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Roadmap for Resuming Elective Surgery at 
CommonSpirit Health Hospitals
Revised May 18, 2020
[bookmark: _GoBack]Note: Revisions from the previous version are underlined.
COVID-19 has changed our lives and healthcare delivery system in ways we never imagined.  We will continue to evolve our healthcare delivery system as we adjust to the new presenting information.  To support the hospitals and ambulatory care settings in their phased in approach to resuming elective surgeries, the CommonSpirit Health (CSH) team in the National Office has used the Joint Statement from the American Hospital Association released on April 17, 2020 as the framework for further guidance. This toolkit compliments the simultaneous release of “Resumption of Elective Surgeries: A Phased Approach” from Dr. Robert Wiebe, Chief Medical Officer at CSH.
In this toolkit, Division leaders will find the actual Joint Statement from the American College of Surgeons, American Society of Anesthesiologists, Association of periOperative Registered Nurses, and the American Hospital Association (see Contents 1-8). Following each of their eight sections, there is a section (a magenta box) where the CSH National Team has prepared a list of considerations that are presented in a “checklist” style.  More in depth details can be found on either the CHI or Dignity Health SharePoint sites, in the appendices or other provided link. Our hope is that the design of this toolkit will assist you in your “jumpstart” efforts to resume your elective surgeries and other procedures.
If you have specific questions on the toolkit content, you are welcome to reach out to your local leaders for Communications, Environmental Services, Human Resources, Infection Prevention, Quality/Safety, and Supply Chain. If the toolkit is revised, you will find the latest revision in the COVID Daily Bulletin and on the CHI / Dignity Health SharePoint sites.  
We appreciate your partnership and serving our patients.


Distributed by Patient Safety in the National Office in partnership with the teams in Advocacy (Shelly Schlenker), Communications (Anissa Routon), Environmental Services (Tim Livesay), Food and Nutrition Services (Diesell Martinez), Human Resources (Annette Lorenzi, Shelli Hofmann), Laboratory Service (Karen Smith), Patient Care Services (Brian Dawson), and Supply Chain (Dan DeLay, Kathy Carpenter and Alex Aliberto).
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[bookmark: _Toc40701804]Timing for Reopening of Elective Surgery
Principle: There should be a sustained reduction in the rate of new COVID-19 cases in the relevant geographic area for at least 14 days, and the facility shall have appropriate number of intensive care unit (ICU) and non-ICU beds, personal protective equipment (PPE), ventilators and trained staff to treat all non-elective patients without resorting to a crisis standard of care.
Considerations:
a. Timing of resumption: there must be a sustained reduction in rate of new COVID-19 cases in the relevant geographic area for at least 14 days before resumption of elective surgical procedures1-4
b. Any resumption should be authorized by the appropriate municipal, county and state health authorities
c. Facilities in the state are safely able to treat all patients requiring hospitalization without resorting to crisis standards of care
d. Does the facility have appropriate number of ICU and non-ICU beds, PPE, ventilators, medications, anesthetics and all medical surgical supplies?
e. Does the facility have available numbers of trained and educated staff appropriate to the planned surgical procedures, patient population and facility resources? Given the known evidence supporting health care worker fatigue and the impact of stress, can the facilities perform planned procedures without compromising patient safety or staff safety and well- being?
CSH Considerations to “Jump-Start”
Clinical Consideration:
· [bookmark: OLE_LINK2]Identify either two consecutive weeks of declining new COVID-19 infections in the community based on County-level reports or two consecutive weeks of Low-Moderate to Minimal Influenza-Like Illness (ILI) activity in the State as reported to ILINet (CDC updates and presents ILI activity every week on its website)
· Ensure at minimum 20% availability of beds and other medical equipment needed
· Determine anesthesia coverage (work with local anesthesia leadership to ensure anesthesia coverage for increased surgical workload – may need locum tenens anesthesia providers)
· Determine Operating Room resources (e.g., have you repurposed any pre-op or postop areas for additional beds?) 
· Establish Length of Stay process (discharges and transfers by 11am by hospitalists and intensivists)
· Establish the use of COVID-19 Patient Education technology prior to surgery (e.g., EMMI)
· Clinical Data Science will be supplying forecasting informing to the timing and the level of admissions of COVID+ patients that will occur by geography after social distancing is reduced (refer to Appendix K for example of illustrative graphical information)

Human Resources (HR) Considerations:

· Ensure adequate trained and educated staff are available
· Work with local HR to determine options for expedited hiring if needed 
· Provide existing online education to support employees and leaders around topics such as Resiliency, and Virtual Meetings
· Collaborate with clinical education department to ensure adequately trained staff 


[bookmark: _Toc40701805]COVID-19 Testing within a Facility
Principle: Facilities should use available testing to protect staff and patient safety whenever possible and should implement a policy addressing requirements and frequency for patient and staff testing.
Considerations: Facility COVID-19 testing policies should account for:
a. Availability, accuracy and current evidence regarding tests, including turnaround time for test results.
b. Frequency and timing of patient testing (all/selective)
1. Patient testing policy should include accuracy and timing considerations to provide useful preoperative information as to COVID-19 status of surgical patients, particularly in areas of residual community transmission.
2. If such testing is not available, consider a policy that addresses evidence-based infection prevention techniques, access control, workflow and distancing processes to create a safe environment in which elective surgery can occur. If there is uncertainty about patients’ COVID-19 status, PPE appropriate for the clinical tasks should be provided for physicians and nurses.
c. Health care worker testing
d. How a facility will respond to COVID-19 positive worker, COVID-19 positive patient (identified preoperative, identified postoperative), “person under investigation” (PUI) worker, PUI patient?
CSH Considerations to “Jump-Start”

· Initiate COVID-19 testing for all procedures and surgeries that may generate aerosols using in-house or externally-sourced molecular/PCR. This includes procedures where reasonable anticipation of aerosol generating procedures will occur such as conscious sedation which might require supplemental O2 therapy (refer to Appendix A)
· Utilize standard PPE requirements for surgery if patient tests negative for COVID-19
· Health care worker molecular testing may commence when testing capacity is increased
· Only use a nasopharyngeal swab when testing an asymptomatic patient or health care worker 
· Review turnaround time (TAT) of existing testing capability and established workflow to ensure testing occurs as close as possible to surgery date 
· If TAT is greater than four days, please work with local lab leadership to identify alternatives. If no alternatives are available please contact Karen Smith, System VP of Laboratory Services at Karen.Smith@DignityHealth.org to review other options (refer to Appendix A)
· Educate the patient to remain home (shelter in place) after testing until surgery date to limit potential exposure prior to surgery (refer to Patient Education materials in CHI/Dignity Health SharePoint site)
· Create a process to determine next steps if patient testing is not available or test results have not come back by date of surgery

[bookmark: _Toc40701806]Personal Protective Equipment
Principle: Facilities should not resume elective surgical procedures until they have adequate PPE and medical surgical supplies appropriate to the number and type of procedures to be performed.
Considerations: Facility policies for PPE should account for the following:
a. Adequacy of available PPE, including supplies required for potential second wave of COVID- 19 cases
b. Staff training on and proper use of PPE according to non-crisis level evidence-based standards of care
c. Policies for the conservation of PPE should be developed (e.g., intubation teams) as well as policies for the extended use and reuse of PPE per CDC guidelines
 


CSH Considerations to “Jump-Start”

· Determine if facility has adequate inventory of PPE
· Minimum four days on hand (utilize CRISIS application for analysis)
· Projection of new inventory arrival for the next two weeks
· Utilize your supply chain resources within your division for inquiries  
· Evaluate approved options for reprocessing PPE established by the national office
· Establish universal source control at point of entry for all health care workers, visitors, and patients as recommended by the CDC (e.g., masking all individuals entering the facility, symptom check for fever and respiratory illness)
· Maintain visitor and student restrictions for two weeks after reopening for elective surgeries. A continued downward trend in geographical cases must be observed

