-
cal surge this is referenced as alternate
care areas. It will look at how medical
facilities can prepare for medical surge
by using several tools that have been
developed, introduced and deployed by

state and federal partners.

Planning: Continuity

of Operations

What is continuity of operations plan-
ning? A Continuity of Operations Plan
(COOP) for a medical facility establishes
policy and guidance to ensure the execu-
tion of essential patient care functions in
the event that a community-wide medi-
cal emergency threatens or incapacitates
medical operations and requires the re-
configuration of space and/or relocation
of selected personnel and functions. Spe-
cifically, the plan is designed to:

a. Ensure that a medical facility is pre-
pared to respond to emergencies that
threaten the delivery of conventional
emergency care and recover from the
emergency.

b. Ensure that a medical facility is pre-
pared to provide critical services in an
environment that is threatened, dimin-
ished, or incapacitated.

The activation of medical surge to in-
crease space for patient care illustrates
one of the key elements of continuity of
operations planning, operation of alter-
native facilities or alternative care areas.
Traditional COOP planning for alterna-
tive facilities mobilizes space for offsite
relocation where desks, office supplies
and communication equipment can be
setup for operation within twelve hours.
But for medical facilities, this takes on
the added dimension of patient care but
under circumstances that could alter the
standard of care. In addition to space,
plans must consider the level and scope
of care that will be delivered in this
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space, what medical staff and technical
staff are required as well as those spe-
cialty supplies needed such as gases and
pharmaceuticals, The critical nature of
this planning necessitates a layered strat-
egy for making space available given the
licensed bed capacity.

Planning for surge, whether internal or
external, plugs nicely into a medical fa-
cilities COOP plan that targets space and
facilities. Medical facilities that have de-
veloped a COOP plan will find that those
plans have addressed surge issues for
staffing and supplies as well.

Triggers: Crisis Standards of
Care

The introduction of the Hospital Pre-
paredness Program (HPP) in South Car-
olina brought together hospitals, public
health and key community partners to
address region-wide mass casualty plan-
ning. A common question asked by the
SC Mass Casualty Sub-Committee of
plan writers and that challenged them
was “what are the triggers that would ac-
tivate the plan?” While there was much
discussion, there was little consensus on
“triggers” due to the unique character-
istics of regions, distance among medi-
cal facilities and strategies adopted by
planning coalitions. Numbers used in
one region were not appropriate in an-
other region due to variation in popula-
tion density, facility size (bed capacity)
and trauma level types served within the
region.

Since the introduction of HPP, the Unit-
ed States has been confronted with medi-
cal emergencies that have challenged
many of those early planning assump-
tions. These medical emergencies in-
clude the response to Hurricane Katrina,
the Severe Acute Respiratory Syndrome
(SARS) outbreak, the HSN1 Avian Flu
Pandemic and recently the 2009 HIN1
pandemic. In fact, it was the outbreak of
the novel HIN1 influenza in which the
American College of Emergency Physi-
cians published a national strategy for

emergency departments that described
the critical inclusion of triggers in the
pandemic planning process.’ But in a
pandemic, while staff attrition is one
trigger for continuity of operations ac-
tivation, in an all-hazards incident such
as mass casualty, the trigger in all likeli-
hood will be an overwhelmed emergen-
cy department.

In a review of hospital surge capacity
checklists and strategies, Hick conclud-
ed that there are “few good benchmarks
or planning frameworks” for determin-
ing situations when patient surge plans
should be activated.® He introduced a
surge taxonomy for medical facilities
that conceptualizes space requirements
and appropriate responses. Three cat-
egories of surge are described in the
taxonomy as conventional, contingency
and crisis capacity. This framework is
useful and builds on current hospital
surge plans while supplementing medi-
cal surge plans for space, staffing and
supply requirements.

