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Potential Threats 

•  Epidemic  
– Flu 
– Anthrax 

•  Natural Disasters 
– Hurricane, Earthquake, Flood 

•  Manmade Disasters 
– Catastrophic structural failure 

•  Terrorist attack 



Summary 

•  Triage 
•  Limited Resources 
•  Who does Triage at each level of care? 

–  Prehospital 
–  ER 
–  ICU 

•  How the response changes as events 
progress 

•  Katrina case example 



Triage 

•  System first used by military to assess 
mass casualties.  

•  Still valuable today for sorting patients. 
•  Evaluate who needs the most help 

quickly to survive, who needs help to 
return rapidly to function, who can wait, 
and who cannot survive. 



Triage Categories 

•  Red  most critical/ life saving 
treatment needed now. 

•  Yellow   Treatment ASAP can return to 
battlefield or a stabilized RED pt. 

•  Green   medical treatment/can wait for 
definitive therapy 

•  Blue  Expectant  Comfort care only. 



  

•  Who does Triage at each level of care? 
– Prehospital  EMTs 
– ER  Nurses 
–  ICU  Doctors 



Pandemic Triage 

•  Limited Resources 
– Vaccines 
– Antibiotics/Antivirals 
– Hospital Beds 
– Staffing (remember that staff will get sick 

too!) 
– Ventilators (Grandview has about 50) 



Value Statements 
•  Respect for persons 
•  Truth telling, transparency, and openness. 
•  Community good as primary goal 
•  Best estimates of patient survival with low 

morbidity. 
•  Stewardship of scarce resources 
•  Decision making authority shifts from 

family to Incident commander or designee. 
•  Fairness. 



Emergency Standards of Care 

•  Also called Altered or Crisis Standards of 
Care 

•  Recognizes that patients will not be able to be 
treated the usual way. 

•  Recognizes that not all pts will receive 
treatment. 

•  Lastly, providers cannot be held liable based 
on the usual community standards that would 
apply when an emergency is NOT present. 



Emergency Standards of Care 

•  Examples: 
–  Postponing an elective Lap Chole because of the 

epidemic: is the surgeon liable if the pt then 
presents with acute cholecystitis? 

–  Dialysis pts may receive only 2 treatments per 
week to increase capacity at functioning dialysis 
units: is the nephrologist liable if a pt dies from 
hyperkalemia or CHF between treatments? 



Procedural Considerations 
Systemic 

•  Community Health care response 
– Community clinics and resource pooling. 
– Stay home (shelter in Place) 
– Stock up on provisions. 

•  Declaration of emergency status of 
operations 

•  Decision Making authority shift. 
•  Reassessment of procedures and 

implementation guidelines 



Procedural Considerations 
hospitals 

•  Admitting criteria change. 
•  Maximize capacity. Withdrawal for certain 

patients may be necessary to free up ICU 
beds. 

•  Fairness in Triage 
•  Change of presumption from need based, first 

come first served service to Triaged level of 
care. 

•  Pain and palliative care to those not admitted. 
•  Family and public access to facility likely to be 

restricted. 



Procedural Considerations 
Hospitals and Home care 

•  Privacy and confidentiality try to continue but 
will need reporting of data to central database 
to tailor response. 

•  Outpt and home health care – will it continue? 
•  Preventive treatment (If available)  of essential 

staff. 
•  Employed and professional staff obligation to 

provide treatment.  
–  Dayton Facilities require staff to get flu shot or 

they cannot work. 
•   Facility obligation to provide safe environment. 

–  Check temperature of all staff and patients. 



Procedural Considerations 
•  Staff allocation and roles during emergency may 

change based on demand.  (vents on wards once 
ICU full) 

•  Facility support for staff afterwards.  (support for 
PTSD, legal support of staff that followed directives). 

•  Declaration of End of Emergency.  Expect at least 8 
weeks  of disruption. 

•  Keep in mind that cities that removed restrictions too 
soon had big flare ups that pushed back the end of 
the disaster by months.  



Pandemic Triage 

•  Each step along the way has protocols for 
deciding who gets treatment and what kind of 
treatment is offered. 

•  Public expectations have to be managed 
•  Healthcare system must be ready 

–  Funded 
–  Planning 
–  Exercises. 



Public Education 

•  General information already available 
– 3days3ways.org  Ready.gov 
– SeattleRedcross.org 
– Commercials about the 1917 Spanish  flu 

epidemic, stating “it will happen again”. 
•  Just in time info will be broadcast as the 

pandemic is recognized and spreads. 



PreHospital Triage 

•  Schools and malls will close. 
– Mexico 2009 pandemic: soccer matches 

continue, with empty stadiums. 
•  Clinics to be set up in community 

centers, churches, schools. 
•  Stores of Vaccines, Amantidine, 

Theraflu will be distributed as available. 





ER Triage 
•  First Cases will be handled as we currently 

do, until the pandemic is recognized. 
•  Subsequent cases will be isolated and 

hospital personnel will be given whatever 
prophylaxis is available. 

•  Once  the pandemic is recognized, patients 
will be triaged in waiting room or parking lot, 
noncritical pts sent home, or to community 
centers. 

•  Staff will be monitored for fever, symptoms 
too. 



ICU Triage 

•  Protocols for emptying hospital of 
noncritical patients, cancelling 
nonurgent procedures. 

•  What do we do with critical patients on 
vents in the ICU?  



ICU Triage 

•  Once we reach a point of limited 
resources, or system is breaking down, 
Hospitals, Intensivists will have to 
decide who is removed from life support 
to free up ventilators and ICU beds for 
Influenza/ pandemic patients. 



Factors to Consider 

•  Age 
•  Risk of dying from comorbid conditions 
•  Lifestyle and compliance issues 
•  Likelihood of responding to treatment 

– Based on Functional status 
•  Expected outcome of successful 

treatment 
•  How much support will be needed and 

for how long? 



Which Patients get  the Vent? 

•  Protocol for this decision is in place. 
•  Developed by multidisciplinary team for 

state of Ohio. 
•  Uses SOFA score (Sequential Organ 

Failure Assessment) 
•  Green Yellow Red Blue categories, 

same as above. 





Christian MD. Development of a triage protocol for 
care during pandemic.  CMAJ 2006 Nov:175(11) 
1377-81. 





Follow up Triage/ 
reassessment 

•  We will be using the same criteria for 24 
and 72 (or 48 and 120)  hour follow up, 
with some modifications.  



Triage Liability 

•  Triage is fast and brutal in mass 
casualty situation. 

•  There can be no appeal process due to 
the urgent nature of the process. 

•  People will feel wronged/cheated if they 
or their loved one is not treated first. 

•  Triage officer must be protected from 
lawsuits.   



Triage Liability 

•  The triage officer will be protected from 
liability under the Good Samaritan laws, 
assuming they are acting in accordance 
with their training and using protocols. 

•  There will be a retrospective review 
process to evaluate how reproducible 
the decisions are. 



Triage Review 

•    



Summary 

•  There is protection under the law for 
medical professionals working in 
extraordinary conditions. 

•  There are plans in place for dealing with 
medical disasters. 



Uniformlaws.org  2016  
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