[bookmark: _Toc40701807]Case Prioritization and Scheduling
Principle: Facilities should establish a prioritization policy committee consisting of surgery, anesthesia and nursing leadership to develop a prioritization strategy appropriate to the immediate patient needs.
Considerations: Prioritization policy committee strategy decisions should address case scheduling and prioritization and should account for the following:
a. List of previously cancelled and postponed cases
b. Objective priority scoring (e.g., MeNTS instrument)5  (refer to Appendix B)
c. Specialties’ prioritization (cancer, organ transplants, cardiac, trauma)6,7
d. Strategy for allotting daytime “OR/procedural time” (e.g., block time, prioritization of case type [i.e., potential cancer, living related organ transplants, etc.])
e. Identification of essential health care professionals and medical device representatives per procedure
f. Strategy for phased opening of operating rooms
1. Identify capacity goal prior to resuming 25% vs. 50%
2. Outpatient/ambulatory cases start surgery first followed by inpatient surgeries
3. All operating rooms simultaneously – will require more personnel and material
g. Strategy for increasing “OR/procedural time” availability (e.g., extended hours before weekends)
h. Issues associated with increased OR/procedural volume
1. Ensure primary personnel availability commensurate with increased volume and hours (e.g., surgery, anesthesia, nursing, housekeeping, engineering, sterile processing, etc.)
2. Ensure adjunct personnel availability (e.g., pathology, radiology, etc.)
3. Ensure supply availability for planned procedures (e.g., anesthesia drugs, procedure-related medications, sutures, disposable and non-disposable surgical instruments)
4. Ensure adequate availability of inpatient hospital beds and intensive care beds and ventilators for the expected postoperative care
5. New staff training
CSH Considerations to “Jump-Start”
· The objective priority scoring (MeNTS instrument) from ACS is attached in appendix B
· Review the CommonSpirit Health in of COVID-19 Elective Surgery Backlog Calculator (refer to Appendix C) to understand how many cases are in your backlog based on your historical volume data and how much time you should expect to need to address that backlog. Your resource assessment will inform calculator inputs such as:
· Beds to accommodate elective inpatient cases
· Ability to run rooms in the evenings or on weekends
· Conversion of any rooms to OR’s (procedure rooms or Endo suites)
· OR rooms or PACU bays that are set aside specifically for COVID-19 patients
· Need to supplement nursing and anesthesia staff resources with travelers
· Impact of surgeons with privileges at other facilities on your backlog
· Meet with the corporate Perioperative Services team as needed to validate the inputs and levers of the backlog calculator, and/or to discuss considerations for block policy, appointment book maintenance, and case backlog prioritization
· Schedule and conduct a meeting with your surgical governance committee (multi-disciplinary team to include nursing, surgery, anesthesiology, lab, radiology, EVS), to address:
· Short term changes to block policy, if needed, to handle recovery period (refer to Appendix D)
· Review Backlog Calculator
· Discuss plan for market development post-COVID-19 rounding with physician offices (via phone, in-person, etc.)
· Determine ongoing meeting cadence
· Once you have a date when your OR’s will re-open, work with Market Development representatives to communicate to surgeon offices
· Refer to Appendix E - Physician Outreach templates
· MDR’s to assist with patient messaging and communication needs (procedure prioritization, testing policies, counseling, safety for patients and healthcare workers, PPE use, patient family/visitor guidelines, post-discharge care, advance directives)
· Once you have a date when your OR’s will re-open, begin the process of rescheduling cancelled cases in the backlog
· OR schedulers should start reaching out to offices to schedule cancelled procedures.  Periodically, run the COVID-19 Cancelled Case report to refresh your list
· Review the schedule for the first week that you are open.  Continue to assess your resources and make any changes to the schedule based on any new resource constraints
· Continuously evaluate unfilled surgeon block time so all unused time is released to ‘First Come, First Served’ time slots
· Start planning for additional phases of ramp up period
· If you don’t expect to re-open at 100% capacity start planning your ramp-up timeline to get back to full operations
· Ensure safe, high quality high value care of surgical patients across the five phases of surgical care (use risk adjusted data)

[bookmark: _Toc40701808]Post-COVID-19 Issues for the Five Phases of Surgical Care
Principle: Facilities should adopt policies addressing care issues specific to COVID-19 and the postponement of surgical scheduling.
Considerations:
Facility policies should consider the following when adopting policies specific to COVID-19 and the postponement of surgical scheduling:
a. Phase I: Preoperative
1. Guideline for preoperative assessment process
· Patient readiness for surgery can be coordinated by anesthesiology-led preoperative assessment services.
2. Guideline for timing of re-assessing patient health status
· Special attention and re-evaluation are needed if patient has had COVID-19-related illness
· A recent history and physical examination within 30 days per Centers for Medicare and Medicaid Services (CMS) requirement is necessary for all patients. This will verify that there has been no significant interim change in patient’s health status
· Consider use of telemedicine as well as nurse practitioners and physician assistants for components of the preoperative patient evaluation
· Some face-to-face components can be scheduled on day of procedure, particularly for healthier patients
· Surgery and anesthesia consents per facility policy and state requirements
· Laboratory testing and radiologic imaging procedures should be determined by patient indications and procedure needs. Testing and repeat testing without indication is discouraged
· Assess preoperative patient education classes vs. remote instructions
· Advanced directive discussion with surgeon, especially patients who are older adults, frail or post-COVID-19
· Assess for need for post-acute care (PAC) facility stay and address before procedure (e.g., rehabilitation, skilled nursing facility)
b. Phase II: Immediate Preoperative
1. Guideline for pre-procedure interval evaluation since COVID-19-related postponement
2. Assess need for revision of nursing, anesthesia, surgery checklists regarding COVID-19
c. Phase III: Intraoperative
1. Assess need for revision of pre-anesthetic and pre-surgical timeout components.
2. Guideline for who is present during intubation and extubation
3. Guideline for PPE use
4. Guideline for presence of nonessential personnel including students
d. Phase IV: Postoperative
1. Adhere to standardized care protocols for reliability in light of potential different personnel. Standardized protocols optimize length of stay efficiency and decrease complications (e.g., ERAS)
e. Phase V: Post Discharge Care Planning
1. PAC facility availability
2. PAC facility safety (COVID-19, non-COVID-19 issues)
3. Home setting: Ideally patients should be discharged home and not to a nursing home as higher rates of COVID-19 may exist in these facilities

  
CSH Considerations to “Jump-Start”
· Complete a terminal cleaning of all areas prior to reopening and at the end of each day
· Establish engineering controls to facilitate social distancing, such as minimizing time in waiting areas, spacing chairs at least 6 feet apart, and maintaining low patient volumes
· Consider postponing surgery or scheduling for the last case of the day if the patient is COVID-19 positive
· Weigh impact of postponing surgery to patient outcome
· Consider excluding staff in collaboration with HR that are at greater risk for adverse outcomes per CDC recommendations (e.g., pregnant, chronic respiratory condition, etc.) 
· Recover the patient in the OR suite  
· Identify patient path of travel from pre-op to postop to limit interaction with other patients and ancillary staff 
· Identify vendors who would need to participate in the cases, limit the number of personnel.  Develop a process to communicate and notify the vendor of existing protocols
· Limit OR traffic within the surgical suite
· Consider designating recovery locations that are separate from known areas with positive COVID-19 or PUI patients
· Review room turnover procedure with environmental services (EVS)
· Specifically delineate the responsibilities of room cleaning with OR and EVS staff
· Review daily terminal cleaning logs to ensure completion
· Consider discharge location requirements (e.g., SNF, LTAC) for patients with known and unknown COVID-19 status
· Be aware some discharge locations require two negative COVID-19 tests prior to accepting patient regardless of original test result during pre-op
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Principle: Facilities should reevaluate and reassess policies and procedures frequently, based on COVID-19 related data, resources, testing and other clinical information.
Considerations: Facilities should collect and utilize relevant facility data, enhanced by data from local authorities and government agencies as available:
a. COVID-19 numbers (testing, positives, availability of inpatient and ICU beds, intubated, OR/procedural cases, new cases, deaths, health care worker positives, location, tracking, isolation and quarantine policy)
b. Facility bed, PPE, ICU, ventilator availability
c. Quality of care metrics (mortality, complications, readmission, errors, near misses, other – especially in context of increased volume)
 CSH Considerations to “Jump-Start”
· Monitor daily COVID-19 statistics by utilizing the CRISIS application 
· Work with local and division Supply Chain leadership on a daily basis to review inventory levels of related surgical supplies (e.g., ventilator circuits, custom packs) 
· Develop a process to monitor and manage key perioperative supplies to improve supply efficiency refer to John Frye, System VP, Supply Chain Operations at JohnFrye@catholichealth.net for further input

