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Dear Healthcare Colleagues,

As members of the State Expert Panel on Disaster Ethics, we are proud to share with you this first draft of “Ethical Decision-Making in a Disaster.” We kindly ask that you review this document.

Phase I of this review involves sharing this document with healthcare providers  throughout the state with the intent that you help us to enhance this document through your suggestions and recommendations on how to improve it, identify what may be missing and what items need clarification. We must receive your feedback by December 15, 2007.

Along with this document, you will receive instructions on how to provide your feedback to the State Expert Panel.

During Phase II, key messages from this document will be taken to community advocacy groups throughout the state as we begin to educate the public about ethical decision-making in a disaster.

Phase III will then involve sharing key messages with the general public and also give them an opportunity to provide their feedback on these critical issues.

Feedback received from all three Phases will then be used to develop a final draft of this document.

Thank you for taking time to review this document and to consider these critical issues.

Sincerely,

State Expert Panel on Disaster Ethics
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Introduction

For two decades American citizens have recognized that there is a healthcare crisis. There are more than 42 million persons who are uninsured. On any given day, there are many Emergency Departments on diversion; that is, they cannot accept patients. Many urban hospitals have high census with many admissions and procedures being delayed while rural hospitals face cutbacks on services due to low volume and the high costs of providing services. Patients have been accustomed to long waits in doctor’s offices. In many areas of the country, there is a shortage of physicians, nurses and other health care professionals. Then, there is the high cost of health care and prescription drugs.

Although the healthcare system is “stressed” on a day-to-day basis, for the most part, there is somewhat of a balance between healthcare “needs” and “resources.” Patients do get seen and are treated. Healthcare professionals along with supplies and equipment are available to meet the needs of the patients that present to hospitals and physician offices. 

However, the uninsured, the underinsured and certain segments of society may not agree with these statements.

If the healthcare system is stressed on a day-to-day basis, the healthcare system will be overwhelmed in a disaster where “needs” will far outweigh” resources.” It is the intent of the State Expert Panel on Disaster Ethics that these ethical guidelines apply to any large-scale incident such as an explosion, building collapse, airplane crash, pandemic influenza and other such incidents.

The same significant imbalance between “needs” and “resources” occurred during Hurricane Katrina and its aftermath. Although the healthcare system is robust and resilient, any incident that will last more than a few days may result in a severe imbalance between “needs” and “resources.”

Purpose: The purpose of this document is to provide guidance to healthcare workers and the general public so that all have a better understanding of why certain decisions are made and how they will be implemented when there are limited resources. 

The State Expert Panel on Disaster Ethics has produced this document primarily as a basis for discussion so that both healthcare workers and the general public can take part in a dialogue to further refine these guidelines. The desired outcomes of these discussions are

· a greater awareness of the ethical issues that will arise during a disaster

· more realistic expectations of what to expect from the healthcare system in a disaster

· a sense of trust in the government and healthcare providers because healthcare workers and the general public have had an opportunity to be involved in the development of these guidelines

One such “all hazards” disaster scenario is pandemic influenza, which is similar to the influenza that may be caused by the “bird flu.” The following are assumptions that can be made with some assurance regarding pandemic influenza:

1. Pandemic influenza is inevitable.

2. To some extent, everyone will be affected by the influenza pandemic.

3. The first wave of the influenza pandemic may last from one to three months, while the entire pandemic may last two to three years.

4. Widespread illness in the community may also increase the likelihood of sudden and significant shortages of medical resources such as hospital beds, personnel and supplies.

5. Effective preventive and therapeutic measures including respiratory support, vaccines, antibiotics and antiviral agents will likely be in short supply.

6. Health care workers and first responders will likely be at higher risk of exposure to influenza than the general population, further impeding the care of patients.

The next pandemic may have a devastating impact on the health and well being of the people in our local community, the state, the nation and the world.  Table 1 illustrates the morbidity and mortality estimates of an influenza pandemic, based on a 30 – 35 percent attack rate and the severity of illness seen during the 1968 pandemic during a 6 - 12 week period
.  

	TABLE 1
	United States
	Wisconsin

	Persons Clinically Ill
	89 million
	1.9 million

	Patients Requiring Outpatient Care
	 42 million
	1 million

	Potential Hospitalizations
	 700,000
	22,000

	Potential Deaths
	200,000
	8,000


It is the intent of the State Expert Panel to hold discussions with healthcare workers and the general public so they have an opportunity to reflect upon and give input on these guidelines. The State Expert Panel will take the feedback from these discussions and incorporate it into the final draft.

This document is not intended to be a planning document or a “how to” manual, but rather it is intended to serve as a framework to communicate ethical dilemmas that will need to be addressed both by the healthcare community (the entire continuum of healthcare) and by the general public. 

Key Definitions 

Disaster: In this document, it refers to any incident that overwhelms the resources of the healthcare system, locally or regionally, and the effects of the disaster are expected to affect the healthcare system for more than 96 hours.

Disaster Ethics: A set of principles and values that serve to direct the duties, obligations and parameters of the delivery of healthcare in a disaster situation. Disaster Ethics is the study of what ought to be done in a disaster situation.

Healthcare Organization: In this document, the term, “healthcare organization,” refers broadly to all organizations that provide care to patients or clients. These include but are not limited to hospitals, public health departments, Emergency Medical Services, nursing homes, assisted living facilities, group homes, etc.

Healthcare Professional: All healthcare workers who are licensed, registered or certified.

Healthcare Worker: Any person who works in a healthcare organization

Section One: Fundamental Values

The State Expert Panel has identified certain beliefs and values that form the basis for ethical decision-making in a disaster. The State Expert Panel intends that these universal values consider the multiple religious, cultural, social, economic, geographic or ethnic backgrounds of the citizens of the State of Wisconsin. These beliefs and values answer the question “Why?” – “Why will my healthcare provider make these decisions?” As a society, having experienced such disasters as 9/11 and Hurricane Katrina, we need to reset our expectations. We need to realize that, in a disaster, things will not always go well; some people will die; some people may not get treatment. This document contains guidelines to help all of us, whether we are healthcare providers or members of the public, to understand how health care decisions may be made in a disaster. 

It is important to recognize while reviewing these values, that there is no hierarchical order to these values. No one value will trump another value. These values are complementary and, in some instances, one value will conflict with another. However, all these values will assist healthcare workers and members of the community make the tough ethical decisions that are necessary in a disaster.

Fairness: This value requires that healthcare resources be allocated fairly with a special concern that those most vulnerable are treated fairly. However, given the fact that there will be limited resources, the fair distribution of resources is governed not by what is best for the individual, but rather by the principle of “the greater good of the community.” Given the fact that resources are limited, decisions will be made that result in certain people getting these resources and others not getting these resources. Not every need will be addressed in a disaster.

Respect for Person: This value states that each person is a unique individual and is to be valued despite gender, ethnicity, age, religion, social status, economic value or any other variable. Since all persons are worthy of respect, it follows then that all persons must be treated fairly, justly and with dignity.

Respect:  With limited resources, some persons will receive treatment, some will receive limited treatment and some will receive no treatment. No matter what level of care is given, each person must know that they will always be cared for and will be treated with dignity. A person is, by nature, worthy of esteem and respect. For example, in the case of those, who may not receive treatment, they should be assured that they will be provided with dignified comfort care (see Section Eleven).

Solidarity: Each person makes a commitment not only to family and loved ones but also to the community. Solidarity means that each individual must consider the needs of others. When there are limited resources, each person has an obligation to care for the other, knowing that with limited resources, each person must consider the greater good of the community rather than one’s own self interest.

Limiting Harm: Each physician and healthcare professional commits to “do no harm”. With limited resources, healthcare professionals may not be able to meet the needs of all patients. In such cases, they will do as much good as possible for each patient, which means “limiting harm done to patients” because of the lack of necessary resources. For example, with hospitals filled with patients, patients, who would normally be hospitalized, may need to be cared for at home. In this case, there will be public messages available to advise family members on how to care for sick persons at home.

The following values are called “Procedural Values” because these are the values that should guide the process of decision-making:

Reasonableness: Treatment decisions are to be based on science, evidence, practice, experience and principles and be guided by the values that are identified in this document. Both healthcare workers and the public should at least understand that any science, evidence, practice, experience and principles being used for addressing healthcare decisions in a disaster are reasonable. Reasonableness is the quality of being believable and acceptable by the average person.

Transparency/Openness: The process of discussing the guidelines in this document and how these guidelines will be applied in a disaster is open to public discussion and scrutiny. This period of discussion is an opportunity for both healthcare workers and the public to provide their recommendations about editing the guidelines and to have their recommendations recognized and acted upon.

Inclusiveness: These guidelines are a draft. Any decisions made are to be made explicitly with the intent of including the views of healthcare workers and the public. There should be opportunities to engage healthcare workers and the public in the decision-making process and to have a methodology for making their opinions known and knowing that their opinions are acted upon.

Responsiveness: There will be opportunities to revisit and revise these guidelines as new information emerges, especially throughout the actual crisis. There are mechanisms to address comments, recommendations, disputes and complaints.

Responsibility: Both healthcare workers and the public have an obligation to participate to the extent possible in these discussions and to offer their opinions and recommendations about these guidelines. During the actual crisis there is an obligation to understand and accept the decisions that will be made, unless there is sufficient reason to appeal the decisions.

Preface to Ethical Responsibilities for Preparedness

Given the very serious ramifications of limited resources in a disaster and its accompanying decisions and outcomes, there is an ethical responsibility on the part of healthcare workers and the general public to prepare themselves for decision-making and the allocation of scarce resources in a disaster. Since the events of 9/11, healthcare organizations have devoted significant time along with human and financial resources to evaluate their capacity and capability in preparedness for a response to a disaster. These efforts have been supplemented with federal preparedness funds to assist healthcare organizations in this costly endeavor.

