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Learning ObjectivesLearning Objectives

• Provide context for development of nationalProvide context for development of national 
discussion on standards of care in disaster 
situations

• Understand stratification of care model for 
healthcare delivery in disaster events

• Review IOM Crisis Standards of Care report 
(September 2009) key concepts

• Reflections on application of crisis standards of 
care in setting of Haiti catastrophe



Catastrophic Disasters in 
United States

1865  Steamship Sultana
1871  Forest fire

Mississippi River 1,547 
deaths

1889  Flash flood
1900  Hurricane

Peshtigo, WI      1,182   
Johnstown, PA 2,200+ 

1904  Steamship General
Slocum

Galveston, TX 5,000+
East River, NY 1,021+

1928  Hurricane
2001  Al-Queda Attacks

Okeechobee, FL 2,000+
NYC/Wash DC 3,000

2005 Hurricane Katrina Gulf Coast/MS/LA 1,000+
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Powell, Tia, Christ, Kelly C., Birkhead, Guthrie S. Allocation of Ventilators in a Public Health Disaster
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“save the most lives” [burning building/emergency]
“women and children first” [Titanic]women and children first  [Titanic]
“first come, first serve” [ICU/emergency]
“save most quality life years” [cost effectiveness rationing]q y y [ g]
“save the worst‐off” [organ transplant]
“save those most likely to recover” [PCN for syphilis in 
WWII]
“save those contributing to the well being of others”
“save those most likely to make society flourish”save those most likely to make society flourish





Driving ConsiderationsDriving Considerations

• Which patients should receive limited resources, 
and who decides?

• Should professional standards of care change? 
And what are the indicators leading to such 
h ? Wh t th t i fchange? What are the triggers for 

implementation?
Sh ld th l t i il i i l i it t• Should the law grant civil or criminal immunity to 
professionals acting in good faith?





Guidance forGuidance for 
Establishing Crisis g

Standards of Care for 
U i Di tUse in Disaster 

SituationsSituations



When To Adopt Crisis Standards of Care?
If contingency plans do not accommodate incident 
demands, healthcare practitioners will be faced with:

•severe shortages of equipment, supplies, and 
pharmaceuticals 
•an insufficient number of qualified healthcare 
providers
•overwhelming demand for services
•lack of suitable resources

Under these circumstances, it may be impossible to 
provide care according to the conventional standards 
of care used in non-disaster situations and under theof care used in non-disaster situations, and, under the 
most extreme circumstances, it may not even be 
possible to provide the most basic life-sustaining 
interventions to all patients who need them. 



Duty to Plan

“Note that in an important ethical sense, 
entering a crisis standard of care mode is 
not optional – it is a forced choice, based on 
th i it ti U d hthe emerging situation. Under such 
circumstances, failing to make substantive 
adjustments to care operations – i.e., not to 
adopt crisis standards of care – is very p y
likely to result in greater death, injury or 
illness.” 



The Vision
Fairness

Equitable processesEquitable processes
Transparency 
Consistency 
Proportionalityp y
Accountability

Community and provider engagement, 
education, and communication

The rule of law
A thoritAuthority 
Environment



Crisis Standards of Care

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



Crisis Standards of Care

This change in the level of care 
delivered is justified by specificdelivered is justified by specific 
circumstances and is formally 
declared by a state government, 
i iti th t i iin recognition that crisis 
operations will be in effect for a 
sustained periodsustained period. 



Crisis Standards of Care

The formal declaration that crisisThe formal declaration that crisis 
standards of care are in 
operation enables specific p p
legal/regulatory powers and 
protections for healthcare 
providers in the necessary tasksproviders in the necessary tasks 
of allocating and using scarce 
medical resources and 
implementing alternate care 
facility operations. 



Recommendations

1. Develop Consistent State Crisis Standards of Care Protocols with 
Fi K El tFive Key Elements

2. Seek Community and Provider Engagement

3. Adhere to Ethical Norms during Crisis Standards of Care

4 Provide Necessary Legal Protections for Healthcare Practitioners4. Provide Necessary Legal Protections for Healthcare Practitioners 
and Institutions Implementing Crisis Standards of Care

5. Ensure Consistency in Crisis Standards of Care Implementationy p

6. Ensure Intrastate and Interstate Consistency Among Neighboring 
Jurisdictions



THE CONTINUUM OF CARE: CONVENTIONAL, CONTINGENCY AND CRISIS

Altered Standard Resource
Practicing 
Outside Focus ofAltered Standard 

of Care
Resource 
Constrained

Outside 
Experience

Focus of 
Care

Conventional No No No Patient

Contingency Slightly Slightly No Patient

Crisis Yes Yes Yes Population



WHAT TO ‘EFFECT’ WHEN YOU ARE 
EXPECTING ( h )

REALLOCATE

EXPECTING (the worst)

ADAPT

REUSE

REALLOCATE

SUBSTITUTE

ADAPT

A V A I L A B I L I T Y  O F  R E S O U R C E S
CONSERVE

Conventional Contingency Crisis

LOTS LITTLE



SIR…..WE HAVE A PROBLEM
Conventional Capacity/ Standard of Care

REALLOCATE

REUSE

REALLOCATE

ADAPT

SUBSTITUTE

A V A I L A B I L I T Y  O F  R E S O U R C E S

LOTS LITTLE

CONSERVE



VANISHING RESOURCES
Contingency Capacity/Standard of Care

REALLOCATE

REUSE

REALLOCATE

ADAPT

SUBSTITUTE

A V A I L A B I L I T Y  O F  R E S O U R C E S

LOTS LITTLE

CONSERVE



THERE ARE NO MORE…….
Crisis Capacity/Standard of Care

REALLOCATE

REUSE

REALLOCATE

ADAPT

SUBSTITUTE

A V A I L A B I L I T Y  O F  R E S O U R C E S

LOTS LITTLE

CONSERVE



IOM Letter Report, September 2009



Sample Strategies to Address Resource Shortages

Conventional Capacity Contingency 
Capacity

Crisis 
Capacityp y p y

Prepare Stockpile supplies used

Substitute Equivalent medicationsSubstitute Equivalent medications 
used (narcotic 
substitution)

Conserve Oxygen flow rates 
titrated to minimum 

Oxygen only for 
saturations <90%

Oxygen only for 
respiratory failure

required, discontinued 
for saturations > 95%

% p y

Adapt Anesthesia machine for 
mechanical ventilation 

Bag valve manual 
ventilation

Reuse Reuse cervical collars 
after surface disinfection 

Reuse nasogastric tubes 
and ventilator circuits 
after appropriate 
di i f i

Reuse invasive lines 
after appropriate 
sterilization

disinfection

Reallocate Reallocate oxygen 
saturation monitors, 
cardiac monitors only to

Reallocate ventilators to 
those with the best 
chance of a goodcardiac monitors, only to 

those with critical illness
chance of a good 
outcome

SOURCE: Adapted from Hick et al. (2009). 
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