Hospital Bed Surge Annex


HOSPITAL

COMPREHENSIVE
EMERGENCY MANAGEMENT PLAN

Bed Surge Annex
[Date]

   




Emergency Notifications

   During an incident, refer directly to the EMERGENCY OPERATIONS PLAN section, beginning on Page____.   It contains procedures, checklists, and forms that are required for Hospital Incident Command System implementation.

   Internal Notification: Contact Switchboard to initiate the overhead internal Code and notifications/ call-downs.

   External Contacts:

   - Immediate life-safety: Call 911/ Dispatch

   -  Local Office of Emergency Management (insert OEM phone #)

      Erie County Hospitals: contact Medical Emergency Radio System (MERS) at 716-898-3696.   

   -  NYSDOH Western Regional Office 716-847-4357

   -  NYSDOH Emergency Preparedness Representative, WNY 716-481-9735


   -  After-hours/ weekends: NY State Duty Officer/ State Watch Center:  


   866-881-2809, Option 1 (Emergencies)
   -  If Hospital Mutual Aid is needed, WNY Mutual Aid Coordination Group (MACOG) at 
      716-697-0743 (alternate number 716-445-6646)
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1.0 Purpose:

The Bed Surge Annex provides adaptable guidelines used in conjunction with the hospital’s Comprehensive Emergency Management Plan (CEMP) and event-specific Annexes to outline the hospital’s response to surge capacity expansion beyond normal operating levels (i.e., placing patients in inpatient areas above the licensed/staffed bed capacity OR converting an area to a temporary inpatient treatment area).  This may be required in response to local, regional, or national surge events, and is coordinated with the State and Local Health Departments, the Regional Healthcare Coalition, the WNY Hospital Mutual Aid Plan, and National Disaster Medical System.  
This document does not limit surge capacity to the areas listed. For example, if surge needs and inpatient bed status allow, additional capacity may be accomplished by doubling patients in private rooms already in operation. Refer to Table 12.0.
2.0 Scope: 
This Hospital Bed Surge Annex primarily defines the hospital’s plan for increasing inpatient capacity. The hospital’s [Mass Casualty Incident– Disaster Triage] Plan should be used to guide activation of areas, and immediate actions to triage and accommodate a sudden Emergency Department surge.
3.0 Internal Policy References: [Hospitals should individualize these references]
The following Hospital plans and policies should be used as a supplemental reference during surge operations.  For incident-specific needs, the appropriate Annex to the hospital’s CEMP outlines necessary considerations.    

· Comprehensive Emergency Preparedness Plan 

· Biological Event Annex

· Pandemic Annex

· Chemical Event Annex

· Radiological/Nuclear Event Annex

· Explosive Event Annex

· Behavioral Health Annex (Psychiatric)

· Mass Casualty Incident (MCI) Management and Disaster Triage Annex
· Alternate Triage Area Plan

· Mass Fatality Plan

· Continuity of Operations (COOP) Plan

· Family Assistance Center Plan

· 96 Hour Plan

· Discharge of Patients, Policy 

· Pediatric Surge capacity considerations

· Discharge Planning Referral Process, Policy 

· See Policy for Psychiatric Discharge Planning

· Granting of Emergency Privileges During a Disaster, Policy 

· Security Policies

· Western New York Hospitals Mutual Aid Plan and Operations Guide
4.0 Assumptions for Inpatient Surge Planning [Hospital should personalize]
· The surge situation may evolve and last for a sustained period of time. 

· In consultation with public health authorities, response to the overwhelming demand for services may require non-standard approaches be implemented, including: 
· discharge of all but critically ill hospital patients. 
· expansion of hospital “capacity” by using all available space. 
· less than code compliance beds. 
· relaxation of practitioner licensure requirements as deemed appropriate, such as ratio of staff to patients. 
· utilization of community triage sites; and general purpose and special needs shelters as temporary health facilities.

· Hospital services and areas that may be displaced for surge expansion must consider continuity:
· identifying an alternate location; the length of time to activate it; and that it can be used. 

· notifications to be made at the time of displacement. 

· time frame necessary to transfer displaced patients.

· There may be critical shortages of healthcare resources such as staff, hospital beds, mechanical ventilators, morgue capacity, temporary holding sites with refrigeration for storage of bodies and other resources.

· Routine medical admissions for acute medical and trauma needs will continue.
· The “normal” supply chain could be disrupted.
· Hospital logistical stores will be depleted in the early hours from any large scale event.
· Blood supplies may be taxed and significant regional shortages could materialize quickly following a catastrophic incident.  

· There may be a significant increase and demand for specialty healthcare personnel and beds (biological contagious, burn, trauma, pediatrics) depending on the specific event. The hospital may be holding acuity levels or patient types, such as pediatrics, not normally served. 
5.0 Surge Planning Considerations 

       5.1 Healthcare Surge Definition 
         “Healthcare surge” is proclaimed when the authorized local officials, such as a local health officer or other appropriate designee determines, subsequent to a significant emergency or circumstances, that the healthcare delivery system has been impacted, resulting in an excess in demand over capacity in hospitals, long term care facilities, community care clinics, public health departments, other primary and secondary care providers, resources and/or emergency medical services.  
     5.2 Standards of Care may be impacted during a surge event.
· Standard of care is a legal concept that requires licensed healthcare personal, when caring for patients, to adhere to the customary skill and care that is consistent with good medical (or other healthcare) practice.  
· The standard of care during a healthcare surge is defined as the utilization of skills, diligence and reasonable exercise of judgment in the furtherance of optimizing population outcomes that a reasonably prudent person or entity with comparable training, experience or capacity would have used under the circumstances. Diligence implies compliance with laws and regulations (for licensing requirements)
· Standard of care applies to all aspects of care and treatment – from initial assessment to administering of proper medications and performing open-heart surgery
5.3 Altered Standards of Care
Altered standards of care, or crisis standards of care, may be necessary during a mass casualty event.  The goal of the health system is to organize and coordinate a response to the mass casualty event that will maximize the number of lives saved.  Rather than doing everything possible to save every life, it may be necessary to allocate scarce resources in a different manner to save as many lives as possible.  The basis for allocating resources must be fair and clinically sound.  Protocols for triage need to be flexible enough to change as the size of a mass casualty event grows and will depend on both the nature and the event and the speed at which it occurs.