[bookmark: _Toc40701810]COVID-related Safety and Risk Mitigation surrounding Second Wave
Principle: Facilities should have and implement a social distancing policy for staff, patients and patient visitors in non-restricted areas in the facility which meets then-current local and national recommendations for community isolation practices.
Considerations:
a. Each facility’s social distancing policy should account for:
1. Then-current local and national recommendations
2. The number of persons that can accompany the procedural patient to the facility
3. Whether visitors in periprocedural areas should be further restricted

CSH Considerations to “Jump-Start” 
· Revise surge plan to identify different areas for a surge once the repurposed units (e.g., COVID-19 units) go back to normal operations
· Identify feasibility of initiating rapid mitigation strategies 
· Reactivate visitor, student, and dietary service restrictions, single point of entry, and designation of inpatient COVID-19 units
· Initiate existing HR developed measures that support social distancing
· Review the Temporary Teleworker Policy 
· Consider implementing portions of New Employee Orientation electronically rather than in person while social distancing continues to be necessary
· Encourage the use of video and/or telephone interviews when possible. If in-person interviews are necessary, consider scaling down the number of employees involved in the interview process to ensure proper distance is maintained 

· Review established employee assistant programs (e.g., employees who are concerned about potential exposure to their families may be able to access no- or low-cost accommodations). Additional information about organizations and/or hotel chains offering such accommodations can be obtained by contacting your local HR office

[bookmark: _Toc40701811]Additional COVID-19 Related Issues
Note: This is the “other section” from the joint statement from AHA and others and many of these sections are also included in the magenta boxes of previous sections.
a. Healthcare worker well-being: post-traumatic stress, work hours, including trainees and students if applicable
b. Patient messaging and communication (refer to Appendix F)
c. Case scheduling process (refer to Appendix C and D)
d. Facility and OR/procedural safety for patients
e. Preoperative testing process
1. For COVID-19-positive patients
2. For non-COVID-19-positive patients
3. Environmental cleaning
f. Prior to implementing the start-up of any invasive procedure, all areas should be terminally cleaned according to evidence-based information.
g. In all areas along five phases of care (e.g. clinic, preoperative and OR/procedural areas, workrooms, pathology-frozen, recovery room, patient areas, ICU, ventilators, scopes, sterile processing, etc.):
1. Regulatory issues (The Joint Commission, CMS, CDC)
2. Operating/procedural rooms must meet engineering and Facility Guideline Institute standards for air exchanges
3. Re-engineering, testing, and cleaning as needed of anesthesia machines returned from COVID-19 and non-COVID ICU use

CSH Considerations to “Jump-Start”
· Maintain cafeteria, visitor and student restrictions for a minimum of two weeks after reopening for elective surgeries. A continued downward trend in geographical cases must be observed
· More than ever, it is important to recognize and prioritize our employees’ well-being, as they continue to provide much-needed care, treatment, and support. Recognizing the personal impact of the current crisis is a vital step for employees to continuing to support their own and their colleagues’ well-being. CommonSpirit Health has developed information and resources to support employees’ physical, emotional, social, financial, and spiritual well-being. We will continue to update these resources. Click here for the Employee COVID-19 Resilience and Well-Being Resources - https://dignityhealth.box.com/v/COVID19-Resources-CSH
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Principle: Facilities should have a comprehensive communications plan to provide clear information to staff, patients, physicians, and the community. Communications should describe the criteria we are using to resume procedures, the steps we are taking to safely provide care, and the expectations that staff and patients should have.
Considerations: Communications to our key audiences should be coordinated and consistent. Communications should place a particular emphasis on earning trust from our physicians, staff, and patients that it is safe to provide and receive care at our facilities. 

Recognizing that each division and community may have a different timeframe and approach for resuming procedures, communications should be customized and specific to the local circumstances and approach.
CSH Considerations to “Jump-Start”
A suite of communications resources has been developed to support our division teams. Those resources may be found in Communications Resource needed from Dan (refer to Appendix F)
· Key messages:
· We are preparing to safely and gradually resume some elective procedures at our care sites, following guidance from national health officials
· We will continue to take significant steps to make sure it is safe to be treated at our care facilities. We have a careful and detailed approach to determine which procedures can safely be performed, where they can be performed, and when they can be performed
· Serving our communities is our calling, and safely resuming these procedures is one of the most important ways we can help our communities heal

· Communications tactics:
· Consider a proactive approach to communicating with staff, patients, physicians, and the community. Recognize the significant interest and questions from our key audiences
· Use internal memos, FAQs, patient communications, and media statements to share our message
· Consider reinforcing messages through Huddles, calls or meetings with employees and physicians, and community outreach
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Comparison of Testing Methods

As of April 24, 2020







		Test Method

		Molecular

		Rapid Molecular

		Antibody (IgG)

		Rapid Antibody (IgG/IgM)



		Technical Summary

		Detects the SARS-CoV-2 viral RNA

		Detects the SARS-CoV-2 viral RNA

		Detects IgG antibodies in serum or plasma of patients exposed to the SARS-CoV-2 virus.

		Detects IgG and IgM antibodies in serum, plasma, saliva, or nasal swab fluids of patients exposed to the SARS-CoV-2 virus.



		Preference for CSH 

		Yes

		No

		No

		No



		Intended Use

		Diagnosis, Back-to-Work, Elective Surgery Patients

		Diagnosis, Back-to-Work, Elective Surgery Patients

		Who was previously infected with the virus within a geographical area? Epidemiologic studies (how far has the virus spread) 
Not useful for diagnostic purposes.

		Who was previously infected with the virus within a geographical area? Epidemiologic studies (how far has the virus spread) 
Not useful for diagnostic purposes.



		Currently Performed in CSH Hospital Laboratories

		97%

		3%

		No testing performed at this time.  Testing will begin in the next few weeks.

		0%



		Test Turn Around Time

		45-240 minutes

		10-15 minutes

		30-240 minutes

		10-15 minutes



		Likelihood of false negatives (Sensitivity)

		Low (this is good)

		Higher than desired

		Low (this is good)

		Higher than desired



		Accuracy of Test (Specificity)

		High

		High

		High

		Lower than desired (much remains unknown)



		Availability of Tests

		Limitations meeting demand

		Limitations meeting demand

		Readily available by end of April

		Limitations meeting demand



		CSH Approved Testing Manufacturers

		[bookmark: _GoBack]Abbott M2000
BD Max
BioFire
Cepheid
Hologic Panther
Luminex NG Tag

		Abbott ID NOW

		Abbott Architect i1000 & i2000 and Ortho Vitros

		None



		Limitations and Comments

		Relies on correct swabbing technique. 

		Use of VTM, UTM and saline dilutes the virus and may give false negative results

		It is NOT clear that the presence of antibodies mean immunity to SARS-CoV-2. It is NOT clear how long antibodies last in a person. Test results do not change the need for full PPE. 

		Two are FDA approved for use in the US but are not yet available.



		Qualitative (positive or negative) Quantitative (a number)

		Qualitative

		Qualitative

		Qualitative and Quantitative

		Quantitative
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Karen Smith, CSH VP Laboratory Operations

In collaboration with the CSH Lab Medicine Panel

Distributed April 24, 2020

image1.png







image2.jpeg

.’(‘
CommonSpirt™







image2.emf
COVID 19 Testing  for Resuming Elective Surgeries April 27 2020


COVID 19 Testing for Resuming Elective Surgeries April 27 2020
[image: ]

SARS-CoV-2 Molecular Testing

[bookmark: _GoBack]Priority of Testing for Resuming Elective Surgeries

Over the last couple of days the CommonSpirit Health leadership team has had several discussions regarding re-opening our hospitals across many of our divisions.  In re-opening our hospitals there are using many determining factors that impact our success.  Two of them will be State mandates and guidelines which may vary from division to division.  The other consideration is Lab testing capacity.  As we are aware, our internal testing capacity is constrained by equipment availability and lab test kits.  At the present time, we are only receiving about 10% of the lab test kits we order.  So we have to ensure when we re-open for elective cases, we do not place further strain on the amount we are currently receiving.  The best way to address that is to put guidelines in place that have lab testing for elective cases going to either one of our three large CommonSpirit Lab testing sites (see below) or sending the specimens out to commercial labs as suggested below.