The State Expert Panel assumes that healthcare organizations have been committed to these preparedness efforts and can attest to the significant accomplishments that have been made since the events of 9/11. For the purposes of this document, the State Expert Panel focuses on the ethical responsibilities of preparedness, first, for healthcare leadership; second, for healthcare professionals; third, for federal and state government; fourth, for business, and fifth, for the general public.

The State Expert Panel believes its ethical responsibility is to identify the ethical issues that will occur in a disaster, to provide initial guidance regarding ethical decision-making, to provide a forum for discussion of these ethical issues and then to take the feedback from these discussions and implement it into the final version of its document. Both healthcare workers and the public need to know that even with healthcare organizations “being prepared” and following all these ethical and medical guidelines, there may be loss of life for those who do not get the necessary treatment due to the potential of limited resources.

Based on the Fundamental and Procedural Values, the following “Ethical Responsibilities” are formatted as a checklist with a rationale for each checklist item.

Section Two: Ethical Responsibilities of Healthcare Leadership

 FORMCHECKBOX 
 To provide consistent and rational leadership in organizing a response to the crisis at hand

Rationale: Leaders need to set a tone of calmness and confidence; to participate in planning and exercising disaster plans; to collaborate with other emergency responders outside of the healthcare organization; to understand how to manage the incident using the Incident Command System; to seek out and to disseminate accurate information.

 FORMCHECKBOX 
 To have a process in place at the healthcare organization for personnel to think through and discuss their “duty to care”

Rationale: All healthcare professionals and, indeed, all healthcare workers because of their commitment to the Mission and Values of their organization, have committed themselves in a special way to care for their patients. However, there is no policy that can be written to tell the healthcare worker what to do when faced with a conflict between caring for patients and caring for family and other personal concerns. The State Expert Panel believes that healthcare leadership has a responsibility to provide their personnel with an opportunity to think through and discuss this “duty to care” and develop their own personal plan along with their family members on how they will respond to their work responsibilities in a disaster.

 FORMCHECKBOX 
 To have a plan in place to keep personnel safe in a disaster

Rationale: Healthcare leadership is morally and legally bound to provide a safe working environment. It is incumbent upon health care leadership to anticipate the needs of its workers in a surge or a sustained disaster incident. To a great extent, on-going disaster preparedness initiatives and the required Hazards Vulnerability Analyses address these issues. For example, many hospitals have increased stockpiles of personal protective equipment to protect their staff in an outbreak of infectious disease.

 FORMCHECKBOX 
 To have a plan in place to allow personnel to care for their family, pets, property and other personal concerns when called to serve in a disaster

Rationale: Healthcare workers are “moms and dads,” grandparents, relatives and friends and thus are also committed to their loved ones. Healthcare workers need to know that their loved ones are cared for during a disaster, that they can communicate with them, and that their loved ones are protected from the effects of the disaster. Planning should consider working with personnel to determine what they believe their needs will be when serving in a disaster. Healthcare leadership is to make best efforts to meet the needs of their personnel. 

 FORMCHECKBOX 
 To have a plan in place for the allocation of limited and scarce resources

Rationale: Issues about the allocation of scarce resources must be thought through beforehand even though it is difficult to anticipate all the variables that may occur in particular disasters. However, it must be anticipated that the disaster will create dire circumstances and there may be limited to no resources available. This scarcity of resources may be community and even state wide. Conservation and allocation of scarce resources will be necessary.

 FORMCHECKBOX 
 To know and mitigate, to the extent possible, the vulnerabilities of the healthcare organization and its personnel and the implications of these vulnerabilities in a disaster

Rationale: The intent here is not to repeat the Hazards Vulnerability Analysis, which every healthcare organization has already completed, but rather identify those vulnerabilities that may exacerbate the ethical issues, identified in this document. For example, a hospital that has not addressed “duty to care” issues with its personnel may find itself without needed personnel or without the necessary preparations to care for its personnel.

 FORMCHECKBOX 
 Leaders must be collaborative with other emergency responders

Rationale: Leaders must recognize that they are part of a national, state, regional and local team, and part of the National Response Plan and the National Incident Management System. Healthcare leadership has a responsibility to know how to function under the Incident Command System so as to integrate its efforts with those of other emergency response partners. This collaboration is to include planning and exercising with local and regional private and governmental partners and other healthcare organizations.

 FORMCHECKBOX 
 Leaders must plan for the fair distribution of resources

Rationale: Leaders must ensure that there is a process in place at their healthcare organization for the fair distribution of resources. This includes both the educational opportunities for clinicians to be informed of the guidelines for ethical decision-making and also a process for making ethical decisions. This could be accomplished through a vehicle such as a “Clinical Review Committee” that meets to review criteria for admission, discharges, procedures, and allocation of scarce resources.

 FORMCHECKBOX 
 Leaders must be non-competitive

Rationale: To achieve “the greater good for the community” leaders must set aside competitive goals and do what is best for the community. Leaders must ensure that there are agreements in place for the sharing of supplies, equipment and personnel and also for the triaging and acceptance of patients, based on what is best for the patients and the community.

 FORMCHECKBOX 
 Leaders must keep the healthcare infrastructure operational

Rationale: Leaders must ensure that the healthcare organization can operate on its own at a minimum for 96 hours and potentially for longer periods of time. This means rethinking strategies such as “just-in-time” inventories. This also must include plans for the conservation of supplies and also plans to ensure that there are adequate personnel or policies for “essential patient care” that “extends” the productivity of personnel.

 FORMCHECKBOX 
 Leaders must be present and communicate consistently with their personnel

Rationale: Leaders must ensure that there is a process for personnel to be kept informed of information that they need to know to do their job and function properly in a disaster situation. Information also includes ensuring that there are methodologies in place for leadership to “listen” to the needs of their personnel and patients.

 FORMCHECKBOX 
 Leaders must recognize that they may not be the decision makers in all instances

Rationale: Leaders must have a process in place for decisions to be made at the proper time by the proper persons. Functioning under the Incident Command System will provide the structure for such decision-making. Leadership is to ensure that the healthcare organization is well versed and well practiced in the implementation of the Incident Command System.

Under the Incident Command System, the “Agency Executive” maintains the responsibility for the overall operations of the healthcare organization. Leadership must assign the appropriate persons with back-ups who can assume the top eight positions
 of the Incident Command System, understanding that the type of incident will determine which person can best fulfill these roles.

 FORMCHECKBOX 
 Leaders are to include recovery in their disaster planning

Rationale: Leaders are responsible for the safety and well-being of personnel. Based on past disaster experiences, personnel debriefing and support resources are to be identified so that they are readily available as soon as there is a need. It is likely that recovery resources will need to be in place for long periods of time after the disaster, since many will be affected by “post-disaster distress.”

 FORMCHECKBOX 
 Leaders have a responsibility to plan for continuity of operations.

Rationale: Given the high potential for the depletion of material and human resources in a disaster, the healthcare organization must not deplete itself to the degree that it cannot survive and continue to serve as an asset to the community. There needs to be a “battalion in reserve” so that the healthcare organization can continue its mission after the disaster.

Section Three: Ethical Responsibilities of Healthcare Professionals

Healthcare professionals, making decisions with limited resources, must do so with as much knowledge and training as possible. It is the purpose of this document to assist healthcare professionals to be accountable by reviewing the types of decisions that must be made and by determining which decisions will be the most effective and the most equitable. It will be important for healthcare professionals to simulate making these decisions through table-top exercises, discussions and feedback from various sources as to develop a measurable action plan. 

Healthcare professionals are accountable to the community for the decisions that they make. It is the purpose of this document to outline the measures, by which healthcare professionals can be held accountable both by their peers and by the community.

 FORMCHECKBOX 
 Healthcare professionals are to devote time and resources to preparedness

Rationale: Continuing education for many professions is not only a licensing requirement; it is an ethical imperative for all. Every professional has a responsibility to practice his/her profession according to the current “expectation.” Being prepared and knowing what is required of each healthcare professional in a disaster is the “expectation” today. In a very true sense, “the bar has been raised” and society “expects” that healthcare professionals are prepared.

For example, physicians are “expected” to have knowledge of disaster preparedness such as being aware of the healthcare organization’s disaster plans, infection control measures, and their expected role in a disaster. The community has certain expectations of how their physician will make treatment decisions in a disaster. 

 FORMCHECKBOX 
 Healthcare professionals are to personally consider and also to consider in collaboration with their peers the various ethical dilemmas they will face when there are limited resources and determine the strategies they must implement to manage scarce resources. The following examples are included here to illustrate such ethical dilemmas:

a. With limited personnel, how far out of my scope of practice may I work, knowing that without the care and treatment I provide, patients may be harmed?

b. If there are insufficient supplies of personal protective equipment, should I put myself and my fellow caregivers and other patients at risk and continue to care for contagious patients without the benefit of personal protective equipment?

Rationale: There are many new ethical questions that have been raised because of our experience with large sale incidents. Although no one person can resolve all of these questions, there is an ethical responsibility to consider such issues and to involve oneself in professional discussions or studies about such issues.

For further responsibilities of healthcare professionals, see Section Seven: Duty to Care.

Section Four: Ethical Responsibilities of Federal, State and Local Government

 FORMCHECKBOX 
 To ensure that there are plans to protect the health and safety of its citizens

Rationale: The public expects that its elected officials, whether federal, state or local, have exercised their leadership to ensure that all emergency responders have the support of government and have established, implemented and exercised emergency response plans to protect the health and safety of the public. 

 FORMCHECKBOX 
 To ensure that there is interoperability of response if the assets of the federal government and other states are required.

Rationale: The public is aware of what appeared to be an uncoordinated response in some previous disasters. The public expects that its elected officials, whether federal, state or local, have systems in place and have exercised the systems necessary to coordinate the local and state response with federal and other states’ assets.

 FORMCHECKBOX 
 To work collaboratively with other emergency responders, including the military, to facilitate an integrated response among all emergency response organizations.