         5.4 Regulatory Flexibility
·    Decisions on alterations from regulatory standards will be made in consultation with State and Local Health authorities to conform to incident-specific guidance. If applicable, see Annex Attachment A, “Requesting and 1135 Waiver”. 
·     Per the Healthcare Association of New York States 2014 document “Temporary Suspension or Modification of Statues and Regulations in New York State During Emergencies – A Guide for Healthcare Providers”, certain statues or regulations include language allowing temporary suspension or modification of requirements under specified conditions which may or may not necessitate an emergency declaration.  Once those conditions are met, the alterations described in the language of the statute or regulation may be made.  The following are examples of regulatory flexibility during an emergency; refer to Attachment B:

· 10 NYCRR 401.2: During an emergency, a medical facility may temporarily exceed the bed capacity specified in the operating certificate.  The regulation also allows for operation at an alternate or additional site approved by the Commissioner of Health on a temporary basis.

· EMTALA:  If a hospital emergency department experiences a patient surge because of an outbreak of influenza-like illness, an Emergency Medical Treatment and Labor Act (EMTALA) waiver is not needed to set up another site for emergency medical screening on the same campus.

· Emergency Department Shut-Down:  If a hospital remains open during a disaster and is operating at or in excess of its normal operating capacity and is unable to obtain sufficient staffing, EMTALA will allow the hospital to close its emergency department to new patients if it no longer has the capacity to screen and treat individuals.  However, individuals undergoing examination or treatment in the ED at the time the ED stops accepting new patients will continue to receive care.  If an individual comes to a hospital that is closed and requests an examination or treatment for an emergency medical condition, the hospital would be obligated under EMTALA to act within its capabilities to provide screening, and if necessary stabilization.

   5.5 Fiscal Impacts 
   Sufficient planning and coordination between providers and payers will be essential to maintaining business continuity and sustaining operations.
6.0 Preparedness and Mitigation
· Hospital has coordinated and collaborated with the Name County Health Department (XCDOH), X County Office of Emergency Management (XCOEM), New York State Department of Health (NYSDOH), and other Western New York hospitals on the development of surge plan procedures. Elements of preparedness include:

· Identification of areas within the facility that could be expanded to treat patients during a surge event (Table 12.0).
· Training on triggers and elements included in the hospital’s plans.
· Exercising and plan reviews to ensure plan is executable to identify areas for improvement.
· Ongoing situational awareness of current events that may lead to the need to expand treatment areas (i.e., Seasonal-influenza; 2009 H1N1 outbreak; 2014 Ebola).
· Discussion and identification of alternate community triage and treatment sites; and the process to address and implement alterations to standards of care.
· In an effort to lessen the impact on the healthcare facility, Hospital will work with the XCDOH, XCOEM and NYSDOH to provide public information during an outbreak or MCI that could potentially direct patients to alternate treatment or point of distribution sites that do not need to be treated within the hospital.  

7.0  Response Operations
        7.1 Activation/ Triggers
Activation of the Bed Surge Annex may be necessary when the hospital becomes aware that one or more of the following activation triggers is met:
1) Trigger One: An emergent situation has occurred or is occurring within the hospital system or community that indicates the potential for increased patient presentations to the hospital. 
2) Trigger Two: The Emergency Department capacity is at [150% - 200%, the hospital should individualize to the activation standards in its CEMP] of the daily census, with the continuation of patient presentations indicating no reduction in the foreseeable future. 
3) Trigger Three: The nursing supervisor or Administration has determined that continued operation without the incident management team/ HICS activation will potentially cause a systems failure within the Emergency Department’s healthcare capacity.

 7.2 Command and Coordination
· Activation Authority and Mobilization. The Incident Commander, the nursing supervisor, or Administration shall have the authority to activate the Bed Surge Annex, CEMP, and Hospital Command Center (HCC). Personalize to hospital procedures
· Coordination. Once the HICS and the HCC are activated, Bed Surge Annex activation and response activities assigned to Departments and personnel will be coordinated through the HCC, HICS and other roles as assigned. The HICS organizational chart, HICS forms and Job Action Sheets are located in the hospital’s CEMP; and xxx).  
· The HCC will maintain regular, ongoing communications with the leaders of operational surge areas to meet resource needs per operational period for staffing, supplies, and equipment. 
· The influx of patients may quickly diminish supplies, equipment, and staff on hand.  The hospital will assess its 96 Hour Plan. Procurement processes and resource tracking may change from day-to-day operations. 
· HICS Logistics and Finance staff will work to develop a procurement system that meets the needs of the facility.    
· Mutual aid agreements may be activated with other hospitals; or asset requests made to the county Office of Emergency Management to obtain resources if not available through the usual supply chain.   

·    All requests are activated through the HCC/ HICS who will work with regional partners to secure assets for the immediate time as well as projected future needs.  
7.3 Communications and Notifications

Internal and external agency notifications and communications will be established by Incident Command or as designated when the Bed Surge Annex is activated:

· Internal [modify as needed]: The facility CEMP and HICS will be activated and notifications made according to the HICS Activation Level using the appropriate codes and modalities.

· Announce the appropriate Code(s) and Level of Activation.  Describe modalities here, i.e., mass notification system, etc.
· Notify Departments and Managers (specify). Identify staff notification procedure.  
· Establish communications with managers of operational areas.

· Develop signage or methods to identify surge areas. 