In-House Tests

· Preserve in-house tests for:

1. Inpatients

2. Symptomatic health care workers

Send-Out Tests

· Asymptomatic health care workers

· Patients scheduled for surgeries

· TAT goal to match state requirements-generally 48 hours

1. Send to:

· University Hospitals that have a relationship with the Facility

· Commercial Labs

· ARUP

· LabCorp

· Quest

· Other local commercial labs

· CHS Internal Labs

· St. Joseph Hospital/Health Care Clinical Laboratories in Stockton, CA

· Creighton University Medical Omaha, NE

· St. Joseph Hospital in Phoenix, AZ

· Public Health Departments

Special Collection Note:

When testing an asymptomatic patient or employee, only use a nasopharyngeal swab.  Other CDC-approved collection devices are not appropriate.  





Prepared by Karen K. Smith

CSH VP Laboratory Operations

Date: April 27, 2020
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Management of Critically Ill Adults 
with COVID-19 


 


2020 Surviving Sepsis Campaign Guidelines for COVID-19 are here 


General Concerns for PUI / COVID-19 


1. COVID-19 patients can deteriorate rapidly 


2. Early intubation may reduce morbidity/mortality 


3. Early recognition of PUI/COVID-19 patients with respiratory failure is essential 


4. High risk procedures (i.e. intubation) require the proper donning of protective gear 


5. Early intubation allows time to prepare the team for proper donning of protection and avoids 
exposing the teams to more risk 


6. Aerosolized inhalers to any PUI and COVID-19 positive patients should be avoided – Automatic 
conversion from nebulizer to MDI (a spacer/self-administered) for patients needing bronchodilators 


7. Running out of ICU Beds – use of alternative areas (PACU & OR space) 
8. Recommend Early Code Status discussion 
 


Airway Concerns in PUI / COVID-19 Patients 


1. Avoid crash intubation 


a. Increases risk of exposure 


b. Reduces time for proper preparation 


2. Consider creating an intubation team 


3. Notify the team of any new PUI/ COVID positive patient 


4. Assure such patients are on the COVID surveillance list 


5. Notify the ICU and PUI/COVID airway team early  


6. Use of thoracic ultrasound can show early indicators of COVID disease 


7. PUI/COVID-19 infection and pre-existing sleep apnea deemed at risk for respiratory failure without therapy 
may receive non-invasive ventilator support 


a. Provide such treatment using a V30 or V60 ventilator without use of humidification (considered 
aerosol generating and requires airborne isolation) 


Infection Control: 
1. Healthcare workers performing aerosol-generating procedures on patients with COVID-19 in the ICU, 


we recommend using fitted respirator masks (N95 respirators or equal or higher such as a 
PAPR/CAPR) 


2. We recommend performing aerosol-generating procedures on ICU patients with COVID-19 in a 
negative pressure room  if available 


3. Care for non-ventilated COVID-19 patients – use simple mask and PPE including eye protection 
4. Performing non-aerosol generating procedures on mechanical ventilation (closed circuit) –use simple 


masks /PPE/ Face shield 
5. For proning procedures use N95/eye protection as a precaution for potential tube dislodgement 


 


 



https://pdfs.journals.lww.com/ccmjournal/9000/00000/surviving_sepsis_campaign__guidelines_on_the.95707.pdf
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Supportive Care for COVID-19 


1. In adults with COVID-19 and shock, suggest using dynamic parameters (skin temp, capillary refill, &/ 
or lactate) over static parameters to assess fluid responsiveness 


2. For acute resuscitation of adults with COVID-19 and shock – suggest using conservative over liberal 
fluids – using crystalloids over colloids. (No gelatins, hetastartch, dextrans or albumin).  This DOES 
include the initial 30mL/kg. 


3. Recommend use of Norepinephrine as 1st line agent     then vasopressin or epinephrine if norepi 
is not available. 


a. Target MAP of 60-65 (SCCM Guidelines 2020) 


4. Recommend against use of dopamine if norepi is available 


Intubation Criteria Guidelines 


1. PO2 < 65 or SaO2 < 92% on 100% NRB mask 


2. Labored breathing with RR > 35-40, or PCO2 > 50 (in patient w/o history of chronic CO2 retention) with 
pH < 7.30 


3. Do not wait  for these criteria to be present before notifying the ICU 


4. DO NOT INTUBATE without proper PPE 


5. Intubation with Rapid Sequence Intubation (RSI) 


6. Minimize bagging once patient has been pre-oxygenated. 


7. Glideslope or C-MAC preferred to minimize operator exposure to droplets 


 


Intubation of PUI/COVID-19 Positive Patients 
1. Intubation should be conducted by the most  experienced  practitioner 


a. to decrease the attempts at intubation 


b. to handle a difficult airway if presented 


2. Consider COVID/PUI airway team 


3. Avoid awake fiber optic intubation unless specifically indicated 


4. Avoid using inhaled Gas for intubation induction, or sedation in patients with PUI/confirmed COVID-19, 
Intravenous sedation is preferred. 


5. Don a N95 respirator at minimum, CAPR/ PAPR gear are strongly suggested for all intubations if 
available 


6. All intubations should occur in negative pressure rooms if possible 


7. If surgery is  needed,  patients should be intubated in negative pressure rooms PRIOR to transfer to OR 


8. Avoid atomized/nebulized local anesthetics 


9. Pre-oxygenate for 5 minutes with 100% oxygen and perform rapid sequence induction 


10. Avoid manual ventilation and potential aerosolization of virus from the airways 


a. If manual ventilation is needed, apply small tidal volumes 


11. NO Positive Pressure Ventilation until ETT cuff is INFLATED. 


12. HEPA filter must be used with ETT/BMV Resuscitation bags and ventilators should have HEPA filters 


13. Run ventilator on “dry circuits” using heat-moisture exchangers 
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Escalation of Oxygen Therapy Algorithm in COVID-19 / PUI 


No Intubation 


 
 


 


 


 


 


 


 


Initiate Contact / Droplet Isolation with Eye Protection 


Low flow oxygen, 1-6 L nasal cannula 


No humidification 


Initiate early goal of care discussions 


Consider palliative care consultation 


Non-rebreather mask 1-15 L/min 


No humidification 


ICU transfer not required 


Transfer to Droplet Isolation Room 


High flow nasal cannula, no flow rate or oxygen percentage limits, 
don a N95/PAPR 


Consider transition to comfort measures if no improvement 


Initiate Contact / Droplet Isolation with Eye Protection 


Low flow oxygen, 1-6 L nasal cannula 


No humidification 
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Escalation of Oxygen Therapy Algorithm in COVID - 19 / PUI 
Full Code 


 
 


 


 


 


 


 


Initiate Contact / Droplet Isolation with Eye Protection 


Low flow oxygen, 1-6 L nasal cannula 


No humidification 


High flow nasal cannula, max 30 L flow / 50-100% oxygen 


**Not desirable, but if done, place patient in negative pressure room and mask patient 
when others in the room- Staff to wear N95 


Transfer to ICU 


Initiate airborne/negative pressure Isolation 


PPE / N95 / Eye Protection 


Therapy per ICU Provider 


Consider early intubation to avoid emergent intubation and uncontrolled exposures 


 
 


High flow nasal cannula, 
no flow or oxygen limits 


 
Non- invasive ventilation 


w/o humidification 


* In general NIV is discouraged in 
this population due to high rates 
of failure and the potential to 
lead to emergent intubation 


Intubation and mechanical 
ventilation 


• Heat moisture exchanger used 
as default 


• Proning 16-20 hours 


• Rescue therapy including 
epoprostenol and consider VV 
ECMO 
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Invasive Mechanical Ventilation Management 
1. Heat Moisture Exchangers (HME) rather than humidification of ventilator circuits 


2. Droplet isolation for use of mechanical ventilation 


3. ARDSnet protective lung ventilation (SCCM 2020) ** ARDSNet PEEP  table or other evidence 
based practice PEEP tools  


a. Recommend using low tidal volume (Vt 4-8 mL/kg predicted body wt) ventilation (Vt – over     
higher tidal volumes (Vt > 8 mL/kg) (strong recommendation)  


b. Target plateau pressures of <30 cmH2) (strong recommendation)  


c. Moderate to severe ARDS - higher PEEP (weak recommendation) 


4. May consider APRV or inhaled epoprostenol (weak recommendation) 


5. No corticosteroids 


a. Potential harm with COVID-19 


6. Prone Position Ventilation – 12 – 16 hours (SCCM 2020) – can consider proning in non-vented 
patient 


7. Neuro-muscular blockers – intermittent boluses over continuous infusion – exception is in 
persistent ventilator dyssynchrony 


8. May consider ECMO in very select patients – (weak recommendation- outcome data is not clear) 


a. Decision to use ECMO should be determined by a team of experts using the standardized 
predictive scoring tools. 