Rationale: Federal, state and local government have the responsibility to ensure that all emergency responders work collaboratively to integrate their emergency response plans so that there is coordination in the response, especially when the incident crosses over the boundaries of a jurisdiction or various jurisdictions.

 FORMCHECKBOX 
 To ensure that that there are consistent and authoritative public messages in a disaster

Rationale: The National Incident Management System provides the structure by which consistent messaging can be provided to the public. The public is aware that such systems have failed in the past. It is important that federal, state and local officials test this system on a regular basis to ensure that all emergency response organizations know the appropriate protocols and, most importantly, have demonstrated proficiency in implementing these protocols through exercise.

 FORMCHECKBOX 
 To be aware of the needs of “special populations” in a disaster

Rationale: There are “special populations” that can be defined broadly as any person or group with special needs such as the elderly, children, the medically fragile, those with communications barriers, etc. Government needs to know the needs of these groups and have plans on how to meet their needs in an emergency situation such as, how does the government communicate with these groups in a disaster? 

 FORMCHECKBOX 
 To enact legislation that will assist healthcare workers to perform their necessary functions in a disaster.

Rationale: It is the role of government to set rules and regulations to govern the delivery of services such as healthcare. In normal circumstances, these rules and regulations protect the public and the healthcare workers. In a disaster, healthcare workers will need to take extraordinary measures to provide treatment, given a surge of patients and the high potential for the scarcity of resources. Processes should be in place to allow for the waiver or suspension of rules and regulations to allow healthcare workers to do whatever is necessary in a disaster to provide treatment to those in need.

 FORMCHECKBOX 
 To establish the public policy necessary so that society can continue to function in a disaster.

Rationale: Government not only has a responsibility to ensure the continuity of governmental operations, but it must also ensure that society can continue to function during a disaster. This will involve issuing directives in an infectious disease outbreak regarding social distancing such as isolation and quarantine, the closure of schools, businesses and other public gatherings. It may also be necessary to have in place a system to allow citizens to maintain normalcy through the suspension of certain rules and regulations. For example, renters may not have wages due to work closure. Thus, there may be the need to suspend rules on evictions, on maintaining utilities and insurances, etc. for the duration of the disaster.

Section Five: Ethical Responsibilities of Business

Businesses are ethically responsible for putting measures in place to protect employees and business operations. Many businesses produce goods and services that are necessary for the maintenance of society. Businesses must have processes in place to ensure that essential services are maintained.

 FORMCHECKBOX 
 To have a plan in place to keep personnel safe in a disaster

Rationale: Management is morally and legally bound to provide a safe working environment. It is incumbent upon management to anticipate the needs of its workers in a disaster incident. Management needs to identify the services and products that will need to be maintained and the effects that this will have on its workforce.

 FORMCHECKBOX 
 To have a plan in place to allow personnel to care for their family, pets, property and other personal concerns when called to serve in a disaster

Rationale: Workers need to know that their loved ones are cared for during a disaster, that they can communicate with them, and that their loved ones are protected from the effects of the disaster. Management should consider working with personnel to determine what they believe will be their needs when fulfilling their job responsibilities under the stressful conditions of a disaster. Management is to make best efforts to meet the needs of their personnel. 

 FORMCHECKBOX 
 To have a plan in place for the appropriate allocation of services and products

Rationale: It is very likely that productivity and output at businesses will be diminished by a workforce that is ill and/or injured and by a diminished supply of resources necessary to produce services and products. Businesses should consider how to prioritize the delivery of their services and products so that the greater good of the community can be served versus selling services and products to those willing to pay the highest price.

 FORMCHECKBOX 
 To know and mitigate, to the extent possible, the vulnerabilities of the business and its personnel and the implications of these vulnerabilities in a disaster

Rationale: The intent here is for management to identify those vulnerabilities that may cause the business not to be able to continue providing its services and products and what can be done in the planning phase to maintain, as much as possible, continuity of operations.

 FORMCHECKBOX 
 Management must focus on the greater good of the community

Rationale: To achieve “the greater good for the community” businesses may need to set aside competitive goals and do what is best for the community. Management should consider how they will collaborate with their business partners and their competitors to ensure that services and products, necessary for the maintenance of society, are available. This may involve businesses being willing to share supplies, equipment and personnel with one another.

 FORMCHECKBOX 
 Business must keep their business infrastructure operational

Rationale: Management must ensure that the business can operate in a disaster on its own at a minimum for 96 hours and potentially for longer periods of time. This means rethinking strategies such as “just-in-time” inventories. This also must include plans for the conservation of supplies and also plans to ensure that there are adequate personnel to maintain services and products.

 FORMCHECKBOX 
 Business must communicate consistently with their customers in a disaster

Rationale: Management must ensure that there is a process for customers, especially those customers that provide essential services to the community, to be kept informed of the status of orders and deliveries of services and products.

 FORMCHECKBOX 
 Businesses should voluntarily participate in planning for a disaster 

Rationale: Healthcare organizations are preparing to treat a surge of patients. Businesses that support critical community infrastructure, such as healthcare organizations, utilities, and first responders should consider their role in assisting these critical infrastructure organizations. In some cases, this may include stockpiling supplies and equipment that are essential for these organizations. 

Section Six: Ethical Responsibilities of the General Public
The general public is responsible for taking part in discussions about ethical issues and to ask their healthcare providers questions regarding their preparations for such ethical decision-making, and, ultimately, to abide by the treatment decisions made by their healthcare providers.

 FORMCHECKBOX 
 To know the vulnerabilities that will put you at greater risk in a disaster

Rationale: Individuals must do an assessment of their situation to determine what vulnerabilities could adversely affect them or their family members in a disaster and then to develop a plan to address these vulnerabilities. For example, if the family members are all in different locations during the day, determine how and where will they meet or communicate.

 FORMCHECKBOX 
 To teach children age-appropriate self-preservation skills

Rationale: It is possible that families may be split up or not be able to come together in a disaster, at least for a period of time. Parents have a responsibility to teach their children how to care for themselves in a disaster by knowing where to go or whom to call. For example, some children need the basic skills of knowing how to manage on their own in the midst of a strange environment until they can be reunited with their parents.

 FORMCHECKBOX 
 To have a plan to be self-sustaining in a disaster

Rationale: It is very possible that in a large scale incident help will not be available immediately or help may be delayed for a significant amount of time, even for special populations. The public must have the capability of sustaining themselves for at least 72 hours, if not longer, and should not have the expectation that help will be available immediately or in the short-term.

 FORMCHECKBOX 
 To recognize that each person is a member of the community and to achieve “the greater good for the community”, each person must have a spirit of altruism and self-sacrifice 

Rationale: Community members must recognize that a large number of people may be affected in a disaster and not every one will be able to get personal attention and, in some cases, they may not receive attention at all. The medical “triage” system, itself, is based on the fact that there will be some who are “first in line” and others who are “last in line” and some who may not even get “in line.” The imbalance that will occur in a disaster between needs and resources will necessitate each person recognizing that they may need to defer to the needs of others in order to support the infrastructure of society. A person may need to defer his/her own needs to meet the needs of others.

 FORMCHECKBOX 
 To recognize that each person must comply with public health and healthcare directives about prevention and treatment

Rationale: Personal preferences must defer to the community good. For example, this may mean that individuals may be directed to care for loved ones at home because there will be limited treatment available at hospitals or physician offices. Another example is that in certain situations, a directive to wear a mask to stop the spread of disease may not be a choice, but rather a directive that must be complied with to protect the community. There may be legal consequences for not complying with these directives.

 FORMCHECKBOX 
 To recognize that treatment, medications, supplies and healthcare personnel may be scarce

Rationale: Community members must have realistic expectations that treatment may be limited very much like the availability of organs for transplantation. Although there may be limitations on medications and supplies, the greatest limitation for the treatment of sick or injured persons may be the lack of sufficient healthcare workers to meet the needs of the large number of patients.

 FORMCHECKBOX 
 To recognize that there will be a priority for receiving certain medications and vaccines and other treatments, based on ethical and medical indicators.

Rationale: In pandemic influenza, for example, there will be no immediate therapeutic counter measures available such as vaccines. Once vaccines become available, they may be given in priority order, based on scientific and clinical indicators, developed by federal and state health officials. 

 FORMCHECKBOX 
 To recognize that each person has both the right and responsibility to take part in the discussions about ethical decision-making prior to any incident

Rationale: It is critical that each person be part of the discussions that lead to the formation of guidelines and directives about health care decision-making and public policy in a disaster.  Each person must be part of this process so that they have the understanding necessary to comply with these decisions and directives and, most importantly, to abide by the decisions of those in authority.

 FORMCHECKBOX 
 To respond cohesively as a community to the crisis at hand

Rationale: To a great extent, the manner in which the community responds to the crisis will determine the effectiveness of public safety and public/private healthcare responses. The community will need to work together to ensure that “neighbors,” especially the vulnerable, e.g. a medically fragile person living alone, are cared for, since many of the normal assets such as police, fire, EMS, Home Care may be overwhelmed. In past incidents, there have been outbreaks of lawlessness. Thus, the community will need to work together, in collaboration with law enforcement, to keep their neighborhoods safe. 

 FORMCHECKBOX 
 To do what is possible to support those persons who are responsible for maintaining the critical infrastructure of the community

Rationale: An incident will call upon all community members to put the common good before their individual good. This means, in simple terms, looking out for one another. The community will also be called upon in a special way to assist those who are responsible for maintaining the societal infrastructure, e.g. police, fire, healthcare workers, utility workers, etc. For example, this may involve assisting the families of these “essential” workers, especially if they are called to work extended shifts to maintain this critical infrastructure.

Section Seven: Duty To Care

The “duty to care” is a duty incumbent upon healthcare professionals. All healthcare workers provide essential functions and all contribute to patient care. Thus, this “duty” is incumbent upon all healthcare workers. Especially in high-risk incidents, all healthcare workers along with other critical infrastructure workers will be faced with conflicting obligations. Do I report to work to care for those to whom I have professionally committed myself? Or, do I stay at home to care for my spouse and family to whom I also have committed myself? 