· External notifications: 
· The NYSDOH will be notified, and will be consulted regarding regulatory concerns, such as, permission for going above the certified bed count, and alternate use of space.
· The WNY Healthcare Emergency Preparedness Coalition (HEPC).
· Local Health Department. 
· County Emergency Management agency. 
· The Western New York Hospital and Long Term Care Mutual Aid Plans may be notified and activated as needed. 
· Memoranda of Agreements (MOA) –A Mutual Aid Plan has been developed with all hospitals in the Western New York region that covers the hospital in terms of patient transfers, equipment, and staffing.  Hospital has worked/will work with community partners, including the County Health Department and County Office of Emergency Management to develop plans for transporting patients, equipment and staff to outside facilities during an emergency.  
· The Hospital Mutual Aid Coordinating Operations Group (MACOG) and/ or Long Term Care Regional Coordinating Group can be activated to assist with logistical support.
7.4 Short Term/ Immediate Strategies for Surge Expansion
· Upon becoming aware of an actual or potential surge event, the hospital’s plan for immediate expansion to manage a rapidly expanding surge of patients to increase inpatient capacity includes:

· Rapid discharge with homecare where possible. 
· Deferring elective procedures. 
· Activating, and adding beds, equipment, and staff to surge areas.

· Converting single rooms to double, or double to triple, etc.
· Transferring of patients to alternate facilities. 
· Reduction of the usual use of imaging, laboratory testing, and other ancillary services. 
      7.41 Rapid Discharge
      Upon notification of an event that may require surge capacity, initiate an assessment of current inpatients for discharge or transfer.  See Attachment D for Patient Discharge Assessment and Documentation Tools.
· Current census information will be obtained from each unit. 

· Each unit will provide a list of those patients eligible for medically appropriate discharge or transfer (i.e., to a lower level of care—from ICU to IMCU) to the HICS/ HCC or as designated.  The HCC will track those patients eligible for discharge within two hours; and four hours.

[The hospital should describe their own bed huddle committee and process here].
· The hospitalist(s) and/ or patient’s admitting physician will be consulted, and orders for discharge obtained, by phone if necessary.  

· Additional Case Management, Utilization Review, and/or Social Work personnel will assist as needed.  
· The HCC may assign additional nursing staff to the units to facilitate discharges including completion of discharge paperwork, patient teaching, and staffing of holding areas for patients awaiting discharge. 

· Additional staff will be assigned as needed to expedite housekeeping of rooms, and set- up of holding areas, and report back to the HCC on readiness.

· Need for STAT labs and diagnostic procedures will be considered. 
· Those patients eligible for transfer to lower levels of care will be prepared upon notification by the Title/xxxxx for transport to a lower-acuity facility.  
·  Patients for discharge may be transferred off their unit to a discharged/ holding area to await transport to home.
·  The HCC will coordinate the transfer of inpatients to other units; and assure that the area designated for discharged patient holding is readied.  
· If required by event needs, a patient in Airborne Infectious Isolation Rooms (AIIR) will be assessed for transfer or discharge in consultation with the Infection Control Practitioner.
7.42 Cancellation of elective procedures and services 
At the direction of the HCC/HICS, all elective procedures, non-emergent admissions, procedures and diagnostic testing will be delayed and/or canceled to allow staff, equipment, and space to be available to treat priority patients

· The HCC will coordinate contact, via telephone or specify other means, all persons scheduled for elective surgery and outpatient procedures conducted in affected areas and cancel the appointment.  
· The cancelled patient will be advised that they will be contacted when the hospital returns to normal operations to reschedule their procedure. 


      7.43 Areas for expansion of capacity and critical care 
· Table 12.0 indicates areas for surge, the most appropriate level of service that can be provided in the area, attributes, and set-up considerations. With additional supplies and equipment, i.e., adding portable suction and medical gases, some areas may accommodate a higher level of care.

· [Include who will make the decision, i.e., physicians/ hospitalists/clinical staff coordinate with the HCC to determine appropriate areas and criteria for patient placements in critical care areas.] 
· Additional measures to expand critical care capacity may include: placing select ventilated patients on monitored or step-down beds, using pulse oximetry (with high/low alarms) in lieu of cardiac monitors; or relying on ventilator alarms (which should alert for disconnect, high pressure, and apnea) for ventilated patients, with spot oximetry checks. 
· Consideration: Areas activated for surge must be added to the electronic systems. The HICS/ HCC will address this with the Information Technology and appropriate departments.

       7.44 Isolation, Cohorting, and Seclusion

· The need for isolation, and suitability for cohorting patients will be determined by the needs of the event (See applicable Annex) and/or directives issued by the State or Local Health Department.

· Patients requiring Airborne Infectious Isolation Rooms (AIIR) will be admitted to available AIIR rooms on inpatient units.  If inpatient AIIR rooms are unavailable, other areas with appropriate AIIR will be considered for temporary conversion to inpatient surge rooms.  XXX contains information for available AIIR rooms.  
· The appropriate CEMP Annex will be consulted for Airborne and other isolation requirements.

· The Infection Control Practitioner must be involved in any decision to convert rooms or units for surge capacities requiring isolation and/or cohorting.

· Patients being cohorted will be housed in a dedicated area, apart from other patients.  Areas such as ex., Gastroenterology, and other units/areas capable of separation from the general patient population will be considered for conversion or isolation.  .

· A seclusion area may be designated for decedent patients during a mass fatality event.

        7.5 Staffing

· Staffing ratios may change depending on the scope of the event. The hospital will initiate measures to ensure adequate staffing to all areas including those activated for surge.

· The Surge Area manager will coordinate with the HCC to staff operational areas to meet the level of patient care required.
· Available on-duty, off-duty, and per diem will be assessed per protocol and staff call-back procedures initiated as needed.
· The number of staff required to staff the surge beds will be contacted.  
· Staff may be reassigned from other areas and units as needed.

· Staff will be provided just-in-time training to surge area procedures.

· In the event that adequate staff is not available, the HCC or designee will determine shift length according to the anticipated duration of surge operations; no shift should exceed twelve hours.

· Shifts should reflect Operational Periods established by the HCC, and the Planning Section Chief will coordinate with the Operations Section Chief if shift lengths and operational periods overlap.

