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Abstract

State governments and hospital facilities are often unprepared to handle a complex medical
crisis, despite a moral and ethical obligation to be prepared for disaster. The 2019 novel
coronavirus disease (COVID-19) has drawn attention to the lack of state guidance on
how hospitals should provide care in a crisis. When the resources available are insufficient
to treat the current patient load, crisis standards of care (CSC) are implemented to provide
care to the population in an ethical manner, while maintaining an ability to handle the surge.
This Editorial aims to raise awareness concerning a lack of preparedness that calls for imme-
diate correction at the state and local level.

Analysis of state guidelines for implementation of CSC demonstrates a lack of prepar-
edness, as only five states in the US have appropriately completed necessary plans, despite a
clear understanding of the danger. States have a legal responsibility to regulate the medical
care within their borders. Failure of hospital facilities to properly prepare for disasters is not a
new issue; Hurricane Katrina (2005) demonstrated a lack of planning and coordination.
Improving disaster health care readiness in the United States requires states to create
new policy and legislative directives for the health care facilities within their respective juris-
dictions. Hospitals should have clear directives to prepare for disasters as part of a “duty to
care” and to ensure that the necessary planning and supplies are available to their employees.

Ingram AE, Hertelendy AJ, Molloy MS, Ciottone GR. State preparedness for crisis
standards of care in the United States: implications for emergency management.
Prehosp Disaster Med. 2021;36(1):1-3.

Introduction

Crisis standards of care (CSC) are the methods by which the needs of the population are
placed above those of the individual patient, ethically and safely, when resources are inad-
equate for the current operating environment.! Implementing CSC requires significant
planning and individuals capable of making complex decisions, in pressurized environ-
ments, with information deficits."? Situations where CSC plans are implemented require
critical thinking and trained individuals to avoid discrimination and unethical use of resour-
ces.1? Terminology for CSC has only been widely discussed for the past two decades, with
some policies still in development.> While CSC is a topic that can be emotional for many
and easily misunderstood, every hospital and jurisdiction needs to be prepared for the sit-
uations which may require implementation of these very standards. Very few states in the US
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Preparedness for Crisis Standards of Care

have comprehensive plans that meet industry standards, which has
left local providers without guidance.* The following will be an in-
depth review of current recommendations and state guidelines for
CSC, as well as proposed changes based on lessons-learned indus-
try best practices and innovative public health emergency manage-
ment policies.

Literature Review

There are several publications available from the National
Academy of Sciences (NAS; Washington, DC USA), the American
Journal of Public Health (AJPH; American Public Health
Association; Washington, DC USA), and the National Institute
for Sciences (NIS; Washington, DC USA), with additional articles
and procedural recommendations published in 2020 due to the
novel coronavirus disease 2019 (COVID-19) and the increased
need for CSC implementation across the globe. Crisis Standards
of Care: Ten Years of Successes and Challenges: Proceedings of a
Workshop was published in 2020 by NAS following a two-day
workshop held in November of 2019.3 The workshop’s goal was
to explore changes and ethics in CSC and the effectiveness of
CSC implementation over the previous ten years, as well as to con-
sider priorities for the next decade.’ The workshop highlighted the
importance of the following key issues surrounding CSC: waiting
to implement CSC until the state has made the disaster declaration
for the sake of legal protections, national standardization of CSC,
and the political implications of shifting the environment from
“first come, first served” to that of “placing the population first.”

The workshop built upon the previously published Crisis
Standards of Care: A Toolkit for Indicators and Triggerx.l This toolkit
introduced a five-pillar framework detailing roles and responsibil-
ities for emergency management, hospitals, emergency services,
and public health.! The toolkit highlights emergency manage-
ment’s importance as the coordinators for disasters, providing a
connection between essential functions, the incident response,
and health care infrastructure.’

The ethics of CSC are complex and require extensive consider-
ation, training, and piloting prior to successful implementation.
For example, during the 2020 COVID-19 pandemic, ventilators
became a scarce resource. The allocation and duration of use of
ventilators is now a hotly disputed topic.” Since 2012, one of the
more significant concerns is the ethical justification of CSC and
the criteria used in decision making for resource distribution.®
Leider and colleagues compiled a systematic review of more than
300 articles assessing the impact of NAS’s previous publications on
CSC. The most frequently discussed topics were ethical standards
criteria and the duty to care.® Additional issues of relevance in rela-
tion to CSC included the mental health impacts of implementing
CSC, equality, and rationing.>°

The argument against CSC is primarily that its implementation
reduces “the legal standard or duty of care” for medical responders.
It is argued that: “the effort to create altered care standards is
unnecessary and divisionary,” further that liability claims aren’t
filed against physicians during disasters, and finally that changing
the standards of care would prevent the improvement of disaster
and emergency management.” Despite the controversies surround-
ing CSC, the District of Columbia and 41 states in the US have
published documents related to CSC.* Of these, 11 were not
CSC plans, and of the 31 remaining guidelines, only five contained
the elements recommended by the National Academy of Medicine
(formerly Institute of Medicine [IOM]; Washington, DC USA) in
2009.* Minnesota’s plan, last updated in 2010, includes a detailed

ethical rationale for their recommendations.* Arizona’s plan uti-
lizes ethics as a foundation and places compassion as a primary
focus of the plan.*® The review goes on to evaluate the different
state’s communication, engagement, education, legal considera-
tions, and applicability planning.* This review demonstrates a lack
of preparedness for CSC implementation nation-wide, as less than
10% of the states have comprehensive plans that meet the standards
laid out by IOM over a decade previously, which were published
during the HIN1 pandemic.*

Implications for Emergency Management

Departments of emergency management serve as the lead agency
for coordination during a disaster, with their primary responsibil-
ities being: incident management and incident action plans, public
information and risk communications, maintaining situational
awareness, resource management and logistics, transportation,
communications, mass care and sheltering, public works, and legal
regulations surrounding disasters.! The IOM CSC toolkit high-
lights the importance of emergency management having an active
role in planning and coordination with the health care system and
public health.! A communicative and well-functioning relationship
between emergency management and public health is vital for a
synergistic disaster response.