9. Recommend against use of routine inhaled nitric oxide (strong recommendation) 


10. Use of Anesthesia devices can be used as ventilators. Click here for a link on guidelines and 
instructions on how to convert and manage these devices 


11. Pre-prepare ventilator with appropriate settings, shut vent off before removing mask.  


12. Have clamp at the bed side in case there is need to use an ambu bag with a filter in place 


13. Only Use for BiPAP is after extubation (BiPAP on vent) with mask as the vent has exhalation viral 
filter valve with low threshold for early reintubation only in a negative pressure room. 


14. Do not use suction catheter with open endotracheal tube 


15. Minimize travel out of ICU 


16. No need for daily CXR 


17. High threshold for fiber optic bronchoscopy , thus to use catheter directed BAL if needed 


18. Avoid BMV but if clinically needed:    


a. HEPA viral filter must be used with bag valve mouth (BMV)    


b. LOW VOLUMES and HIGH RATE if bagging is required   


c. Avoid laying patient flat prior to meds, assure no agitation. 


19. Any intended disconnection from ventilator, please follow this process -  


 



https://www.uptodate.com/contents/ventilator-management-strategies-for-adults-with-acute-respiratory-distress-syndrome#H2

https://www.asahq.org/in-the-spotlight/coronavirus-covid-19-information/purposing-anesthesia-machines-for-ventilators
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Extubation Guideline 
1. Due to this being an aerosolizing procedure - when possible, perform extubation in a 


negative pressure or HEPA filtered room. 


2. PPE/N95/Face shield should be worn by persons in the room while extubation occurs. 


3. Minimize in-room personnel when extubating.  


4. Follow steps above for disconnecting from the ventilator 
 


SCCM algorithm for COVID -19 with Hypoxia 


 


**Data for use of NIPPV suggests lack of efficacy in this population 
SCCM Algorithm for COVID-19 with ARDS 
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Aerosol Generating Procedures & Isolation Recommendations  


Aerosol Generating 
Procedures 


Contact + 
Droplet Isolation 


Airborne Isolation with PPE 
including Eye Protection/goggles, 


N-95 or PAPR/CAPR 


Intubation/extubation Not recommended Acceptable 


Mechanical ventilation Recommended if  calm /sedated 
w/o risk of dislodgement 


Acceptable if any risk of 
dislodgement e.g. proning 


Bronchoscopy Not recommended Acceptable 
Use disposable bronchoscope 


Open suction catheter use 
(trach, ETT, or NTS) 


Not recommended Acceptable 


Placing or exchanging 
tracheostomy tubes 


Not recommended Acceptable 


Nebulizer treatments – 
encourage MDI use 


Not recommended - 


use MDI’s 


Acceptable 


Use MDI except if Aerogen on vent 


High flow nasal cannula 


Generally defined > 6L 


Not recommended Acceptable 


Full code In IMC: Max 30L/50%, then 
transfer to ICU 


“No intubation” on floor or IMC: 
Allowed without restrictions 


ICU: Acceptable without restrictions. 


OSA CPAP for chronic severe 
sleep apnea 


Not recommended Acceptable. Do not use 
humidification; dry circuit only. 


Non- invasive ventilation 
for respiratory failure 


(includes CPAP  and BiPAP) 


Not recommended Full Code: acceptable only in ICU. No 
humidification; dry circuit only 


No Intubation: 


Acceptable in IMC and ICU. 
Do not use humidification; 


dry circuit only 


Aerobika 
Not recommended 


Acceptable; 
encourage self-use by patient 


Chest PT / Percussion Not recommended Acceptable 


IPV/Metaneb Not recommended Acceptable 


Active Humidification of 
Ventilator Circuit 


Not recommended Requires ventilator circuit 
modification, discuss with 


RT prior to initiation 


Continuous aerosol therapy 
(e.g. epoprostenol) 


Not recommended Requires ventilator circuit 
modification, discuss with 


RT prior to initiation 


Heliox-spontaneously  breathing Not recommended Acceptable 


Heliox-ventilated Not recommended Acceptable 
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 Distributed By: Brenda Downs, MSN, ARPN, ACNS-BD on behalf of CommonSpirit Health Critical Care Clinical Council (C5) 
DISCLAIMER: COVID-19 information is rapidly changing and documents will be updated accordingly. 


April 10, 2020 



https://pdfs.journals.lww.com/ccmjournal/9000/00000/surviving_sepsis_campaign__guidelines_on_the.95707.pdf

https://pdfs.journals.lww.com/ccmjournal/9000/00000/surviving_sepsis_campaign__guidelines_on_the.95707.pdf

https://pdfs.journals.lww.com/ccmjournal/9000/00000/surviving_sepsis_campaign__guidelines_on_the.95707.pdf




image4.emf
MeNTS OR  Procedure Prioritization Worksheet


MeNTS OR Procedure Prioritization Worksheet
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Medically-Necessary Time Sensitive (MeNTS) OR Procedure 

Prioritization Worksheet

		Procedure

		1

		2

		3

		4

		5



		OR Time

		< 30 min

		31-60 min

		61-120 min

		121-181 min

		≥ 181 min



		LOS Anticipated

		Outpatient

		23 hrs

		24-48 hrs

		≤ 3 days

		> 4 days



		Post-Op ICU Need

		Very Unlikely

		< 5%

		5-10%

		11-25%

		≥ 25%



		Bleeding Risk/EBL

		< 100cc

		101-250cc

		251-500cc

		501-750cc

		≥ 750cc



		Surgiocal Team Size 

		1

		2

		3

		4

		> 4



		Intubation Needed to Perform Prodecure

		≤ 1%

		1-5%

		6-10%

		11-25%

		≥ 25%



		Surgical Site

		None of the following

		Abdominopelvic MIS Surgery

		Abdominopelvic Open Surgery, Infraumbilical

		Abdominopelvic Open Surgery, Supraumbilical

		OHNS/Upper GI/Thoracic



		

		

		

		

		Procedure Score 
(7-35)

		







		Disease 

		1

		2

		3

		4

		5



		Non-Operative Treatment Option
EFFECTIVENESS

		None available

		Available, <40% effective as surgery

		Available, 40-60% effective as surgery

		Available, 60-95% effective as surgery

		Available, equally effective



		Non-Operative Treatment Option
RESOURCE USE/EXPOSURE RISK

		Significantly worse/not applicable

		Somewhat worse

		Equivalent

		Somewhat better

		Significantly better



		Impact of 2wk delay in DISEASE outcome

		Significantly worse

		Worse

		Moderately worse

		Slightly worse

		Minimally worse



		Impact of 2wk delay in SURGICAL  difficulty/risk

		Significantly worse

		Worse

		Moderately worse

		Slightly worse

		Minimally worse



		Impact of 6wk delay in DISEASE outcome

		Significantly worse

		Worse

		Moderately worse

		Slightly worse

		Minimally worse



		Impact of 6wk delay in SURGICAL  difficulty/risk

		Significantly worse

		Worse

		Moderately worse

		Slightly worse

		Minimally worse



		

		

		

		

		Disease Score 
(6-30)

		



		Patient

		1

		2

		3

		4

		5



		Age

		< 20 y.o.