This same “duty” applies to everyone because in a disaster, when there are limited resources, each person has an obligation to care for others, knowing that with limited resources, all must think of the greater good rather than think only of themselves.

The following describes some of the “Lessons Learned” from the SARS outbreak in Toronto:

“As a number of commentators have noted, SARS exposed the vulnerabilities of our health care systems and governance structures. Health care professionals and hospital systems that bore the brunt of the SARS outbreak continue to struggle with the aftermath of the crisis. Indeed, healthcare professionals – both in clinical care and in public health were severely tested by SARS. Unprecedented demands were placed on their skills and expertise, and their personal commitment to their profession was severely tried. Many were exposed to serious risk of morbidity and mortality, as evidenced by the World Health Organization figures showing that approximately 30% of reported cases were among healthcare professionals, some of who died from the infection. Despite this challenge, professional codes of ethics are silent on the issue of duty to care during communicable disease outbreaks, thus providing no guidance on what is expected of healthcare professionals or how they ought to approach their duty to care in the face of risk.

In the aftermath of SARS and with the specter of a pandemic avian influenza, it is imperative that we (re)consider the obligations of healthcare professionals for patients with severe infectious diseases, particularly diseases that pose risks to those providing care. It is of pressing importance that organizations representing healthcare professionals give clear indication of what standard of care is expected of their members in the event of a pandemic. In this paper, we address the issue of special obligations of healthcare professionals during an infectious disease outbreak. We argue that there is a pressing need to clarify the rights and responsibilities of healthcare professionals in the current context of pandemic flu preparedness, and that these rights and responsibilities ought to be codified in professional codes of ethics….

An honest and critical examination of the role of healthcare professionals during communicable disease outbreaks is needed in order to provide guidelines regarding professional rights and responsibilities, as well as ethical duties and obligations.”

As the authors of the above article have noted, there needs to be further discussion on the “duty to care” so that healthcare professionals think through this responsibility and develop their own personal philosophy on how they will respond in a disaster. Healthcare organizations also have the responsibility to assist both their professional and support staff
 to think through these ethical dilemmas. 

There is also a reciprocal “duty to care” responsibility of the healthcare organization to care for those staff that do respond in a disaster. In essence, the healthcare organization should communicate to its staff that, if you care enough to put yourself and your family at risk by showing up for work, here is what we will do for you (beyond what is legally required) to show that we care for you and recognize the conflicts and dilemmas that you are facing.

The following are some “duty to care” responsibilities that should be considered:

Healthcare Professionals

 FORMCHECKBOX 
 Each healthcare professional association should investigate its “Code of Ethics” to determine what is already written regarding the “duty to care” and, if there is no mention of this, whether a “duty to care” statement needs to be included in the Code.

Rationale: Professional associations have a responsibility to recommend “position statements” on key issues that affect their constituents. A recent study by the World Health Organization showed that the “duty to care” was not addressed formally in most professional codes of ethics. Each association should address this issue on behalf of its constituents and also involve its constituents in the formation of such a policy.

 FORMCHECKBOX 
  Each person has a responsibility to consider these “duty to care” commitments and how they will be carried out in a disaster prior to any incident.

Rationale: A professional makes a commitment to his/her professional responsibilities. At the same time, the professional has commitments to family and other personal interests.  The professional cannot make these decisions in isolation but, professionally, should involve his/her colleagues and, personally, should involve his/her family in discussions about these “duty to care” decisions.

 FORMCHECKBOX 
 Each healthcare professional should make a personal and professional decision about his/her “duty to care” when working conditions become unsafe.

Rationale: Unsafe working conditions will cause severe conflicts for healthcare workers, knowing that they have an obligation to care for their patients and also an obligation to care for themselves. An example of such a situation may be when supplies of personal protective equipment are no longer available. There will be those personnel who will volunteer to put themselves “in harm’s way” and work without personal protective equipment, once supplies are depleted and also those, who will not make this decision. How the healthcare organization will deal with this situation is not yet clearly identified.

 FORMCHECKBOX 
  Each healthcare professional has a responsibility to care for his/her health and not to report to work if it puts others at risk if he/she is ill.

Rationale: This should be a responsibility that is carried out on a day-to-day basis and not only in a disaster. But there are those who are willing to go to the “max” when the circumstances are dire and patients are in need. A professional must know his/her limitations.

Hospital Leadership and Management

 FORMCHECKBOX 
 Leadership has written plans, guidelines, and policies in place about requesting staff, over a prolonged period of time (weeks and months), to work long hours, multiple shifts and to assume high risk duties that may occur in times of a disaster.

Rationale: The organization has a responsibility to develop plans, guidelines and policies for expected eventualities. Each organization should have policies to manage human resource issues in a disaster. Leadership should involve the workers themselves in the development of these policies. These policies should be made known to workers prior to any incident. 

 FORMCHECKBOX 
 Leadership has plans, guidelines and policies in place about how to respond to staff that do not show up for work and to recognize what are acceptable reasons

Rationale: Employees will obviously be faced with conflicting obligations and some will not show up for work because of these conflicts. This could result from such directives from Public Health authorities, calling for the closing of schools and day-care. Others may not show up simply out of fear. There may also be good reasons for healthcare workers not to report to work such as when they are sick, which would put the patients and other staff at risk by spreading the disease. Given healthcare worker shortages today, these issues must be thought out beforehand so that operations can return to normal as soon as possible. There is the likelihood that there may be the “disaster after the disaster” as employees confront other employees, who may not be perceived to have done their fair share during the disaster.

 FORMCHECKBOX 
 Leadership has a process in place for the managers and supervisors to monitor the stress levels and demands on staff during the disaster

Rationale: Employees will be working under harsh conditions and will be professionally and personally affected by the disaster and the decisions that are being made. The organization has the responsibility to have a system in place to monitor the safety and well-being of its employees, even given the fact that managers, supervisors and administrators, themselves, will also be affected.

 FORMCHECKBOX 
 Leadership has a plan in place (developed prior to the disaster) to care for healthcare workers and their needs in a disaster

Rationale: During Hurricane Katrina some workers came to work only if they knew they could bring family members.  Healthcare organizations found that they quickly ran out of food and supplies and could not take care of even some of the personal hygiene needs of these families. In addition, workers will need to rest; they will need to debrief and so much more.

 FORMCHECKBOX 
 Leadership facilitates, to the extent possible, that the Human Resource decisions that are made at one healthcare organization are consistent with the decisions made at other healthcare organizations across the state

Rationale: Consistency of approach in caring for personnel is necessary in a disaster. Healthcare organizations have an obligation to collaborate in the development of these plans so that they are able to not only learn from one another but also so that personnel can be assured that there will be consistency in how all healthcare workers will be treated in a disaster.

 FORMCHECKBOX 
 Leadership has a process in place for the debriefing of staff and to identify and address their needs during the Recovery process.

Rationale: Employees working in a disaster will have many physical, social, emotional and spiritual needs, causing “moral distress,” which is the result of a person who knows what the right thing to do is, but cannot do it because of lack of materials or human resources.  

The healthcare organization must also ensure that there is a short-term and long-term plan to manage the safety and well-being of employees during the recovery period. It should be emphasized that the recovery period may last a long time and may not be limited to weeks or even months. The plan, implemented, in a disaster, to monitor the safety and well-being of employees then must continue until the healthcare organization has confidence that the physical, emotional and social issues of the employee/patients have been sufficiently resolved.

Section Eight: Shortages of Personal Protective Equipment

Most healthcare organizations along with their state preparedness programs have established stockpiles of personal protective equipment, knowing that this equipment will be needed in large quantities in a pandemic or another infectious disease outbreak. Healthcare organizations know that, even in normal times, there are often back orders for this personal protective equipment. Healthcare organizations also know that most manufacturers and distributors do not hold extra inventories of this equipment in reserve for high demand situations. 

Projections of the amount of personal protective equipment needed in a pandemic, using such projection models as “FluSurge” from the Centers for Disease Control (CDC), show that there would not be sufficient funds to purchase the large quantities needed, let alone finding the storage space for this personal protective equipment.

This high potential for these shortages of personal protective equipment raises two serious ethical dilemmas for the healthcare organization. First, what are the strategies or “work-arounds” that can be deployed when there are shortages of personal protective equipment? Second, what will the healthcare organization do if there are not sufficient numbers of employees who volunteer to work without personal protective equipment and there are patients that need to be cared for? It is likely that there will be increased mortality and morbidity because of insufficient staff to care for these patients. Is there a point at which the healthcare organization will need to say “There is nothing more that we can do for our patients”?

The healthcare organization will be caught in a dilemma between their responsibility to not put employees at risk and their responsibility to provide care and treatment for patients. There will be those employees who will volunteer to care for patients even knowing that they will not have the necessary personal protective equipment. This raises a myriad of ethical and legal issues for healthcare organizations. For example, there are the unresolved issues of how liability insurance and workers compensation would apply in such a scenario where the organization was unable to follow proper procedures due to lack of resources. If the employee is not covered by traditional insurances, is there an obligation for the healthcare organization, under the principle of reciprocity, then to provide assistance to those who volunteer? 

Employers are responsible for providing a safe and healthful workplace for their employees. The role of the Occupational Health and Safety Administration (OSHA) is to assure the safety and health of America’s working men and women by setting and enforcing standards and encouraging continual process improvement in workplace safety and health. 

The Occupational Safety and Health Act requires employers to comply with hazard-specific safety and health standards. In addition, pursuant to Section 5(a) (1), the General Duty Clause of the Act, employers must provide their employees with a workplace free from recognized hazards likely to cause death or serious physical harm. Employers can be cited for violating the General Duty Clause if there is a recognized hazard and they do not take reasonable steps to prevent or abate the hazard.