The lack of active participation by emergency management
agencies will negatively impact the overall response.’ A review of
the current status of individual state CSC plans revealed the major-
ity of states in the US do not maintain CSC plans.” Several states
only published a CSC plan in 2020, while some have COVID-19-
specific policies or have incomplete plans primarily focused on tri-
age or the medical management of patients that relate to CSC.3’
Educational organizations, as in Florida, published CSC plans;
while others were published by health organizations, as in
Illinois.” A review of state plans published in early 2020 found that
only five states had plans that included all five pillars outlined by the
IOM, with 18 out of the 31 plans available for review having a
strong ethical grounding.* Arizona, Colorado, Minnesota, Nevada,
and Vermont are the five states that currently have publicly available
comprehensive plans meeting the standards laid out by the IOM,
with Vermont's plan still in draft form.*

The first paragraph of Connecticuts CSC plan directly
addressed the issues that are present in COVID-19, a decade
before the virus presented itself:

Many experts predict that the next emergency will be a prolonged public
health emergency. Indeed, most experts say that it is not a question of
“it,” but “when.” During such an event, health care facilities will face
“the perfect storm” of an overwhelming demand for services accompanied
by a critical shortage of resources that will profoundly challenge the under-
pinnings of our health care system and the individuals who comprise it. The
success with which health care facilities and providers meet these challenges
will be directly related to how well they plan and prepare for such an event.!?

This quote directly demonstrates the failure of the public health,
health care, and emergency management fields to address widely
known deficiencies within the industry. In the COVID-19 pan-
demic, the US was unprepared for handling patient surge with
inadequate levels of resources, as demonstrated by only five states
having pre-developed and published comprehensive CSC.*

The term CSC has only existed for the past two decades; the
primary issue has, however, existed for quite some time.}
Hurricane Katrina (2005) brought the issue of health care disaster
planning to the forefront through a national scandal focused on

New Orleans.!! In 2005, 45 people were found dead at Memorial
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Hospital and another 19 at Lindy Boggs Medical Center, due in
large part to the failure of generators, slow and disorganized rescue
operations, and poor communications.!! One of the significant les-
sons learned was the lack of preparedness, planning, and
coordination between hospitals and the local and state govern-
ments.'! While the COVID-19 pandemic is not the same as a hur-
ricane, it is a hazard that public health, emergency management,
and health care organizations should have prepared for in advance

of the virus’ arrival in the US in early January 2020.

Recommendations

Very few states in the US have adequate CSC plans; a lack of
planning results in an uncoordinated response and leaves health
care and public health officials scrambling to create a workable plan
with very little time.® Research completed in 2015 accurately pre-
dicted the shortage of ventilators witnessed during the COVID-19
pandemic and highlighted the need for better resource management
planning.!? Just as Connecticut’s CSC plan states, public health
emergencies “are not a question of if, but when. Emergencies that
require the implementation of CSC plans are going to happen,
the only question is the timing of such events.”’® Comprehensive
CSC plans should be implemented any time crisis operations over-
whelm a hospital’s resources, and are not limited only to pandemic
response.

According to the Pandemic and All-Hazards Preparedness and
Advancing Innovation Act of 2019 (PAHPA), SEC. 319C-3
directs various federal agencies to develop all-hazard guidelines
for health care system-wide public health emergency preparedness
to ensure adequate patient care before, during, and after a public
health emergency.’® This directive includes the management of
emerging infectious diseases, resources, and the education of
responsible partners of the region in medical emergency manage-
ment practices.'> The guidance outlined in the PAHPA is to be
published by 2021 and should include recommendations for all
states to maintain and regularly update CSC plans.!* However,
it is not enough for just the states to prepare for CSC plan

implementation; all hospitals in the US should also have robust
all-hazards CSC plans.™

Regulatory and ethical considerations that make up the founda-
tion of CSC plans should be augmented by legal statues that
cement a “duty to plan,” or alegal obligation for health care facilities
to be prepared.' Social contract theory indicates that people have
fundamental rights that exist outside of government, and the jus-
tification for government is that it exists to improve the quality of
life.® The improvement of life as a fundamental part of govern-
ment existence as a part of social contract theory requires that gov-
ernment be prepared and plan for events the public is not capable of
managing independently.’® While hospitals have been required to
prepare for disasters in the past, a standard of what that prepared-
ness level should be has not been clearly determined and should be
the focus of future research.” It is important for future policies and
regulations at all levels of government to provide clear ethical and
legal requirements for health care facilities so they can be better pre-
pared for the demands of a health care crisis.

Conclusions

The lack of preparedness in the health care system for the demands
of patient care in a crisis is indisputable, particularly considering the
COVID-19 response. Individual states in the US are responsible
for the management of public health within their borders, and
highlighting their responsibility will help to improve readiness
overtime. Introducing new legislation and policy that outlines a
clear and concise level of preparedness is vital for efficient and eth-
ical crisis response in the health care community. While health care
providers are required by oath to care for patients in need, health
care organizations should be held to an even higher standard of dis-
aster preparedness, so that in the event of a crisis, doctors and
nurses are capable of fulfilling that oath. An evidence-based health
care standard of preparedness should be the focus of further
research and discussion in the emergency management and public

health fields.
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