· Requests for supplemental or specialty care staff can be made according to CEMP protocols which include procedures for credentialing non-affiliated practitioners. Additional staff resources may be requested:
·  Through contact to the WNY Hospital; and WNY Long Term Care Mutual Aid Plans per   protocol. 

·  By contact to the County Office of Emergency Management: (CERT, Medical Reserve Corps, ServNY, Red Cross, and other volunteer agencies). 
· Pediatric staff resources. If needed, the list of affiliated staff, including specialists, subspecialists and mid-level practitioners; and additional community pediatric resource contacts (local pediatricians and Urgent Care Centers) that could address pediatric clinical care will be obtained from the [specify where the list is kept, Human Resources Department; Medical Staff Office; Pediatric Clinical Care Coordinator].  
7.6 Facility Services & Utilities:

 In selecting potential areas for conversion to accommodate surge capacity, even temporarily, consideration must be given to the presence of the following building services and utilities, as a minimum. Additional needs according to the level and type of patient care to be provided must be considered (see Table 12.0).
· Generator-fed emergency power (lighting and outlets)

· Heating, Ventilation, and Air Conditioning systems

· Airborne Infectious Isolation Room capacities

· Availability of sinks and toilets

· Presence of telephones or other communications equipment

· Medical gases and suction

· Adjustments to the Electronic Medical Records and automated systems will be made to include activated surge areas.
7.7 Waste & Linen Management
As directed by the HCC:

· Environmental Services will provide necessary linen stores and will coordinate additional clean linen deliveries and dirty linen pickups as required.  
· Environmental Services will attend to these needs and cleaning operations.  
· Immediate priorities: cleaning of discharged rooms and equipment; preparing surplus beds for use; and providing linen supplies.  
· Dirty linen and regulated medical waste bins shall be provided in order to isolate these items and maintain infection control procedures.  
· Mobile trash carts will be provided to surge areas for collecting non-infectious waste material.
· Hazardous waste will be handled according to the appropriate Annex or Material Safety Data Sheet.  
· Biohazardous waste will be handled according to the guidelines provided in the appropriate CEMP, Infection Control Manual, or according to the direction of the Infection Control Coordinator.

· Consider supplies to discharge portals and other areas where patients are awaiting discharge. 

7.8 Supplies
As directed by the HCC: Personalize according to your facility titles and responsibilities:
· Any area that is to be converted for surge operations should be supplied according to Patient Care Services and Pharmacy recommendations.  Initial supply considerations are also indicated in the “Setup” column of Table 12.0.
· Consider supplies to discharge portals and other areas where patients are awaiting discharge. 

· The Director of Materials Management will be contacted to coordinate supply dispensing from the Stores and Central Supply Departments. 
· The Director of Pharmacy, or on duty Pharmacist, will coordinate the stocking of temporary, converted areas and medication Pyxis machines.  
· The Director of Environmental Services will be responsible to coordinate and provide for linen needs.  
· Issues potentially affecting supply needs are listed below as a guideline, but does not substitute conferring with appropriate Patient Care Services, Infection Control, or Facilities Management personnel:

· Toilet chairs and/or bedpans for converted areas without toilet rooms
· Hand washing and hygiene supplies.
· Flashlights in areas without generator-fed lighting
· Clean linen supply and appropriate dirty linen containers

· Waste containers, including red bag medical waste

· Pens and other office supplies

· Temporary communications equipment, if needed

· Wheelchairs, carts, and beds

· A desk and chairs for staff

· Portable containers for separately storing clean and dirty supplies

· Portable oxygen cylinders in areas without line oxygen

· Portable suction units

· Other necessary medical equipment (e.g. portable ventilators, etc.)
· Other supplies, for Pediatric or special populations. If needed, the Pediatric Clinical Coordinator/ designee will assist with assessing needs and finding pediatric supplies. A list of Pediatric Supplies and Equipment is available [specify where; Attachment to this Annex?].
7.9 Security
As directed by the HCC:

· Necessary Security operations will be assigned to cover immediate responsibility.  
· The Director of Security & Safety will be called in and will assess additional security needs and will call in additional Security personnel as needed.  
· The local law enforcement agency/ Police Department will be contacted as needed/ assigned for assistance with Security, external traffic control, and other special needs.  (Note—special security considerations are addressed in the Security Annex)
· A Pediatric Safe Area is designated if needed. See Attachment C.
8.0 Demobilization and Recovery
· The demobilization process should be incorporated into planning at the onset of the event.

· The Hospital HCC/ IC will determine when recovery and return to normal day-to-day operations may be commenced. It is expected that the decision to commence recovery and normalization activities will be predicated on situation status and may include consideration of decisions made by federal, state and county authorities. 
· Internal and external notifications will be made as surge areas are demobilized.

· A staff debriefing and evaluation of the plan’s effectiveness in managing the event will be conducted shortly after deactivation and an after action report/ improvement plan developed. 
· Financial reports will be maintained and evaluated for the possibility of disaster reimbursement. 
· The hospital will utilize its Comprehensive Emergency Manage Management and Continuity of Operations Plans to guide the return to normal operations. 
· Patients eligible for more appropriate placements will be transferred. 
9.0 Long-term Surge Planning Considerations
Key components of medical surge for long-term events: 

· Events of longer-term duration may require additional strategies to cope with surge capacity issues.  These include administrative and clinical adaptions.  

· Administrative adaptions are designed to increase provider availability for patient care.  Examples may include:
· Changes to reduce provider documentation, billing and coding, registration, and other administrative policy burdens.  