In the publication, “Pandemic Influenza Preparedness and Response Guidance for

Healthcare Workers and Healthcare Employers” (OSHA 332805 2007), OSHA recognizes, on page 46, that the amounts of personal protective equipment required will be significant, costly and difficult to inventory. However, OSHA offers no guidance, at the present time, about options available to healthcare organizations when such shortages of personal protective equipment occur. 

This document does not intend to provide guidance on how to deal with these dilemmas, but rather attempts to identify the ethical issues that the healthcare organization will encounter. Already, local, state and national organizations are beginning to address these ethical issues. It is expected that, over time, there will be more definitive guidance about actions that healthcare organizations can take when faced with shortages of personal protective equipment. 

Section Nine: Guidelines for the Triage of Patients

In a disaster, it is very likely that there will be a significant imbalance between available resources and the needs of many patients. There not only will be longer waits for treatment, but, more likely, there will be patients who do not receive the treatment necessary and even patients for whom there will be no treatment available due to lack of human and/or material resources.

With limited resources, there will not be enough to go around for everyone in need. Thus, these resources must be allocated to achieve the greater good for the community.

Healthcare professionals nationally and in the State of Wisconsin are working to develop “Guidelines for the Triage of Patients” so that treatment decisions are made that best serve the greater good of the community and that meets the values that are proposed in this document.

It is evident that these guidelines will only be applied when absolutely necessary. Thus, healthcare organizations have an ethical responsibility not only to have these guidelines in place, but also to ensure that these guidelines will be applied only after every other remedy has been implemented. 

The State Expert Panel is recommending that these guidelines for the allocation (triage) of scarce resources meet the following criteria:

a) they be applied consistently across the state

b) they be consistent with the ethical principles and values addressed in this document

c) they be based on evidence-based practices to the extent that these practices are available

d) they reflect the current best practices for the triage of critical care patients

e) they be tiered so that, as the number of patients increase and resources are further depleted, these criteria can become more stringent

f) they allocate resources so as to save as many lives as possible

g) they have the consensus of healthcare providers, especially those involved in the response to the disaster, through open review and discussion and an opportunity for comment

h) they have the consensus of the general public through open review and discussion and an opportunity for comment

Before these guidelines are implemented, the State Expert Panel recommends that the following nine prerequisites be in place at all hospitals:

1.
Surge Planning

Hospitals are to ensure that there is a system in place to limit the need for scarce resources. This will include:

1) a process for canceling elective admissions and procedures 

2) a process for triaging admissions and procedures that are of an emergent nature versus those that are of an urgent nature and 

3) a process for limiting outpatient procedures that may have the potential for hospital admission 

There is also to be a plan in place to deploy surge beds
, especially surge beds that increase the number of critical care beds. This also involves a plan to bring on additional staff, supplies and equipment. Of special concern is the responsibility of the hospital to have an established inventory of personal protective equipment that will be needed in an infectious disease outbreak.

2.
Patient Categories

A resource allocation system is to be applied to all hospitalized patients and to all patients in need of medical treatment, whether inpatient or outpatient. This will apply not only to patients with pandemic influenza, but also to those involved in any type of disaster that results in limited resources. There are to be no non-clinical exclusion criteria such as age, employment, economic status, etc. Healthcare workers should not be treated as a special class of patients for the purpose of triage
.

3.
Collaboration Among Healthcare Providers

There should be a process in place for sharing supplies and equipment among healthcare organizations
. Since a disaster, such as a pandemic, may move gradually across the state, with not all facilities being affected at the same time, hospitals should think through the process of sharing resources and supplies with those healthcare organizations in immediate need, knowing that the donor hospital may eventually be in need of these same supplies and personnel. The ethical dilemma is “Does a donor hospital hold onto to supplies when the requesting hospital is in dire need, knowing that these supplies may be needed within a few days or weeks by the donor hospital?”

Hospitals will be operating under the Incident Command System (ICS) during such an incident. The ICS provides a process for the allocation of resources through the Emergency Operations Center. Working under ICS will assist hospitals in the better coordination of resources both intra-state and inter-state. Hospitals within healthcare systems will have access to their system resources. This raises ethical issues for these healthcare systems. Do these systems prioritize the allocation of resources only for system hospitals or will they allocate resources to any hospital in need?

4.
Triage Protocols

The hospital should adopt a system for the triage of large numbers of patients and even for smaller numbers of patients when there are limited resources. The hospital should have a process in place to educate physicians and other healthcare professionals on these protocols prior to any disaster. It is recommended that there be a triage officer or Critical Care Specialist, who will make these triage decisions versus the attending physician. Centralizing this decision-making will allow this person to have a big picture perspective, make decisions based on preceding decisions and thus become more scientific and objective in the decision made.

5.
Clinical Review Committee

The hospital should establish now a multi-disciplinary committee to review admissions, procedures and allocation of resources so that the Committee can learn how to make such decisions without the stress and urgency that will occur in a disaster. This committee should meet regularly to discuss triage protocols so that it is prepared to implement these guidelines when necessary. This will necessarily involve the education of physicians and healthcare professionals in the application of these protocols through table-top exercises and other such simulations.

6.
Conservation of Resources

Each department and service within the hospital should establish protocols for the conservation of resources that should be implemented at the beginning of the incident so as to maximize resources. This may include, for example, defining “essential patient treatment,” e.g., given a shortage of staff and a surge of patients, what are those basic and essential tasks that nurses need to fulfill.

7.
Palliative Care

Existing polices and procedures for determining which patients can benefit from palliative care should be followed to the extent that these are applicable in a disaster. During the disaster, there also needs to be a process to involve family members, providing them with the necessary education and information to better understand the decision-making process to place a patient in palliative care. The hospital should have a plan for a surge of patients in need of palliative care. Palliative care is to be offered to all patients for whom life-saving treatments are not available or for those who altruistically choose to forgo treatment.

8.
Quality Review 

When decisions are being made to allocate scarce resources, the hospital must have a process for the daily and/or periodic review of triage decisions to ensure that 1) all decisions are following established criteria and 2) there is access to evolving clinical evidence that may necessitate change in these triage and treatment protocols.

9.
Education

The hospital should have a process in place, prior to any incident, to educate clinicians and staff in the protocols for the allocation of scarce resources. The hospital should also have a process to educate the community and its patients about how the allocation of scarce resource may affect treatment decisions. Thirdly, the hospital should also have a process to educate the community and its patients about how scarce resources may affect treatment decisions, especially upon admission of the patient to the hospital.

Section Ten: Implementation of Protocols for the Allocation of Scarce Resources 

According to projection models for pandemic influenza, it is highly likely that hospitals will not have the capacity to provide intensive care to all the patients, needing this type of care. Pandemic influenza will cause respiratory distress in many patients with approximately one-third of all patients, hospitalized with influenza, requiring ventilator support. This surge of influenza patients will be in addition to the “normal” day-to-day patients in need of intensive care.

Hospitals across the country are developing triage criteria that will provide ethically and clinically-sound guidance to allocate scarce resources such as ventilators to those who are most likely to benefit from this treatment. In a disaster, these triage protocols, if they are to be accepted by patients and their family members, must be used consistently across the state and must have the support of not only the medical community, but also the support of the entire community, including that of state and local government.

Appendix A provides ventilator triage protocols
 that are to be reviewed, during this discussion period, by hospitals, physicians, nurses and critical care specialists across the state. It is expected that these protocols will be implemented only when it is determined that the existing ICU and ventilator resources of hospitals in the community or in a region are reaching their capacities. 

Until that “threshold” is reached hospitals will continue to follow normal practices for admitting patients to the ICU and providing ventilator support. It must be recognized that even on a day-to-day basis ICU and ventilator-supported patients are triaged as the demand for these services continues to increase. 

The following is the process, recommended by the State Expert Panel for the implementation of triage protocols whether they be protocols for the triage of ventilators, for admission to the hospital, for determining which medical or surgical procedures can be made available or for making decisions about the allocation of other scare medical or surgical resources.

Process for Implementing Protocols for the Allocation of Scare Resources

Once a hospital believes that it is approaching the point where needs are beginning to surpass available resources, the hospital should confer with other hospitals
 and also with public health authorities about the fact that it is near to reaching its treatment capacity. It is also expected that by this time the State Emergency Operations Center (EOC) will be fully activated and will help to coordinate medical resources. Obviously, if the community is facing an incident such as pandemic influenza, hospitals will have sufficient time to determine, in collaboration with public health authorities, when hospitals may reach this threshold either in the local community or in the region.

Public Health Authorities have the statutory authority to declare a public health emergency. This will provide hospitals with the “official endorsement” that the community is faced with an “unusual occurrence” and the application of these disaster triage protocols may need to be implemented as needs begin to overwhelm treatment resources. This declaration of a public health emergency will be accompanied by messages to the public from public health authorities to declare that hospitals and physicians along with public health authorities will need to implement measures to allocate scarce resources so that the greater good of the community can be achieved.

This declaration of a public health emergency is necessary in order to have coordination of resources throughout the entire community, the region or the state. An individual hospital may be hesitant to be the “first” to implement these protocols. Thus, the declaration of a public health emergency will provide the “support” needed by a hospital and, more importantly, will serve as a signal to all healthcare providers and to the public that these protocols will be implemented throughout the community, region, or state.

Section Eleven: Palliative Care in a Surge Incident

In a disaster, the goal of the healthcare system is always to save as many lives as possible. Life-saving resources may need to be allocated to those most likely to survive. However, there will be those who are so severely ill or injured that their likelihood of survival is minimal. In addition, those already medically fragile may have their condition worsened by the disaster and thus their prognosis becomes even less tenable. Under normal circumstances, these patients would be provided with necessary treatment, unless the patient and/or family have advance directives or choose to forgo such treatment. In a disaster, with limited resources, the goal of the healthcare system is to provide, for those patients that cannot be treated, comfort care to ease any pain and suffering, as much as possible, both for the patient and for their family members as they face the impending death of a loved one.