»  Conventional capacity — The spac-
es, staff and supplies used are con-
sistent with daily practices within
the institution. These spaces and
practices are used during a major
mass casualty incident that triggers
activation of the facility emergency
operations plan,

»  Contingency capacity — the spac-
es, staff and supplies used are not
consistent with daily patient care
practices but provide care that is
Sfunctionally equivalent to usual pa-
tient care practices. These spaces or
practices may be used temporarily
during a major mass casualty inci-
dent or on a more sustained basis
during a disaster (when the de-
mands of the incident exceed com-
munity resources).

«  Crisis capacity — Adaptive spaces,
staff, and supplies are not consistent
with usual standards of care but pro-
vide sufficiency of care in the set-
ting of a catastrophic disaster. (i.e.,

provide the best possible care to pa-
tients given the circumstances and
resources available). Crisis capacity
activation constitutes a significant
adjustment to standards of care.

This framework offers a layered strategy
to view COOP for medical surge events.
In a recent series of workshops by the In-
stitutes of Medicine (IOM) on the topic
of “Crisis Standards of Care™” the tax-
onomy was described as a continuum
of patient care delivery during disaster
events that runs the gamut from conven-
tional through crisis. It contrasts con-
ventional standards of care versus crisis
standards of care for the key COOP ele-
ments, space, staff and supplies.

The goal in mass casualty planning is to
maintain equilibrium in the healthcare
response using surrounding hospital net-
works, state and regional medical assets
(SCMed and RMATs (Regional Medical
Assistance Teams) and even federal as-
sets such as Federal Medical Stations and
the Disaster Medical Assistance Teams
(DMAT). The challenge is the time it
takes before these assets arrive and be-
come operational. Time is required for
team assembly, asset deployment, arrival
and setup. As a result, time can further
marginalize patient care and an array of
strategies should be considered along the
crisis continuum.

Response: Space Expansion

The South Carolina Hospital Associa-
tion and SC DHEC, in cooperation with
federal partners have been engaged in
the development of several strategies
for addressing patient surge in medical
facilities, especially hospitals. These
strategies or tools have included use of
additional beds under license for emer-
gency events, establishing guidance for
the establishment of alternative care
sites (ACS) and the deployment of mo-
bile medical facilities. These tools are
consistent with the continuum of crisis
standards of care discussed in the previ-
ous section.
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A SC DHEC Bureau of Health Facilities
Regulation memorandum® delineates
internal versus external medical surge
during emergencies. It defines internal
medical surge as “an emergency situa-
tion when a facility needs to set up and
utilize beds beyond its licensed bed ca-
pacity in an area within the licensed in-
patient facility building(s).” Addressing
internal surge is a planning requirement
for a facility license and includes facil-
ity policy and procedures. The definition
for internal medical surge by the Bureau
is consistent with Hicks’ taxonomy for
conventional and contingency capacities
introduced in the previous section.

A national survey of hospital plans for
onsite surge listed the most frequently
used strategies for internal expansion.’
Elective cancellations was the most fre-
quent strategy followed by the use of
non-clinical space, inpatient hallways,
ICU conversion and decommissioned
ward space as those components refer-
enced most often. While these results
illustrate typical strategies used by am-
bulatory care centers, they also represent
strategies that any health care facility
could use for surge whether a medical
office, nursing home or long-term care
facility. SRHS activated its diversion
platform which represents, yet another
strategy to decompress patient surge.

The Bureau of Health Facilities Regu-
lation defines external medical surge as
“providing medical care services in an
area outside of the licensed inpatient
hospital building(s). For purposes of Ex-
ternal Medical Surge, these locations are
called Alternate Care Sites.” Under the
definition set by the Bureau, an Alternate
Care Site (ACS) includes onsite, fixed
sites or mobile facilities.

But medical facilities also plan for utiliz-
ing offsite space/facilities with partners
such as SRHS and the urgent care center
through a memorandum of agreement.
When it activated its diversion platform,
two actions were taken. The first was

EMS ambulance diversion and the sec-
ond was diversion to urgent care centers,
The urgent care center diversion served
as an offsite, external surge solution and
one not requiring regulation by the Divi-
sion of Health Licensing.