· Reassignment of qualified administrative nursing staff members to clinical roles or i.e. of nonhospital staff members, potentially including family members, to provide basic patient care

· Adaption of Continuity of Operations strategies within each department as needed to cope with the impact of the event.
· Clinical adaptions represent the allocation of scarce resources or services based on ethical principles.  Examples include: 

· Triage of patients to home care, acute care sites, Alternate Care Sites 
· Assignment of limited resources (ventilators, radiographs, laboratory testing, etc.) to those most expected to benefit

· Provision of specialty care, including pediatrics, may be by non-specialty trained staff members.
· When making clinical triage decisions, the hospital should follow NYSDOH guidance.  According to the Mass Medical Care with Scarce Resources:  A Community Planning Guide, when no guidance exists:  
· The goal is to adjust clinical care to a level appropriate to the resource available and to do so in as smooth, transparent, consistent, and incremental a fashion as possible.  
· When there is little advance evidence to guide allocation decisions (for example, not knowing how different age groups with pandemic influenza respond to mechanical ventilation), good clinical judgment by experienced clinicians and ethicists will be used to justify resource allocation decisions.  
· The decision-making process, based on ethical judgments that include maximizing duties and obligations to all, will be shared openly with staff members, patients, and the public.

· The hospital will participate in community discussions to ensure consistency as possible across facilities.  
· There are no clear “trigger” or “trip” points to indicate when the shift from reactive, mostly administrative changes to proactive, clinical changes must occur. 
· Communities and regions should coordinate as much as possible.  Situational awareness can help anticipate or recognize resource bottlenecks that may require intervention.  

· Communications. The hospital will stay in constant contact with community partners (OEM, DOH, etc.) to provide situational awareness of the current and projected situation at the facility.  Data will be shared with these partners to assist in coordination of patient placement, accountability, and projections for future influx.  Internal communications among alternate triage sites, hospital departments, and hospital command center will be maintained.  

· Alternate Care Sites. The hospital will work with external partners to potentially transport patients to other facilities, or a (n) alternate care site, if established (see Annex X – Alternate Care Site Plan.)

· Volunteers. The hospital will request additional clinical and non-clinical staffing through current mutual aid agreements and ServNY Medical Reserve Corps.  Spontaneous volunteers that may arrive will be credentialed and receive badges prior to beginning work.  Just in time training will also be made available.  
10.0  Plan Maintenance
The hospital will review this Annex least annually, after activation, and as needed to assure that it reflects current capabilities.  Revisions to this Annex, as required by internal moves, opening and closing of inpatient units, etc., are prepared by the Emergency Preparedness Committee and submitted to the Safety Committee for final approval.  A record of reviews and updates will be maintained in the Annex’s Disaster Manual section.

11.0 Table of Areas: look at incorporating both inpatient and outpatient surge areas

	Most Appropriate Level of Service 
	Building-

Floor/ Site
	Capacity
	Negative Pressure Capacity
	Cohort
	Duration
	Secure

Area
	On  Generator
	Medical gases/ O2
	Level of Care/ Treatment Intensive= IN; Intermediate= IM; 
Minimal= M         D=Decedent
	Setup Required/

Special Considerations

	Examples:

Minor Treatment,
Discharged Patient Holding
	S-7

Gym
	15
	0
	N
	24 hours
	Y
	N
	N
	M
	· Remove equipment to corridor outside staff locker room

· Provide mobile waste receptacles (including medical waste) and sharps containers

· Clean linen supply and dirty linen containers required

· No water source.  Provide alcohol foam and CaviWipes

	Inpatient, Delayed Treatment
	S-3

Patient Rooms
	26
	1
	N
	Extended
	N
	Y
	Y
	IM
	· Provide par linen supply

· Stock supply and medication Pyxis machines

· Contact Security to open rooms

· Contact Maintenance to open Nurses Station

	Critical Care Surge,
Immediate Treatment
	H-1

Gastroenterology Suite
	13
	3
	Y
	72 hours
	Y
	Y
	Y
	IN
	· Cancel non-emergency gastro and bronchial procedures

· Contact Security to unlock Gastro unit

· Dedicated waiting area is available

	Behavioral Health Surge
	A-2

Secure inpatient psychiatric unit
	27
	0
	N
	Extended
	Y
	Y
	Y
	IM
	· Can be used only if existing patients can be discharged or relocated 

	Deceased Patient Area
	Stores Ground Morgue
	10
	N/A
	N/A
	24 hours
	Y
	Y
	N
	D
	· Obtain morgue keys from Switchboard Operator

· Remove all carts to adjacent autopsy room

· Notify Maintenance to appropriately lower cooler temperature to address increased capacity

· Autopsy table can be used to decontaminate within limits of water containment capacity

	Minor Treatment,
Discharged Patients
	Heart Center 2nd Floor Reception Area
	25
	N/A
	N/A
	24 Hours
	N
	Y
	N
	M
	· Remove chairs to Heart Center corridor. 

· Provide mobile waste receptacles (including medical waste) and sharps containers

· Clean linen supply and dirty linen containers required

· No water source.  Provide alcohol foam and CaviWipes

· Provide par linen supply

· Stock supply and medication Pyxis machines.

	Inpatient Surge, Delayed Treatment
	Skilled Nursing Facility First Floor 

Rehab Hall
	20
	N/A
	Yes
	Extended
	N
	N
	Y
	IM
	· Rapid Decompression of admitted rehabilitation patients.

	
	Wellness Connection Center S6

Community Rooms
	25
	N/A
	Yes
	48 Hours
	Y
	N
	N
	M
	· Provide mobile waste receptacles (including medical waste) and sharps containers

· Clean linen supply and dirty linen containers required

· Provide alcohol foam and CaviWipes

· Provide par linen supply

· Stock supply and medication Pyxis machines.

	Pediatric Safe Area
	
	
	
	
	
	
	
	
	M
	· See Pediatric Safe Area Checklist, Attachment
· See list of non-emergency Pediatric Supplies and Equipment

	Decedent Patient Area
	
	
	
	
	
	
	
	
	IM
	· TBD


12.0 Table Definitions/Abbreviations: Add to/ individualize for your facility’s Areas/ abbreviations.
Building-Floor:  Identifies the area’s location within the Hospital campus.

Examples:          S=Schoellkopf        A=Auxiliary      W=Whitehead         H=Hodge

Site:   The area on the floor to be used (e.g. corridor, patient rooms, outpatient treatment rooms, etc.)

Capacity:   Number of stretcher patients the area is capable of holding.