Palliative care is not abandonment of these patients, but rather is the process to provide these patients with comfort care so that any pain and suffering is lessened to the extent possible. Palliative care also is not euthanasia because there is no intent to hasten the onset of death.

Palliative care is not yet fully understood and appreciated by all members of the healthcare community and the general public. Many patients enter hospice or palliative care in the last weeks of life. Healthcare organizations do not have sufficient supplies and trained personnel to manage a surge of palliative care patients. Some hospitals do not have formalized palliative medicine programs.

Presently, palliative care patients are cared for in hospitals and through inpatient and at-home hospice programs. Because the country has not faced a disaster that includes a large number of patients in need of palliative care, there is no present plan to identify where a surge of patients in need of palliative care can best be cared for.  Wisconsin hospitals have been asked to identify “places” within the hospital where palliative care patients can be provided comfort care. Because medical/surgical rooms will be needed for the care of patients, who have a more positive prognosis, non-traditional treatment “places” such as meetings rooms, clinic areas, etc. may be designated for the care of palliative care patients, if medical/surgical rooms are not available.

Given the scarcity of human resources, healthcare organizations have also been asked to identify which persons can be trained to care for patients in need of palliative care, given that trained palliative care staff may be in limited supply. 

Most importantly, the public will need to be educated on palliative care, what it is and what it is not. Healthcare workers will also need to be educated on this modality of care and treatment. Placing patients in palliative care may cause “moral distress” for many care givers, who are accustomed to doing “everything” possible to treat and “cure” their patients under normal circumstances. 

Should healthcare organizations have many patients in need of palliative care, there is not only the need to plan to care for large numbers of these patients, but also to care for the family members, who will suffer not only from the effects of a lost loved one, but also from the effects of having been involved in the disaster. This care may need to be provided over an extended period of time. Bereavement and emotional support is the responsibility not only of the healthcare organization, but also of the entire community, especially the faith-based community.

It is very likely that many palliative care patients will be cared for and die at home. Healthcare organizations will need to develop plans to assist family members who are caring for their dying relatives. This will necessitate the availability of not only “instructions” on how to provide this “comfort” care at home, but also having ways available to provide the necessary resources and medications that can either be delivered to palliative car patients at home by “homecare providers” (if available) or can be picked up by family members.

The same situation will be faced by facilities such as nursing homes, assisted living facilities, group homes and other congregate living facilities, whose members usually are older and may be medically fragile. It is likely that many of these residents will not be able to be cared for in hospitals and thus these facilities must have plans and resources in place to provide “comfort” care to the dying
.

Section Twelve: Standard of Care

There is much discussion nationally about the “standard of care” in a disaster. Words such as “Altered Standards of Care” are used to describe what actually is the allocation of scarce resources. This results in “austere care” because the circumstances in which care is being provided have been so significantly “altered” by increased need and diminishing resources. 

The “standard of care” is a legal term and as such it is not “altered,” even in a disaster. The State Expert Panel recommends that, rather than using a term such as “altered” standard of care, the concept of “allocation of scarce resources” be used to describe the “austere care” that may result in a disaster.

The justification for this is based on the following explanation of the “standard of care” in the “Hospitals’ Guide to Mass Casualty Incidents.”

Hospitals “should always attempt to deliver medical services in conformance with the general standard of care and hold their employees accountable to the same at all times. The general standard of care for medical professionals is whether the medical
professional failed under the circumstances of each case to exercise the degree of skill and knowledge that is usually exercised in similar cases by other members of the medical profession. (Malpractice Testimony, 37 AL.R.3d 420,432).” 

“The Wisconsin Supreme Court codifies this standard in numerous cases, particularly Shier v. Freedman. In Shier, the court stated that "in instructing juries in medical malpractice cases, the jury should be told in substance that a qualified medical (or dental) practitioner, be he a general practitioner or a specialist, should be subject to liability in an action for negligence if he fails to exercise that degree of care and skill which is exercised by the average practitioner in the same class to which he belongs, acting in the same or similar circumstances." 58 Wis. 2d 269,283-84,206 N.W.2d 166 (1973).


”Wisconsin law does not cite to another standard of care applicable to emergency or mass
casualty situations in particular. However, the standard of care stated above takes into consideration the circumstances under which the practitioner acts. Inherent in the definition, the standard reflects actions taken by a practitioner in comparison to the average practitioner "acting in the same or similar circumstances." Shier, 58 Wis. 2d at 284 (emphasis added). 

A disaster such as a ‘bioterrorism event’ is likely to have a drastic effect on these circumstances...Even if a hospital is prepared for a bioterrorism event, the precise circumstances of the event will still be taken into consideration when determining the hospital's, and the practitioners', standard of care.”

“After a bioterrorism event, a hospital should compile as much information as it can in order to adequately and accurately present the circumstances under which physicians performed services, whether at the hospital or at an alternative treatment site… Documentation of the circumstances of any alleged claim will provide the hospital with a firm legal basis from which to defend any such allegations.”

Section Thirteen: Public Policy in Pandemic Influenza or in an Outbreak of Infectious Disease

A disaster, by definition, will affect large segments of the population of a city, a state and even the country. When the health of the public is threatened, the government has empowered public health authorities to take actions necessary to protect the health of the public even to the point of restricting the rights and freedoms of individuals and groups such as businesses, schools and churches. This will especially be true when pandemic influenza occurs within the community, the state or the nation
.

In a pandemic, vaccines may not be available for several months. Antiviral medications will be limited in supply and may have some therapeutic benefit, but will not be the key “tactic” to slow the transmission and spread of the disease. Thus, the federal, state and local government will need to look to other “tactics” to slow the spread of the disease.

Social Distancing

One of the key “tactics” to mitigate the spread of infectious disease is to limit the transmission of disease through person-to person contact. This could include such “tactics” as

· isolation of symptomatic patients (those with symptoms) to help stop the spread of disease

· quarantine of asymptomatic patients (those without symptoms) to prevent their exposure to contagious diseases. 

In the SARS outbreak in Toronto, some healthcare workers were not allowed to leave the hospital; other were put on “work quarantine,” that is, they could not go anywhere after work except to their own homes. And even in their homes, they were advised not to have contact with family members, such as not to sleep in the same bed with their spouse or to eat dinner with their family.

Such “tactics” restrict the rights and freedom of the individual and can cause economic harm if the quarantined person is not allowed, for example, to go to work.

Other social distancing “tactics” involve the closure of schools and public gatherings. In the flu outbreak of 1918 not only were schools closed, but also church services were not held and movie theaters along with sporting events were required to close. It is very possible that gatherings such as a “Packers Game” or the local high school basketball season may need to be cancelled.

The history of the virulent 1918 pandemic showed that there were dramatic results from “social distancing.” In Philadelphia little was done to limit public gatherings. In fact, the highly attended “Liberty Loan Parade” was held in September. Philadelphia experienced high mortality and morbidity. St. Louis, on the other hand, at the beginning of the pandemic, limited public gatherings and significantly slowed down the transmission of disease and had lower mortality and morbidity.

It is known that school age children and teen-agers are likely transmitters of disease. Thus, schools will close. This creates problems for parents and children alike. If children and teen-agers are not ill, then staying at home will become very challenging both for the children and the teen agers, who may quickly become “bored” staying at home and will want to meet their friends in the usual gathering places. This will also be challenging for parents, who may be faced with work responsibilities or caring for sick family members. If parents do not enforce the “home quarantine” of their children, then how can this quarantine be enforced, given that law enforcement and public health authorities will be involved with other responsibilities?

Economic Impact

Various “tactics” such as social distancing and infection control measures have been scientifically proven to be effective in slowing the transmission of disease. But the implementation of these “tactics” comes at an economic cost. Obviously, if public gatherings are limited, movie theaters, restaurants, sporting venues and the like will suffer a loss of business. All will be affected: the individual worker, who may not get a regular paycheck and the business, which will lose income and not be able to pay workers, suppliers, or taxes to federal, state and local governments. The economy of the community, state and nation may be deeply affected in order to preserve the health and safety of the public.

Workplace closings present difficult ethical dilemmas because work is the livelihood of the populace and poses serious financial damage to the business. The inability to gain a paycheck then poses repercussions on those that will not have sufficient income to pay for shelter, food, medicine and taxes. Government may have to intervene and impose suspensions on evictions, cancellation of insurances, and mortgage payment forgiveness to ensure the maintenance of society.

It is not clear if normal “business interruption insurance” will be applicable in these cases so it is possible that some of these businesses may go out of business. 

Personal Medications, Food and Other Daily Necessities

If social distancing is mandated and people are asked to limit their social interactions, there comes the problem of how people will access necessary supplies such as food. Health plans usually limit personal medications to a 30-day supply.

There is the potential for rationing food supplies, given the fact that suppliers of food and other essential items, themselves, may be limited in their ability to produce and transport these supplies because their own personnel may be affected by the pandemic. The entire supply chain may become disrupted.

Compliance with Public Health Directives

In a disaster, such as a pandemic, the public will be asked by public health authorities to take actions to maintain health, prevent the transmission of disease and prevent injury. Studies have shown that the public is willing to comply with such public health directives, but the longer compliance is required and the more directly individuals are affected, it is anticipated that this rate of compliance will diminish over time.

Compliance becomes even more difficult for vulnerable populations, who may not have support mechanisms available to them. Thus, those that live from paycheck to paycheck will not have the cash or savings available to see them through a period when there are diminished or no wages or when there are price increases due to lack of supplies. Those without families may have no one to look after them, especially if they become ill.

The history of communications in emergency situations has shown that, in some incidents, there was not enough information provided; in other incidents, there was too much information. Complicating communications is the messenger. In some incidents, there were too many messengers who gave conflicting messages; in other incidents, no recognized authority provided the necessary information in a timely manner.