This example further illustrates that pub-
lic private partnerships are essential to
the deployment of these options. Nation-
ally, 64.0 percent of hospitals surveyed
had plans for regional coordination when
the standard of care would be altered by a
mass casualty incident or pandemic.'’As
response to the incident shifts patient
care along the continuum from conven-
tional to crisis, the dependence increases
on state and federal partners to assist
with deployment options. It underscores
the essential nature of partnerships to
support and maximize patient care under
crisis conditions as the impact of the in-
cident spreads beyond the capabilities of
a single medical facility.

The Bureau of Health Facilities Regula-
tion incorporates alternative care sites
under a hospital’s licensed capacity but
offers other options as well. The previ-
ously mentioned DHEC SCMed mobile
medical facility is another tool and plans
are also underway in cooperation with
the Center for Disease Control and Pre-
vention for the use of Federal Medical
Stations'' or what might be called mega
special medical needs shelters. These
tools provide options to expand space
when addressing patient surge but also
require the cooperation of emergency
management partners and public health
in the event of a mass casualty incident
to support medical response and should
include staffing, supplies, logistics and
planning. The Bureau encourages acti-
vation of medical surge for space within
a medical facilities licensed bed capac-
ity whether internal or external using an
array of tools available when emergency
conditions threaten the standard of pa-
tient care.

Alternate Care Sites (ACS)

In cooperation with the South Carolina
Hospital Association, SC DHEC has in-
corporated the concept of alternate care
sites that allows hospitals to expand bed
capacity under existing licensed bed ca-
pacity. ACS may be offsite but typically
facilities are located on the hospital cam-
pus such as wellness centers, urgent care
centers or large, conference rooms.

The Bureau published the “Hospital
Alternate Care Site Planning Guide” to
assist facilities with the many consider-
ations for site selection, and completion
of the site assessment form. Once the
documentation is in place, public health
review teams conduct a site visit. Most
hospitals with an ACS have exercised
the implementation of protocols to trans-
form a site (e.g., wellness center) into a
patient care centet.

Of the 64 HPP hospital awardees in
the state, only five have completed an
ACS review process. Patient capacity
of these ACSs ranges from 25 up to 75
patients and includes wellness centers,
gymnasiums, National Guard armories,
colleges with nursing schools, churches
and offsite medical complex facilities. In
contrast, Two-thirds of hospitals in the
NHSR survey use “alternate care areas”
for mass casualty or pandemic incidents.
120f particular curiosity is the underuti-
lization of the ACS concept for external
surge capacity among South Carolina
hospitals. This comes three years after
the publication of the Bureau’s memo
and empbhasis by the SC DHEC’s Hospi-
tal Preparedness Program. The numbers
suggests the lessons of SARS, Hurricane
Katrina, and the 2009 HIN1 pandemic
have yet to reach South Carolina’s medi-
cal facilities.

Mobile Medical Facilities
(MMF)

Mobile medical facilities are of two gen-
eral types and each has advantages and
disadvantages. SCMed is a long-term fa-
cility with a robust infrastructure while
“pop-up” tent structures offer immedi-
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Figure 1. Continuum of Crisis Care Standards Matrix for South Carolina
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acy but lack the structure for long-term
deployment.

SC DHEC invested in six mobile medi-
cal facilities and the agency has contin-
ued to expand and train with the units.
When compounded into a single facil-
ity, SCMed provides a 10,500 square
foot facility that can support multiple
missions. These missions include tri-
age, screening and treatment; special
medical needs shelter and other medical
missions. Each of the six units are lo-
cated throughout the state and assigned
to DHEC Public Health Regions. Each
unit 1s 1350 square feet and can be con-
figured to support a single mission. A
single SCMed unit comes equipped with
50 cots or when SCMed compounded
can host 300 cots.

The question to hospital emergency
planners is if your only external surge
option is a mobile medical facility, such
as SCMed, can your facility wait 4-6
hours and does your facility have capac-
ity to hold patients before they can be
transferred to a mobile medical facility
(MMF)? The dependency on SCMed
as an MMF may not be a viable option
due to its logistics support requirements.