AIIRs: Indicates capacity for patients in negative pressure or Airborne Infectious Isolation Rooms.

Cohort:  Refers to area’s ability to cohort patients exposed to or with the same disease.

Duration:   Recommended amount of time the area may house patients.

Secure Area:  Indicates the ability to secure the area.

On Generator:  Identifies areas powered by generator and with generator-fed electrical   outlets.

Level of Care/Treatment:  Level of patient care/ treatment that the area is best suited: Intensive; Intermediate; Minimal treatment

Medical gases/O2:  Wall oxygen/ suction available.

Setup Required/ Special Considerations: Preparation required prior to patient placement.   Review indicated Annex for event-specific needs.  Also contains special considerations (e.g. availability of water). 

Pediatric Safe Area (< 16 years): A supervised area to cohort all unaccompanied pediatric visitors or unaccompanied medically cleared pediatric patients in one central and safe location.
Behavioral Health Surge Area: Secure, inpatient psychiatric unit; or provides equivalent environment and one-to-one staffing ratio.
 Holding Area for Discharged Patients: The area is for stable, discharged patients awaiting transport to home or an alternate level of care. It is appropriately staffed, and meets basic safety and hygiene needs.
Decedent Patient Area: This area for patients who are triaged as expectant is staffed and in a quiet, private area; mental health and spiritual care staff are involved.
Attachment A: Steps for Requesting Temporary Suspension or Modification of Statutes and Regulations

When requesting suspension or modification of requirements of NYS law, the following procedures should be followed to ensure prompt and appropriate action:

1. Prepare to provide the following information:

a) a description of the difficulty experienced (how the statute or regulation restricts the ability to perform critical patient/resident operations or maintain the life safety of patients/residents);

b) if known, the specific statute or regulation;

c) a description of the modification you are requesting and how it will help; and

d) if possible, an estimate for the duration of the current circumstances. 

2. Initially contact the appropriate NYSDOH OPCHSM Regional Office (RO) Program manager/designee, who will then contact the Central Office (CO) Program that oversees your type of facility.  During weekends, holidays, and weekdays from 5 p.m. to   8 a.m. contact the NYSDOH Duty Officer directly. See Appendix A for contact information.  

3. Be prepared to provide additional information if necessary.  NYSDOH OPCHSM Program and Executive staff will review the request and, if appropriate, communicate the request to the Governor’s Office or to Centers for Medicare and Medicaid Services (CMS) (Region Two).  OPCHSM will inform the RO Program manager of the status of the request, or the need for additional information. The RO Program Director will reach out as needed. 

4. Once a decision is made; it will be communicated to the requesting provider(s) by the RO Program manager.  During a large scale emergency event, when multiple providers request the same relief, a general response to providers may be sent using the NYSDOH Health Commerce System (HCS) notification tool, notifying them of the response and any relevant details.  

[image: image1.png]NOTE: There are no statutes or regulations that have been “pre-approved” for suspension or
modification. Anew request must be made every time a disaster presents. NYSDOH will
evaluate and respond to each request based on the unique circumstances the emergency

presents.
The requester should not anticipate that a statute or regulation will be suspended or modified

until an Executive Order is issued.





Attachment B – Center for Medicare & Medicaid Services EMTALA                                                                                                          Fact Sheet

DEPARTMENT OF HEALTH & HUMAN SERVICES 

Centers for Medicare & Medicaid Service 

7500 Security Boulevard, Mail Stop S2-12-25 

Baltimore, Maryland 21244-1850 

Center for Medicaid and State Operations/Survey and Certification Group 
Ref: S&C-09-52 
DATE: August 14, 2009 
TO: State Survey Agency Directors 

FROM: Director 

  Survey and Certification Group 

SUBJECT: Emergency Medical Treatment and Labor Act (EMTALA) Requirements and Options for Hospitals in a Disaster 
In anticipation of a possible significant increase in demand for emergency services due to H1N1 influenza resurgence this fall several Federal agencies, State health departments, and hospitals have expressed significant concerns about compliance with EMTALA requirements during an outbreak. Many stakeholders perceive that EMTALA imposes significant restrictions on hospitals’ ability to provide adequate care when EDs experience extraordinary surges in demand. The attached fact sheet clarifies options that are permissible under EMTALA and should reassure the provider community and public health officials that there is existing flexibility under EMTALA. Among other things, the fact sheet notes that an EMTALA-mandated medical screening examination (MSE) does not need to be an extensive work-up in every case, and that the MSE may take place outside the ED, at other sites on the hospital’s campus. 

The fact sheet also summarizes the provisions governing EMTALA waivers. Surveyors and managers responsible for EMTALA enforcement are expected to be aware of the flexibilities hospitals are currently afforded under EMTALA and to assess incoming EMTALA complaints accordingly in determining whether an on-site investigation is required. They are also expected to keep these flexibilities in mind when assessing hospital compliance with EMTALA during a survey. 

Memorandum Summary 

Planning for Surge in Emergency Department Services: A brief summary of EMTALA requirements and options for hospitals experiencing an extraordinary surge in demand for ED services has been developed to assist hospitals and their communities in planning for a potential surge in ED volume this fall related to H1N1 influenza. 
Waiver Description: Rules governing EMTALA waivers are also described. 
Availability and Distribution of Summary Sheet: State Survey Agencies (SAs) are requested to distribute this summary sheet widely to hospitals and emergency response planning officials.

In anticipation of a possible significant increase in demand for emergency services due to H1N1 influenza resurgence this fall several Federal agencies, State health departments, and hospitals have expressed significant concerns about compliance with EMTALA requirements during an outbreak. Many stakeholders perceive that EMTALA imposes significant restrictions on hospitals’ ability to provide adequate care when EDs experience extraordinary surges in demand. The attached fact sheet clarifies options that are permissible under EMTALA and should reassure the provider community and public health officials that there is existing flexibility under EMTALA. Among other things, the fact sheet notes that an EMTALA-mandated medical screening examination (MSE) does not need to be an extensive work-up in every case, and that the MSE may take place outside the ED, at other sites on the hospital’s campus. 