		21-40 y.o.

		41-50 y.o.

		51-65 y.o.

		> 65 y.o.



		Lung Disease (asthma, COPD, CF)

		None

		 

		 

		Minimal 
(rare inhaler)

		> Minimal



		OSA

		Not present

		 

		 

		Mild/Moderate (no CPAP)

		On CPAP



		CV Disease

		None

		Minimal 
(no meds)

		Mild 
(1 med)

		Moderate 
(2 meds)

		Severe 
(≥ 3 Meds)



		Diabetes

		None

		 

		Mild 
(no meds)

		Moderate 
(PO meds only)

		> Moderate
(insulin)



		Immunocompromised*

		No

		 

		 

		Moderate

		Severe



		ILI Sx's (fever, cough, sore throat, body aches, diarrhea)

		None 
(Asymptomatic)

		 

		 

		 

		Yes



		Exposre to known COVID+ Pt 
(14 days)

		No

		Probably Not

		Possibly

		Probably

		Yes



		

		

		

		

		Patient Score 
(8-40)

		







		Cumulative MENTS Score 
(Procedure + Disease + Patient)

		

		 

		 

		 



		

		Range (21-105)

		MRN

		Pt. Initials

		Procedure









Based on Prachand et al Medically-Necessary, Time-Sensitive Procedures: A Scoring Systems to Ethically and Efficiently Manage Resource Scarcity and Provider Risk During the COVID-19 Pandemic JACS 2020.

Source: University of Chicago Medicine and Biological Sciences; American College of Surgeons (ASC), https://www.facs.org/media/press-releases/2020/covid-scoring-system0414/worksheet
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CSH COVID-19 Elective Surgery Backlog Calculator
Presentation

		CommonSpirit Health COVID-19 Elective Surgery Backlog Calculator 



				Fact parameters

				Average #days per month in 2020		30

				Average #working days per month in 2020		21



				OR parameters

				Your OR location's baseline monthly volume		800

				Percent of essential cases that are still being performed (as a percentage out of the baseline monthly volume)		10%

				Non essential cases post COVID-19 (as a percentage out of the baseline monthly volume)		20%



				OR facts based on parameters input above

				# of surgery cases per working day prior COVID-19 		38

				Non essential surgery cases per month 		720



				COVID-19  timeline parameters (determines how big the backlog will be)

				Start date to cancel most non essential cases		3/16

				Time to recover to 50% OR baseline capacity		5/11

				Time to recover to 75% OR baseline capactiy		5/25

				Time to recover to 100% OR baseline capacity (may be later than the COVID-19 dies down due to staff burnout during COVID-19)		6/8



				Levers to use to accommodate backlog post COVID-19 (determines how fast you can catch up)

				By doing more cases during prime time (prime time utilization increase, percentage)		5%

				By extending work hours for weekdays (volume increase projection, percentage)		6%

				By working over the weekends (How many weekend days in a month will you be operating? (Assume there are 8 weekend days in a month)) 		2

				By diverting some volume to ASCs, procedure rooms and the like (additional cases that can be absorbed per mon)		30



				Model Adjustment

				Loss of the less-necessary cases during the COVID-19 (percentage)		3%												 

				Consider Negative Impact from Recession？		TRUE

				Recession Impact on Monthly Cases (percentage)		2%

				Total number of cases due to loss of the less-necessary cases during the COVID-19		52

				Monthly Cases Decreased due to Recession		16

				Do you believe there may be a 2nd wave?		TRUE

				Start date to cancel most non essential cases for 2nd wave		9/15

				Start date to reopen for 2nd wave (Time to recover to 50% OR baseline capacity)		9/30

				Time to recover to 75% OR baseline capactiy for 2nd wave		10/14

				Time to recover to 100% OR baseline capacity for 2nd wave		10/28





				Results

				Total number of cases in the backlog accumulated during COVID-19 for 1st wave		1668

				Additional number of cases that can be performed per month during the catchup period, based on the levers used		214

				# of surgery cases per month during the catchup period		1014

				Date that all cancellations are caught up for 1st wave		1/27/21

				Time needed to catch up all cases in the backlog (month) for 1st wave		7.8



				Total number of cases in the backlog accumulated during COVID-19 for 2nd wave		704

				Date that all cancellations are caught up		6/18/21

				Time needed to catch up all cases in the backlog (month) for 2nd wave		7.8















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Number of Cases in the Backlog by Date

All cases	43906	43962	43976	43990	44089	44089	44132	44365.571428571428	0	1363.5428571428572	1566.7809523809526	1668.4	962.20000000000016	962.20000000000016	1666.1428571428573	0	Date



Remaining Cases







Results Breakdown

				Results Breakdown



				Size of Backlog Breakdown		1st wave		2nd wave

				Backlog accumulated between the date 
you start postponing all non-essential cases 
and the date you get back to running 50% of your OR capactiy		1406		411

				Backlog accumulated between the date 
you get back to running 50% of your OR capactiy 
and the date you get back to running 75% of your OR capactiy		210		210

				Backlog accumulated between the date 
you get back to running 75% of your OR capactiy 
and the date you get back to running 100% of your OR capactiy		105		105

				Any loss of cases during the COVID-19 crisis		52		22

				Size of Backlog		1668		704

				Size of Backlog when 2nd wave starts		962

				Size of Backlog when 2nd wave ends (100% capacity)		1666



				Monthly Recovery Velocity Breakdown

				Additional number of cases 
that can be done due to increase in primetime utilization		40

				Additional number of cases 
that can be done due to working longer on weekdays		48

				Additional number of cases 
that can be done due to working over weekends		80

				Additional number of cases that can be done 
by diverting cases to ASCs and other procedure rooms		30

				Capacity freed up due to loss of cases because of recession		16

				Monthly Recovery Velocity		214







Prioity Case Scenario

				Priority Case Scenario Analysis





				Priority Cases (%) in the backlog		# of priority cases in the backlog		Time needed to catch up all 
priority cases in the backlog (month)		Date when all priority cases 
in the backlog are caught up

				5%		83		0.39		6/19

				10%		167		0.78		7/1

				15%		250		1.17		7/13

				20%		334		1.56		7/24





Charts Data Source

				Charts Data Source in Presentation Sheet

				Chart 1: Remaining Cases through Time Period

				X axis		Blue Line

				Date		All cases		Total days needed to catch up all cases for 1st wave		Date that all cancellations are caught up for 1st wave

				3/16		0.00		234		1/27

				5/11		1,363.54		Total days needed to catch up all cases for 2nd wave

				5/25		1,566.78		234

				6/8		1,668.40

				9/15		962.20

				9/15		962.20

				10/28		1,666.14		x+y

				6/18		0.00

				Chart 2: Time Needed to Catch up All Cancellations during COVID-19

				X axis		Blue Line

				OR capacity increase post COVID-19(percentage)		All cases

				0%		9.59

				1%		9.17

				2%		8.78

				3%		8.43

				4%		8.10

				5%		7.80

				6%		7.52

				7%		7.25

				8%		7.01

				9%		6.78

				10%		6.57

				11%		6.37

				12%		6.18

				13%		6.00

				14%		5.83

				15%		5.67

				16%		5.52





				Chart 3: Time Needed to Catch up All Cancellations during COVID-19

				X axis		Blue Line

				By extending work hours for weekdays (volume increase projection, percentage)		All cases

				0%		10.05

				1%		9.59

				2%		9.17

				3%		8.78

				4%		8.43

				5%		8.10

				6%		7.80

				7%		7.52

				8%		7.25

				9%		7.01

				10%		6.78

				11%		6.57

				12%		6.37

				13%		6.18

				14%		6.00

				15%		5.83

				16%		5.67

				Chart 4: Time Needed to Catch up All Cancellations during COVID-19

				X axis		Blue Line

				By working over the weekends (equivalent number of working days) 		All cases

				0		12.45

				0.4		11.12

				0.8		10.05

				1.2		9.17

				1.6		8.43

				2		7.80

				2.4		7.25

				2.8		6.78

				3.2		6.37

				3.6		6.00

				4		5.67

				4.4		5.38

				4.8		5.12

				5.2		4.88

				5.6		4.66

				6		4.46

				6.4		4.28



				Chart 5: Time Needed to Catch up All Cancellations during COVID-19

				X axis		Blue Line

				By diverting some volume to ASCs, procedure rooms and the like (additional cases that can be absorbed per mon)		All cases