The deployment of the SCMed2 mobile
unit required three hours for setup and
another hour before operational. At the
time for SRHS, deployment served as a
contingency option in the event medical
surge did not subside.

Several hospitals in the state have part-
nered with their Public Health Region
and established an alternative mobile
“pop-up” capacity that offers an imme-
diate, short-term solution and can be mo-
bilized in 30 minutes to an hour depend-
ing on the efficiency of the setup team.
For example, Public Health Region 7
(Charleston region) in cooperation with
area hospitals uses a Western Shelter
system. However, the use of these mo-
bile, portable facilities is not limited to
hospitals or for field-based operations
but equally could support office-based
medical surge. The key is pre-planning
with public health partners.

Figure 1 depicts a matrix that references
internal versus external strategies along
the crisis of care continuum from con-
ventional through crisis for both space
and staff. At the base of the matrix, the
continuum shows that as a medical fa-
cility addresses patient surge from con-

ventional to crisis the greater the depen-
dency on public private partnerships for
filling surge gaps, whether pre or post in-
cident. Several health and medical orga-
nizations have published guidance that
states effective partnerships be estab-
lished prior to a disaster.”® Disasters do
not confine themselves to the doorsteps
of hospital emergency departments.
Rather, mass casualty incidents have
demonstrated that they overflow to other
health and medical facilities as well. As
a result, surge planning should not be
limited to hospitals but should include
nursing homes, community health cen-
ters and medical offices, essentially any
medical facility where people will go to
seek medical care following a disaster.

Summary

Medical emergencies can quickly over-
whelm a medical facility’s surge capac-
ity and compromise the wusual standard
of care. Incidents of this nature require
public private partnerships with plans
for space, staff and supplies that are ad-
equately resourced to address a crisis
situation. This article has described a
number of strategies that provide a lay-
ered approach to address medical surge.
Planning is essential to maximize readi-
ness and minimize a disaster that strikes
twice. It also requires preparation, train-
ing and a staffing plan that is equally re-
sourced.

Medical facilities of all types should
develop staffing plans for internal surge
options. As described, any facility could
be confronted with an incident that may
expand to its doorsteps and therefore
should be proactive prior to such inci-
dents. Planning for additional space and
additional medical personnel for such re-
sponses are essential for operation under
crisis conditions.

Several programs have been established
to register and prepare medical person-
nel for responding to Jocal disasters. In
its National Strategy, ACEP called for
an assessment of the need for medical
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and non-medical volunteers depending
on plans for the alternate care strategy.
Mass casualty incidents have also dem-
onstrated that, depending on the type of
disaster, response may require different
types of medical specialties and in vari-
ous quantities. Earthquakes may well
require a number of orthopedic surgeons
while epidemics require general practi-
tioners.

ACEP also suggested that a process be
established for rapid credentialing along
with just-in-time training. South Caro-
lina has established the Medical Reserve
Corp (MRC) that works to pre-register
medical volunteers and has readied hun-
dreds of medical professionals for di-
saster duty. About one-half of hospitals
in the national survey had plans for the
advanced registration of outside health-
care professionals,' but in South Caro-
lina, less than S percent of hospitals have
integrated MRC medical volunteers into
surge plans. The American Medical As-
sociation has demonstrated its commit-
ment to disaster preparedness in coop-
eration with the National Disaster Life
Support Foundation. The Foundation
educates and readies physicians and al-
lied health professionals for disaster
conditions."?

Disasters happen when communities
fail to plan for known threats. The Na-
tional Health Security Strategy calls for
“community resiliency” to minimize the
effects from threats with the “potential
for large-scale health consequences, in-
cluding disease outbreaks, natural disas-
ters, and terrorist attacks.”'® It also calls
for “commitment of, and cooperation
among, all segments of society: govern-
ment, the private sector,” and local com-
munities. All-hazards COOP is prudent
planning for a medical facility. But to

protect the institution and maintain the
standard of care under crisis conditions,
requires public private partnerships to
maximize the cooperation of all com-
munity resources that can be directed
toward an incident and minimize the po-
tential for an unmitigated disaster.
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