The fact sheet also summarizes the provisions governing EMTALA waivers. Surveyors and managers responsible for EMTALA enforcement are expected to be aware of the flexibilities hospitals are currently afforded under EMTALA and to assess incoming EMTALA complaints accordingly in determining whether an on-site investigation is required. They are also expected to keep these flexibilities in mind when assessing hospital compliance with EMTALA during a survey.
Page 2 – State Survey Agency Directors 

To help dispel misconceptions among the provider community concerning EMTALA requirements, SAs are requested to distribute the attached fact sheet widely to the provider community in their State, as well as to State and local public health officials responsible for emergency preparedness. 

Questions about this document should be addressed to CDR Frances Jensen, M.D., at frances.jensen@cms.hhs.gov. 

Training: The information contained in this letter should be shared with all survey and certification staff, their managers, and the State/RO training coordinators immediately 

/s/ 

Thomas E. Hamilton 

cc: Survey and Certification Regional Office Management 

Attachment 
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FACT SHEET
Emergency Medical Treatment and Labor Act (EMTALA) & 
Surges in Demand for Emergency Department (ED) Services During a Pandemic 
I. What is EMTALA 

· EMTALA is a Federal law that requires all Medicare-participating hospitals with dedicated EDs to perform the following for all individuals who come to their EDs, regardless of their ability to pay: 

· An appropriate medical screening exam (MSE) to determine if the individual has an Emergency Medical Condition (EMC). If there is no EMC, the hospital’s EMTALA obligations end. 

· If there is an EMC, the hospital must: 

+ Treat and stabilize the EMC within its capability (including inpatient admission when necessary); OR 
+ Transfer the individual to a hospital that has the capability and capacity to stabilize the EMC. 

· Hospitals with specialized capabilities (with or without an ED) may not refuse an appropriate transfer under EMTALA if they have the capacity to treat the transferred individual. 

· EMTALA ensures access to hospital emergency services; it need not be a barrier to providing care in a disaster. 

II. Options for Managing Extraordinary ED Surges Under Existing EMTALA Requirements (No Waiver Required) 
A Hospitals may set up alternative screening sites on campus 
· The MSE does not have to take place in the ED. A hospital may set up alternative sites on its campus to perform MSEs. 

· Individuals may be redirected to these sites after being logged in. The redirection and logging can even take place outside the entrance to the ED. 

· The person doing the directing should be qualified (e.g., an RN) to recognize individuals who are obviously in need of immediate treatment in the ED. 

· The content of the MSE varies according to the individual’s presenting signs and symptoms. It can be as simple or as complex, as needed, to determine if an EMC exists.

· MSEs must be conducted by qualified personnel, which may include physicians, nurse practitioners, physician’s assistants, or RNs trained to perform MSEs and acting within the scope of their State Practice Act. 

· The hospital must provide stabilizing treatment (or appropriate transfer) to individuals found to have an EMC, including moving them as needed from the alternative site to another on-campus department. 

B Hospitals may set up screening at off-campus, hospital-controlled sites. 
· Hospitals and community officials may encourage the public to go to these sites instead of the hospital for screening for influenza-like illness (ILI). However, a hospital may not tell individuals who have already come to its ED to go to the off-site location for the MSE.
· Unless the off-campus site is already a dedicated ED (DED) of the hospital, as defined under EMTALA regulations, EMTALA requirements do not apply. 

· The hospital should not hold the site out to the public as a place that provides care for EMCs in general on an urgent, unscheduled basis. They can hold it out as an ILI screening center.

· The off-campus site should be staffed with medical personnel trained to evaluate individuals with ILIs.

· If an individual needs additional medical attention on an emergent basis, the hospital is required, under the Medicare Conditions of Participation, to arrange referral/transfer. Prior coordination with local emergency medical services (EMS) is advised to develop transport arrangements. 

C Communities may set up screening clinics at sites not under the control of a hospital 
· There is no EMTALA obligation at these sites. 

· Hospitals and community officials may encourage the public to go to these sites instead of the hospital for screening for ILI. However, a hospital may not tell individuals who have already come to its ED to go to the off-site location for the MSE.
· Communities are encouraged to staff the sites with medical personnel trained to evaluate individuals with ILIs. 

· In preparation for a pandemic, the community, its local hospitals and EMS are encouraged to plan for referral and transport of individuals needing additional medical attention on an emergent basis. 

III. EMTALA Waive 
· An EMTALA waiver allows hospitals to: 

· Direct or relocate individuals who come to the ED to an alternative off-campus site, in accordance with a State emergency or pandemic preparedness plan, for the MSE. 

· Effect transfers normally prohibited under EMTALA of individuals with unstable EMCs, so long as the transfer is necessitated by the circumstances of the declared emergency. 

· By law, the EMTALA MSE and stabilization requirements can be waived for a hospital only if: 

· The President has declared an emergency or disaster under the Stafford Act or the National Emergencies Act ; and 
· The Secretary of HHS has declared a Public Health Emergency; and 
· The Secretary invokes her/his waiver authority (which may be retroactive), including notifying Congress at least 48 hours in advance; and 
· The waiver includes waiver of EMTALA requirements and the hospital is covered by the waiver. 

· CMS will provide notice of an EMTALA waiver to covered hospitals through its Regional Offices and/or State Survey Agencies. 

· Duration of an EMTALA waiver: 

· In the case of a public health emergency involving pandemic infectious disease, until the termination of the declaration of the public health emergency; otherwise
· In all other cases, 72 hours after the hospital has activated its disaster plan 

In no case does an EMTALA waiver start before the waiver’s effective date, which is usually the effective date of the public health emergency declaration.
Attachment C – Pediatric Safe Areas and Checklist
Create/ identify a supervised area to cohort all unaccompanied pediatric visitors or unaccompanied medically cleared pediatric patients in one central and safe location. This central location will need to be pre-assigned and secured to ensure that minors cannot leave the area without an appropriate escort. Security personnel or other responsible staff will need to be trained to supervise and assist pediatric visitors who may be frightened or who have other mental health issues because of being involved in a disaster and separated from family members. 