				0		9.07

				10		8.60

				20		8.18

				30		7.80

				40		7.45

				50		7.13

				60		6.84

				70		6.57

				80		6.32

				90		6.09

				100		5.87

				110		5.67

				120		5.49



















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































More graphs

				More Graphs





Time Needed to Catch up vs. OR prime time Utilization You Can Manage to increase

All cases	0%	1%	2%	3%	4%	5%	6%	7%	8%	9%	10%	11%	12%	13%	14%	15%	16%	OR capacity increase post COVID-19(percentage)	0%	1%	2%	3%	4%	5%	6%	7%	8%	9%	10%	11%	12%	13%	14%	15%	16%	9.5885057471264368	9.1670329670329682	8.7810526315789481	8.426262626262627	8.0990291262135923	7.7962616822429913	7.5153153153153154	7.2539130434782608	7.0100840336134453	6.7821138211382115	6.5685039370078746	6.3679389312977106	6.1792592592592595	6.0014388489208637	5.8335664335664337	5.6748299319727895	5.5245033112582789	OR Capacity Increase post COVID-19 (Percentage)



Month(s)





Time Needed to Catch up vs. Extending work hours for weekdays

All cases	0%	1%	2%	3%	4%	5%	6%	7%	8%	9%	10%	11%	12%	13%	14%	15%	16%	By extending work hours for weekdays (volume increase projection, percentage)	0%	1%	2%	3%	4%	5%	6%	7%	8%	9%	10%	11%	12%	13%	14%	15%	16%	10.050602409638556	9.5885057471264368	9.1670329670329682	8.7810526315789481	8.426262626262627	8.0990291262135923	7.7962616822429913	7.5153153153153154	7.2539130434782608	7.0100840336134453	6.7821138211382115	6.5685039370078746	6.3679389312977106	6.1792592592592595	6.0014388489208637	5.8335664335664337	5.6748299319727895	Extending work hours increase post COVID-19 (Percentage)



Month(s)





Time Needed to Catch up vs. Working over the weekends 

All cases	0	0.4	0.8	1.2	1.6	2	2.4	2.8	3.2	3.6	4	4.4	4.8	5.2	5.6	6	6.4	By working over the weekends (equivalent number of working days) 	0	0.4	0.8	1.2	1.6	2	2.4	2.8	3.2	3.6	4	4.4	4.8	5.2	5.6	6	6.4	12.450746268656717	11.122666666666667	10.050602409638556	9.1670329670329682	8.426262626262627	7.7962616822429913	7.2539130434782608	6.7821138211382115	6.3679389312977106	6.0014388489208637	5.6748299319727895	5.3819354838709677	5.117791411042945	4.8783625730994151	4.6603351955307266	4.4609625668449198	4.2779487179487186	# of weekend days per month you will be operating (max 8)



Month(s)





Time Needed to Catch up vs. # Cases Diverted to ASCs and the like

All cases	0	10	20	30	40	50	60	70	80	90	100	110	120	By diverting some volume to ASCs, procedure rooms and the like (additional cases that can be absorbed per mon)	0	10	20	30	40	50	60	70	80	90	100	110	120	9.0673913043478258	8.6	8.1784313725490208	7.7962616822429913	7.4482142857142861	7.1299145299145303	6.8377049180327871	6.5685039370078746	6.3196969696969703	6.089051094890511	5.8746478873239436	5.6748299319727895	5.4881578947368421	Cases Diverted to ASCs and the like post COVID-19



Month(s)







Results Details

				Results Details

				1. Total cases cancelled during COVID-19

				Period1: OR only maintains the percentage of life-threatening cases open for non-COVID19 surgery cases

				Period2: OR maintains 50% capacity for non-COVID19 surgery cases

				Period3: OR maintains 70% capacity for non-COVID19 surgery cases

				Period4: OR fully recovers for non-COVID19 surgery cases



				Cases cancelled in Period1 = net working days in Period1 * average





				Total priority cases cancelled during COVID-19

				Surgery cases per month after recovery

				Time needed to catch up all cancellations (month)

				TIme needed to catch up all priority cancellations (month)
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Block Policy-Appt Book Maint-Prioritization
[bookmark: _GoBack]Appendix 3: Block Policy, Appointment Book Maintenance, and Prioritization Guidelines

1. Considerations for updates to block policy

a. Block allocation

i. Will you preserve block or remove some or all of it for a certain length of time to free up the schedule?

ii. Consider granting additional block time to surgeons with a large percentage of prioritized cases

iii. Consider reducing block allocation for historically poor performers to free up more time

b. Block releases

i. Consider pushing out auto-release deadlines for some or all blocks

ii. Consider monitoring block releases more closely to ensure blocks are being manually released in a timely manner if they’re not being filled in a timely manner



2. Considerations for updates to appointment book

a. Ensure that your block schedule is up to date

i. If block owners’ offices remain closed, completely remove those blocks from the schedule

ii. For any new or existing block owners with allocation changes, make sure an IT ticket has been submitted to have their block updated

b. Based on your resource assessment, create FCFS time in the appointment book if you need to do cases during evenings and weekends 

c. Designate any OR rooms set aside specifically for COVID patients (use comment in your EHR as needed)

d. Add any additional OR rooms from converted procedure rooms or Endo suites



3. Factors to consider when rescheduling elective case backlog

a. Bed Census

i. Is length of stay something to consider? If you have beds, will you prioritize higher acuity/inpatient elective cases? If so, how will that be accomplished?

ii. If not, will you prioritize outpatient elective cases?

b. Surgeon block

c. Insurance authorization
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***Instructions, text highlighted in yellow should be updated to reflect site-specific decisions. Text highlighted in green contains instructions for completing this document and should be removed before distributing to physicians***



Dear Physician Community,

At [INSERT HOSPITAL NAME HERE], we have always been committed to meeting the healthcare needs of our community and we are equally committed to transitioning surgical care back to normal as quickly as possible. To that end, it is time we start to take a slow and steady ramp-up to resuming elective procedures. Our goal is to address the surgical volume backlog in the shortest amount of time possible and outlined below are the guidelines we will follow to achieve this: 

Block Policy – [Choose an option below that corresponds to your stance on block policy. If you do not have block, omit this entire section]

· Allocation

· Option 1: We are committed to preserving the original block schedule. You should follow standard protocol for scheduling cases within your block. 

· Option 2: We are making some modifications to the block schedule to ensure that OR time is used as efficiently as possible. You will be notified by your [surgical governance committee / perioperative leadership] should these changes affect your block allocation. 

· Block Releases

· Option 1: The auto-release deadlines for block remain the same. You are strongly encouraged to manually release all block time greater than [2] continuous hours that you don’t plan to use. We will be reviewing the schedule on an ongoing basis to identify unfilled block.  

· Option 2: We have extended the auto-release deadlines for certain blocks. You will be notified by your [surgical governance committee / perioperative leadership] should these changes affect your block release deadline. You are encouraged to manually release all block time greater than [2] continuous hours that you don’t plan to use. We will be reviewing the schedule on an ongoing basis to identify unfilled block.  





Extended Operating Hours – [Choose an option below that corresponds to your stance on extended operating hours. If you will not be extended operating ours, omit this entire section]

· Once we have filled the normal weekday schedule, we will consider extending the hours the operating rooms are running each weekday as well as considering scheduling surgeries on the weekends to expand our ability to meet the needs of patients whose procedures have been delayed. 