In a disaster, plans should identify who is the authority that will deliver the message. The Incident Command System has detailed protocols for communicating with emergency responders and the general public. Persons, who hold “authority” or are recognized as “authorities,” e.g. a personal physician, have the ethical responsibility to ensure that their messages are consistent with the messages coming from the authorized source.

The media and other organizations that disseminate information to their constituents also have the responsibly to ensure that the message gets out to those who need this information and, more importantly, that there is consistency of messaging. 

Mass Clinics

Public Health in the State of Wisconsin, as in other states, has made plans to provide whatever vaccines and medications are available through Mass Clinics. These clinics may be located at sites such as the local school or community center where the public will be directed to come to receive the vaccine or the medications similar to the distribution of the polio vaccine in the 1950s. This places an ethical obligation upon the public to comply with these directives not only to protect themselves, but also to protect the community. 

Masking

One potential public health directive may be the requirement to wear masks in public to help stop the spread of influenza, which is usually caused by the droplets that come from coughing. This raises various ethical dilemmas. The first is compliance. How can an order like this be practically enforced? Law enforcement has the authority to enforce this directive, but law enforcement may be involved in other public safety responsibilities. How community members will react to persons not complying may create further problems and social disruptions.

Then there is the problem of where to obtain these masks. Manufacturers will not be able to produce masks fast enough, when they are needed, even if funds are available for their purchase. Stockpiling masks, when there is a chance that they may not be used, may not be the best use of limited federal preparedness or public or private funds.

Prioritization of Medications and Vaccines

In a disaster, supplies will be limited, even though the federal government has stockpiles of certain medications, vaccines and medical supplies. This means that limited supplies will necessitate a prioritization of who gets medications or vaccines first.

At the present time, hospitals in Wisconsin have built caches of antibiotics that can be used for the purpose of prophylaxis and post-exposure treatment of bacterial infections (not for viral infections such as pandemic influenza). The primary purpose of these pharmaceutical caches is to maintain the integrity of the healthcare infrastructure by providing prophylaxis and post-exposure treatment to healthcare workers and first responders. The public will then be treated with medications and vaccines available through the Strategic National Stockpile. Public Health authorities already have in place protocols for the implementation of Mass Dispensing Clinics.

Hospitals are also building caches of medical/surgical supplies and pharmaceuticals to care for a surge of patients, but there can never be enough funds to buy the quantities that are necessary, let alone the ethical question of whether building such large stores of supplies for such an incident is the best use of these limited funds.

The State of Wisconsin has developed a cache of antiviral medications and has established a prioritization for those who will get these medications
.

Although antiviral medications have a limited efficacy, these medications may play a key role in the response to pandemic influenza, especially prior to the availability of an effective vaccine.  The primary goal of the national response to the emergence of pandemic influenza, including the use of antiviral medication, is to minimize the impact of the disease on health, society and the economy.

The federal government has currently allocated enough antiviral medication for each state to cover 15% of their population.  For Wisconsin, this amounts to 805,000 courses of medication.  Per Wisconsin estimates, the first eight of the following priority groups would be covered through this federal allotment.  

Priority groupings may cause people to question “Why am I not further up the list?” There is the potential for social disruption as some try to illegally access limited supplies of vaccines, antiviral and other medications. Then, there will always be the question, and potentially the fact, that some may get preferential treatment. What is to prevent some person in authority, in power or with wealth from pushing him/herself or a family member or a friend to the “head of the line?”

The following listing presents the prioritization for those who will receive antiviral medications in the State of Wisconsin, using the federally recommended priority groups.  

Priority #1: Treatment
 of hospitalized patients  

Rationale: This includes persons admitted to traditional/non-traditional acute care facilities, but excludes persons admitted for bacterial superinfection or after viral replication and shedding has ceased. This group is at greatest risk for severe morbidity and mortality.  Providing treatment to those who are most ill is consistent with standard medical practices.

Priority #2: Treatment of healthcare workers/EMS providers with direct patient contact

Rationale:  This includes persons providing direct medical services in inpatient and outpatient care settings and who may come within three feet of patients with possible influenza or patient samples. Treatment of healthcare providers may decrease absenteeism due to influenza illness and may decrease absenteeism from fear of becoming ill, given the knowledge that treatment can prevent serious complications of influenza.   This will enable high quality patient care to continue, which is critical to reducing health impacts of pandemic disease and to preventing adverse outcomes from other health conditions that will present for care during the pandemic period.
Priority #3: Treatment of high-risk outpatients

Rationale: This includes individuals who are immunosuppressed or immunocompromised, who are on dialysis or are women in their 2nd or 3rd trimester of pregnancy. These individuals are at highest risk for morbidity and mortality during seasonal influenza outbreaks and are the least likely to be protected by vaccination.

Priority #4: Treatment of pandemic health responders, public safety workers and government decision-makers

Rationale: This includes vaccine/antiviral medication manufacturers, public health workers, and those directly involved in vaccination and pandemic response; police, fire and corrections personnel; and chief executives at the federal, state, and local levels. Early treatment of pandemic responders will minimize absenteeism and ensure that vaccination and other critical response activities can be maintained.  Public safety workers, who prevent intentional and unintentional injuries and death, are critical to maintaining social functioning, and will contribute to a pandemic response, for example by ensuring order at vaccination clinics. A small number of decision-makers at federal, state, and local levels are needed for an effective pandemic response.

Priority #5: Treatment of increased risk outpatients

Rationale: This includes persons 6 - 23 months of age, persons 65 years or older or those who have underlying illnesses defined by the Advisory Council on Immunization Practices as associated with increased risk (and are not included in Priority # 3). Early treatment has been shown to significantly decrease lower respiratory infections and to reduce the rate of hospitalization in elderly and high-risk populations.

Priority #6: Post-exposure prophylaxis
 of institutional residents for outbreak prevention

Rationale: This includes use of antiviral medication to support public health interventions in closed settings where an outbreak of pandemic influenza is occurring. Influenza outbreaks in nursing homes are associated with substantial mortality and morbidity.  Nursing home residents also are less likely to respond to vaccination.

Priority #7: Prophylaxis
 of healthcare workers

Rationale: This includes all staff in emergency departments, intensive care units, dialysis centers and emergency medical service settings who are required for effective functioning of these health care units. Optimally effective functioning of these units is particularly critical to reducing the health impact of a pandemic. Prophylaxis will minimize absenteeism in these critical settings.

Priority #8: Treatment of critical infrastructure groups and healthcare workers without direct patient contact

Rationale: This includes persons who provide services that must be sustained at a sufficient level during a pandemic to maintain public well-being, health, and safety. Included are workers at healthcare facilities who have no direct patient contact but who are important for the operation of those facilities; utility (electricity, gas, water), waste management, mortuary, and some transport workers. Maintaining certain key functions is important to preserving life and decreasing societal disruption. Heat, clean water, waste disposal, and corpse management all contribute to public health. Ensuring functional transportation systems also protects health by making it possible for people to access medical care and by transporting food and other essential goods to where they are needed.

Priority #9: Treatment of other outpatients

Rationale: This includes persons not in one of the earlier priority groups. Treatment reduces the risk of complications and mortality, reduces duration of illness and shortens time off work, and decreases viral shedding and transmission. If sufficient antiviral supplies are available, providing treatment to all who are ill achieves the greatest equity in resource use.
Priority #10: Prophylaxis of high-risk outpatients

Rationale: Prophylaxis prevents illness in the highest risk groups for hospitalization and death. Prophylaxis would only be considered if adequate antiviral supplies are available.

Priority #11: Prophylaxis of healthcare workers with direct patient contact

Rationale: Prevention would best reduce absenteeism and preserve optimal function. Prophylaxis would only be considered if adequate antiviral supplies are available.

Appendix A: Ventilator Triage – Minnesota Model

This Appendix contains an example of a triage protocol that could be applied when there are many patients in need of ventilator support in pandemic influenza and there is a limited supply of ventilators. Ventilator triage protocols are being discussed nationally. This “model” is meant to serve as an example of what such a protocol might look like. This particular “model” does not represent, at this time, the recommendation of the State Expert Panel.

This “model” is meant to encourage discussion among clinicians in the state so that, eventually, clinicians can come to agreement about the protocol that will be used here in the State of Wisconsin for the allocation of ventilators. This triage protocol provides an example of the “tough decisions” that will need to be made about the allocation of scarce resources. The fact that there already is such a “model” and the ensuing discussion among clinicians and hospitals about this “model” ensures patients and the general public that clinicians and hospitals are studying these issues and preparing for making these difficult ethical and clinical decisions.

Reviewing this particular protocol will help clinicians, patients and the public realize the impact of allocating scarce resources and will undoubtedly generate a feeling of “distress” among clinicians and the public about having to make such “tough decisions.”

To date, the “Minnesota Model” was reviewed by three groups of Wisconsin Critical Care Specialists, and minor modifications have been made. It is expected that, as more clinicians are involved in the discussion of these protocols, there will be further enhancements, leading to the eventual adoption of such a protocol by all hospitals across the state.

It is also expected that additional triage protocols will be developed. This may include protocols for the triage of admissions to hospitals, which elective and urgent medical and surgical procedures will be performed, and other such decisions that will arise from the scarcity of medical resources and personnel during a pandemic or disaster.

This “triage tool” asks the physician, 

“Compared to other patient(s), requiring and awaiting mechanical ventilation, does this particular patient have significant differences in prognosis or resource utilization in one or more of the categories below that would justify prioritizing this patient for ventilator support?

It is recognized by healthcare professionals that it is more difficult to withdraw a patient from a ventilator versus to withhold a ventilator from a patient. This “tool” will assist in triaging patients so as to determine which patients have priority. Thus, certain patients, because of their prognosis, may not even be placed on a ventilator.