Included in this section are three forms that may be helpful for the necessary hospital planning for a Pediatric Safe Area. These forms include: 

1. Pediatric Safe Area Checklist. This form was adapted from the Chicago Department of Health and outlines recommended steps to ensure that the Pediatric Safe Area is appropriately setup to receive children. 

2. Pediatric Safe Area Coordinator Job Action Sheet (JAS). Created for the staff coordinating the pediatric safe area. By having a JAS, staff can readily review what steps need to be taken to prepare for the possible influx of pediatric patients. See JAS at the end of this chapter. 

3. Pediatric Safe Area Register. This is a sample form that could potentially be used in the Pediatric Safe Area to monitor the arrival and departure of children. A copy of this register should be made available to the hospital Emergency Operations Center (EOC) on a frequent basis. 
	Pediatric Safe Area Checklist

	Area Reviewed: 

	Date Reviewed: 
	Time Reviewed: 

	Reviewer: 
	Yes
	No
	Follow-up Action Needed

	1. Is access to the area selected as the Pediatric Safe Area able to be controlled? 
    Can children be contained in this area? (Consider stairwells, elevators, doors.) 
	
	
	

	2. Is there a plan for security of the unit? 
	
	
	

	3. Have you conducted drills of the plans for this area with relevant departments? 
	
	
	

	4. Do you have a plan to identify the children? 
	
	
	

	5. Do you have a plan for identifying the mental health needs of these children? 
	
	
	

	6. If there is need, can various age groups be separated into different areas? (Consider whether older children pose a safety issue for younger children.) 
	
	
	

	7. Are enough staff available to adequately supervise the children? (Consider that younger children need more staff to supervise.) 
	
	
	

	8. Do you have a sign-in/sign-out sheet for all children and adults who enter the area? 
	
	
	

	9. Are all children admitted to the area required to have appropriate identification bracelets? 
	
	
	

	10. If children need to leave the area to use bathrooms, are there appropriate methods to escort them? 
	
	
	

	11. Is there a safe, stable area near a sink but away from eating areas for diapering? 

	
	
	

	
	Yes
	No
	Follow-up Action Needed

	12. Are there appropriate facilities for hand washing? 
	
	
	

	13. Does the area have fire and smoke alarms? 
	
	
	

	14. Is there adequate egress in case of fire? 
	
	
	

	15. Do the windows open? (Consider whether the windows could be used for egress in case of fire.) 
	
	
	

	16. Are the windows appropriately protected? Do they have window guards? 
	
	
	

	17. Is the area free of blinds, drapes or cords that could pose a strangulation hazard? 
	
	
	

	18. Are electrical outlets child-safe/covered? 
	
	
	

	19. Is the area free of any water basins/buckets/sinks that could pose a drowning hazard? 
	
	
	

	20. Is the area free of fans and heaters that could pose a safety risk? If fans or heaters are used, are they sectioned-off at a safe distance so that they do not pose a risk for burns or amputation? 
	
	
	

	21.   If radiators or hot pipes run through the area, are they covered to prevent burn hazards? 
	
	
	

	22. Are under sink areas and cupboards appropriately locked? 
	
	
	

	23. Is the area free of small toys and parts that would pose choking hazards? 
	
	
	

	24. Are cabinets and tables free of items that might topple on children? Is the area free of unstable, heavy items or carts that might topple on children? 
	
	
	

	25. If medical supplies are in the area, are medication carts and supply carts locked? Is access sufficiently controlled? Are medications and syringes at least 48" off the floor? 
	
	
	

	26. Are there safe, adequate sleeping accommodations available (i.e. foam mats on the floor) to avoid co-sleeping? 
	
	
	

	27. Are infants placed on their backs to sleep to reduce the risk of SIDS? 
	
	
	

	28. Are mattress surfaces firm and soft pillows and toys removed from infant sleeping areas? 
	
	
	

	29. Is the area smoke-free? 
	
	
	

	30. Are there adequate age-appropriate games, videos and toys to occupy the children? 
	
	
	

	31. Are there nutritious, age-appropriate snacks available for the children, avoiding foods that comprise a choking hazard for younger children? 
	
	
	

	32. Are there nearby childcare centers or other experts who could be approached to help or advise should it be necessary? 
	
	
	

	33. Have staff/volunteers who will be working in this unit received security clearance (e.g., no known child protection issues or criminal history)? 
	
	
	


Attachment D – Tools for Decompression Planning

Rapid Patient Discharge Assessment

Patient Care Unit Profile

Hospital Name: ___________________________________

Date:__________________

Unit Name: ____________________________________________________________________

(Note: on following forms, please be consistent and fill in the unit name as you listed here)

Name of person completing form: __________________________________________________

Title (e.g. Nurse Manager):________________________________________________________

Unit Type (Choose most specific type):
	(_) Medical
	(_) Neurology Only
	Critical Care

	(_) Surgical
	(_) Chemical Detox
	(_) Medical CCU

	(_) Pediatric
	(_) Physical Rehab
	(_) Surgical CCU

	(_) Cardiology Only
	(_) Hospice or Palliative Care
	(_) Cardiac CCU

	(_) Psychiatric
	(_) Step Down (Any type)
	(_) NICU

	(_) Oncology Only
	(_) Other: __________________
	(_) _____________________


CENSUS

· Total Number of Patients currently on the unit: ______

· Number of identified confirmed discharges (except critical care): _____
· Number of identified potential discharges (except critical care): ______

RETURN COMPLETED FORM TO BED MANAGEMENT COMMITTEE LEADER
	BED MASTER WORKSHEET FOR RAPID DISCHARGE

	 
	 
	 
	Round 1
	Round 2

	Unit Name
	Capacity
	Current Census
	Confirmed D/C's
	Potential D/C's
	Potential D/C's

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	Totals
	0
	0
	0
	0
	0

	J. Indelicato, 20160510
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