	Category and Variables
	RED
	YELLOW
	GREEN

	1. Prognosis - SOFA Data: SOFA and (SOFA when available 
	High potential for death according to predictive model (>11)
	Intermediate potential for death according to predictive model (7-11)
	Low potential for death according to predictive model (<7)

	2. Prognosis - Oxygenation Index* Data: OI and (OI - for ventilated patients
	Worsening or very high oxygenation index
	Stable and/or intermediate oxygenation index (no or marginal improvement after adequate trial of mechanical ventilation based upon disease process)
	Improving or low oxygenation index

	3. Duration of Need: Data includes days ventilated – if applicable - and expected duration of ventilation
	3a Long duration – estimate > 7 days on ventilator  (ARDS in septic patient with obstructive lung disease)

3b. Prolonged mechanical ventilation with poor or no progress toward weaning
	3a. Moderate duration – estimate 3-7 days on ventilator  (pneumonia in young healthy patient)

3b. Making slow progress toward weaning
	3a. Short duration – flash pulmonary edema, chest trauma, other conditions (estimate < 3 days on ventilator)

3b. Making good progress toward weaning

	4. Duration of Benefit: Data includes prognosis/ duration modifying underlying diseases and patient age**
	Severe underlying disease with poor short-term prognosis*** OR poor prognosis based upon epidemiology of specific disease
	Severe underlying disease with poor long-term prognosis and/or ongoing resource demand (e.g.: home oxygen dependent, dialysis dependent) OR indeterminate / intermediate prognosis based upon epidemiology of specific disease process
	No severe underlying disease OR good prognosis based upon epidemiology of specific disease state


*Oxygenation Index (OI) = Mean Airway Pressure (MAWP) x Inspired oxygen concentration (FiO2) / arterial oxygen pressure (PaO2)
(PaO2 may be estimated from peripheral oxygen saturation using the oxygen dissociation curve if blood gas measurements are unavailable)


** Underlying disease may include epidemiologic prognostic information for current disease – e.g.: pandemic influenza mortality despite treatment in certain patient groups or with certain underlying medical conditions as well as chronic underlying conditions. Age is to be used in conjunction with other disease variables only to determine duration of benefit, not as stand-alone criteria or affecting prognosis.  

***Examples of underlying diseases that may predict poor short-term survival or long-term resource demand may include (but are not limited to):

1. Congestive heart failure with ejection fraction < 25% (or persistent ischemia unresponsive to therapy or ischemia with pulmonary edema)

2. Severe chronic lung disease including pulmonary fibrosis, cystic fibrosis, obstructive or restrictive diseases requiring continuous home oxygen use prior to onset of acute illness

3. Central nervous system, solid organ, or hematopoietic malignancy with poor prognosis for recovery.

4. Cirrhosis with ascites, history of variceal bleeding, fixed coagulopathy or encephalopathy;

5. Acute hepatic failure with hyperammonemia

6. Acute and chronic and irreversible neurologic impairment, which makes patient dependent for all personal cares (e.g.: severe stroke, congenital syndrome, persistent vegetative state, severe dementia etc.). 

Appendix B: Membership of the State Expert Panel on Disaster Ethics

Cheryl Anderson MSN, MA-Bioethics, Clinical Ethicist, Wheaton Franciscan Healthcare, Milwaukee, WI  

Bill Bazan, Vice President – Metro Milwaukee, Wisconsin Hospital Association, Milwaukee, WI 

Elizabeth Corneliuson MS, RN, Region 7 Hospital Emergency Preparedness Coordinator, Froedtert & Community Health, Menomonee Falls, WI

Arthur R. Derse, MD, JD, Director for Medical and Legal Affairs, and Associate Director, Center for the Study of Bioethics, Medical College of Wisconsin, Milwaukee, WI
Father Larry Dunklee, M.Div., M.A., Director of the Center for Spiritual Care, Sacred Heart Hospital, Eau Claire, WI 

Bud Hammes, Ph.D, Director of Medical Humanities, Gundersen Lutheran Medical Foundation, La Crosse, WI  

Anne Hartwig, JD, Ph.D., Becker Law Office, S.C. and Advisory Committee for Meriter Hospital, Madison, WI

Lisa Hass-Peters, RN, BA, TNS, TNCC, Emergency Preparedness/Injury Prevention Educator/EMS Liaison, Froedtert Hospital, Emergency Department, Milwaukee, WI

Thomas Jankowski,  RN, Chair, Ethics Committee; Supervisor, Cardiac Special Procedures, OP Cardiac Procedure Unit, Appleton Medical Center, Appleton, WI

Dick Lange, HEM, Facilities Manager; President - Chapter IV Wisconsin Healthcare Engineering Association, St. Joseph's Hospital, Marshfield, WI 

Jody Langfeldt, Public Health Officer, Dodge County Health Department, Juneau, WI 

Susan McCarthy, Director, Clinical Ethics, Ministry Health Care, Milwaukee, WI  

Marge McFarlane, CHSP, MS (ENPH), Safety Coordinator, Sacred Heart Hospital, Eau Claire, WI 

Marilyn Michels RN MSN CIC CRRN, Infection Control Director, Gundersen Lutheran Medical Center, La Crosse, WI 

Bernard Micke MD, Family Practice, UW Health, Madison, WI  

Karl B. Palmer, RN, Associate Director of Nursing-Clinic, Emergency Preparedness Coordinator, Red Cedar Medical Center-Mayo Health System, Menomonie, WI 

Marianne Peck, State Trauma Coordinator, Wisconsin Division of Public Health, Madison, WI  

Lisa Pentony, Pandemic Influenza Coordinator, Wisconsin Division of Public Health, Madison, WI  

Sharon Rand, COO/CFO, Community Health Systems, Inc., Beloit, WI  

Mary Anne Reed, RN, Emergency Department, Staff Nurse, HazMat Coordinator, Meriter Hospital, Madison, WI

Robert Salinger MD, Adult Psychiatry, UW Medical School, Madison, WI  

Kathryn Schroeter, PhD, RN, CNOR, Surgical Services Education Coordinator

Faculty - Bioethics, Medical College of WI, Froedtert Hospital & Medical College of Wisconsin, Milwaukee, WI  

Reverend K.C. Schuler, MDiv, BCC, Supervising Chaplain, Theda Clark and

Appleton Medical Centers, Neenah and Appleton, WI

Barbara Theis, Health Officer, Juneau County Health Department, Mauston, WI 

Denny Thomas, Risk Manager, Ministry Health Care, Saint Joseph's Hospital, Marshfield, WI  

Dennis Tomczyk, Director, Hospital Emergency Preparedness, Wisconsin Division of Public Health, Madison, WI  

John Whitcomb MD, Bioterrorism Coordinator, Aurora Physicians, Aurora Sinai Medical Center, Milwaukee WI 

OI = MAWP x FiO2 / PaO2
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� “Template Hospital Policy for Responding to Pandemic Influenza,” Wisconsin Division of Public Health, Hospital Emergency Preparedness Program, 2006.


�  An emergency responder is broadly defined as any private or local, tribal or state governmental entity that has authority, roles, responsibilities and resources that can be applied in an emergency situation.


� These top eight positions are: Incident Commander, Public Information Officer, Liaison Officer, Safety Officer, Operations Chief, Planning Chief, Logistics Chief and Finance/Administration Chief.


� On pandemics and the duty to care: whose duty? who cares? Carly Ruderman1, C Shawn Tracy1, 2, Cécile M Bensimon1, 2, Mark Bernstein2, 3, Laura Hawryluck2, 4, Randi Zlotnik Shaul2, 5 and Ross EG Upshur*1,2,6,7, Published: 20 April 2006, BMC Medical Ethics2006, 7:5





� There have been several articles and studies that show that the response rate of support staff may be less than that of professional staff since they may have the feeling that they are less valued by their institution than the professional staff.


� The State Expert Panel on Occupational Health has produced a document, entitled “Caring for the Caregiver”, that offers guidance on monitoring the well-being of personnel in a disaster.


� This section is heavily indebted to the work done by the New York State Workgroup on Ventilator Allocation in an Influenza Pandemic, New York State Department Of Health/New York State Task Force on Life & the Law, “Allocation of Ventilators in an Influenza Pandemic: Planning Document”, March 2007�


� Surge beds are defined as beds that can be set and staffed in addition to the current staffed beds


� Allocation of other resources such as personal protective equipment, anti-viral medications and vaccines are based on different ethical principles and may well favor healthcare workers.


� In the State of Wisconsin, all hospitals have already signed Memoranda of Understanding sharing supplies, equipment and staff.


� These protocols were developed by the State of Minnesota. Other states have also made recommendations about ventilator triage protocols. It is expected that over time the professional associations will become further involved in vetting these protocols with the goal of having national peer-reviewed protocols.


� Hospitals in the state of Wisconsin have access to “WITrac” (Wisconsin Tracking, Resources, Alerts, Communications) that enables any hospital to send an alert or message and request that other hospitals post their ICU and/or ventilator capacity on line in real-time to determine what resources are available locally, regionally or state wide. 


� This section uses information from “Mass Medical Care With Scarce Resources – A Community Planning Guide,” Agency for Healthcare Research and Quality (AHRQ), Chapter VII, Palliative Care.


� The State Expert Panel on Fatality Management is developing recommendations for the management of large numbers of deceased persons with special attention to the religious, social, cultural beliefs, practices and customs about death that will be challenged in a disaster.


� The following is based heavily on the “Hospitals’ Guide to Mass Casualty Incidents”, produced for the Wisconsin Hospital Association by Michel Best & Freidrichs.


� This section is indebted in great part to the work of David Heyman of the Center for Strategic and International Studies, Washington D.C., “Model Operational Guidelines for Disease Exposure Control.”


� Information in this Section is taken from the State of Wisconsin, Antiviral Medication Plan


� Treatment is intended for symptomatic patients to reduce the severity of persons infected with the influenza virus.  





� Post-exposure prophylaxis is intended for asymptomatic patients to prevent illness among persons known to have been exposed to the influenza virus.  


� Prophylaxis is intended for asymptomatic patients to prevent illness from occurring among persons that may become exposed to the influenza virus
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