· Option 1: This time will be available on a first-come-first-served basis 

· Option 2: We will be allocating time during these extended hours on an as-needed basis as determined by [surgical governance committee / perioperative leadership]

· Option 3: This time will be available on a first-come-first-served basis. In addition to FCFS availability, we will be granting block to select physicians during these extended hours on an as-needed basis as determined by [surgical governance committee / perioperative leadership]











Case Priority – [below is a generic example of how you might proceed with prioritizing your case backlog. Update this section with more specific details pertaining to your hospital site]

· Any elective procedure for conditions that are not life-threatening and which, if not provided, would have the potential for increased morbidity or mortality can be scheduled at this time. Other surgical procedures [may tentatively resume on ___ / will remain postponed until further notice]. 



Protocols for COVID-19 patients - – [below is a generic example of how you might handle cases performed on positive or suspected postitive COVID-19  patients. Update this section with more specific details pertaining to your hospital site]

· We are carefully isolating positive or suspected positive COVID-19 patients from those who do not meet any of the CDC guidelines for testing in all phases of our care. We will continue to postpone surgical procedures for positive or suspected positive COVID-19 patients. If a patient is positive or suspected positive with COVID-19 and has an emergent surgical need, the procedure will be performed in an operating room specifically allocated for those procedures. 



We thank you in advance for your patience as we work to address our surgical backlog. Should you have any questions please reach out to [point-person] at [contact information]

Sincerely,

[Insert Name Here]
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***Instructions, text highlighted in yellow should be updated to reflect site-specific decisions. Text highlighted in green contains instructions for completing this document and should be removed before distributing to physicians***



Dear Physician Community,	

At [INSERT HOSPITAL NAME HERE], we have always been committed to meeting the healthcare needs of our community and we are equally committed to transitioning surgical care back to normal as quickly as possible. To that end, it is time we start to take a slow and steady ramp-up to resuming elective procedures. Our goal is to address the surgical volume backlog in the shortest amount of time possible and outlined below are the guidelines we will follow to achieve this: 

Block Policy – [Choose an option below that corresponds to your stance on block policy. If you do not have block, omit this entire section]

· Allocation

· Option 1: We are committed to preserving the original block schedule. You should follow standard protocol for scheduling cases within your block. iQueue will remain as the source of truth for first-come-first-served availability and the standard workflow for requesting FCFS time. 

· Option 2: We are making some modifications to the block schedule to ensure that OR time is used as efficiently as possible. You will be notified by your [surgical governance committee / perioperative leadership] should these changes affect your block allocation. 

· Block Releases

· Option 1: The auto-release deadlines for block remain the same. You are strongly encouraged to manually release all block time greater than [2] continuous hours that you don’t plan to use. We will be reviewing the schedule on an ongoing basis to identify unfilled block.  All block releases (full block or partial releases) should be completed from the Release tab in iQueue. 

· Option 2: We have extended the auto-release deadlines for certain blocks. You will be notified by your [surgical governance committee / perioperative leadership] should these changes affect your block release deadline. You are encouraged to manually release all block time greater than [2] continuous hours that you don’t plan to use. We will be reviewing the schedule on an ongoing basis to identify unfilled block.  All block releases should be completed from the Release tab in iQueue. 





Extended Operating Hours – [Choose an option below that corresponds to your stance on extended operating hours. If you will not be extended operating ours, omit this entire section]

· Once we have filled the normal weekday schedule, we will consider extending the hours the operating rooms are running each weekday as well as considering scheduling surgeries on the weekends to expand our ability to meet the needs of patients whose procedures have been delayed. 

· Option 1: This time will be available on a first-come-first-served basis and should be requested through iQueue. 

· Option 2: We will be allocating time during these extended hours on an as-needed basis as determined by [surgical governance committee / perioperative leadership]

· Option 3: This time will be available on a first-come-first-served basis and should be requested through iQueue. In addition to FCFS availability, we will be granting block to select physicians during these extended hours on an as-needed basis as determined by [surgical governance committee / perioperative leadership]











Case Priority – [below is a generic example of how you might proceed with prioritizing your case backlog. Update this section with more specific details pertaining to your hospital site]

· Any elective procedure for conditions that are not life-threatening and which, if not provided, would have the potential for increased morbidity or mortality can be scheduled at this time. Other surgical procedures [may tentatively resume on ___ / will remain postponed until further notice]. 



Protocols for COVID-19 patients - – [below is a generic example of how you might handle cases performed on positive or suspected postitive COVID-19  patients. Update this section with more specific details pertaining to your hospital site]

· We are carefully isolating positive or suspected positive COVID-19 patients from those who do not meet any of the CDC guidelines for testing in all phases of our care. We will continue to postpone surgical procedures for positive or suspected positive COVID-19 patients. If a patient is positive or suspected positive with COVID-19 and has an emergent surgical need, the procedure will be performed in an operating room specifically allocated for those procedures. 



We thank you in advance for your patience as we work to address our surgical backlog. Should you have any questions please reach out to [point-person] at [contact information]

Sincerely,

[Insert Name Here]
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Joint Statement:  
Roadmap for Resuming Elective Surgery after COVID-19 Pandemic 


American College of Surgeons  
American Society of Anesthesiologists 


Association of periOperative Registered Nurses  
American Hospital Association 


 
Introduction 
 
In response to the COVID-19 pandemic, the Centers for Disease Control and Prevention (CDC), the U.S. 
Surgeon General and many medical specialties such as the American College of Surgeons and the 
American Society of Anesthesiologists recommended interim cancelation of elective surgical procedures. 
Physicians and health care organizations have responded appropriately and canceled non-essential cases 
across the country. When the first wave of this pandemic is behind us, the pent-up patient demand for 
surgical and procedural care may be immense, and health care organizations, physicians and nurses must 
be prepared to meet this demand. Many patients have had their needed, but not essential, surgeries 
postponed due to the pandemic. Physician and facility readiness to resume elective surgery will vary by 
geographic location. The following is a list of principles and considerations to guide physicians, nurses and 
local facilities in their resumption of care for operating rooms and all procedural areas. 
 
1. Timing for Reopening of Elective Surgery  


Principle: There should be a sustained reduction in the rate of new COVID-19 cases in the relevant 
geographic area for at least 14 days, and the facility shall have appropriate number of intensive care 
unit (ICU) and non-ICU beds, personal protective equipment (PPE), ventilators and trained staff to treat 
all non-elective patients without resorting to a crisis standard of care.  
 
Considerations: 


a. Timing of resumption: There must be a sustained reduction in rate of new COVID-19 cases in 
the relevant geographic area for at least 14 days before resumption of elective surgical 
procedures1-4 


b. Any resumption should be authorized by the appropriate municipal, county and state health 
authorities.  


c. Facilities in the state are safely able to treat all patients requiring hospitalization without 
resorting to crisis standards of care. 


d. Does the facility have appropriate number of ICU and non-ICU beds, PPE, ventilators, 
medications, anesthetics and all medical surgical supplies? 


e. Does the facility have available numbers of trained and educated staff appropriate to the 
planned surgical procedures, patient population and facility resources? Given the known 
evidence supporting health care worker fatigue and the impact of stress, can the facilities 
perform planned procedures without compromising patient safety or staff safety and well-
being? 


 
2.  COVID-19 Testing within a Facility 


Principle: Facilities should use available testing to protect staff and patient safety whenever possible 
and should implement a policy addressing requirements and frequency for patient and staff testing. 
 
Considerations: Facility COVID-19 testing policies should account for: 


a. Availability, accuracy and current evidence regarding tests, including turnaround time for test 
results.  


b. Frequency and timing of patient testing (all/selective).  
1. Patient testing policy should include accuracy and timing considerations to provide useful 


preoperative information as to COVID-19 status of surgical patients, particularly in areas 
of residual community transmission. 







   


2. If such testing is not available, consider a policy that addresses evidence-based infection 
prevention techniques, access control, workflow and distancing processes to create a safe 
environment in which elective surgery can occur. If there is uncertainty about patients’ 
COVID-19 status, PPE appropriate for the clinical tasks should be provided for physicians 
and nurses. 


c. Health care worker testing. 
d. How a facility will respond to COVID-19 positive worker, COVID-19 positive patient (identified 


preoperative, identified postoperative), “person under investigation” (PUI) worker, PUI patient.  
 


3.  Personal Protective Equipment  
Principle: Facilities should not resume elective surgical procedures until they have adequate PPE and 
medical surgical supplies appropriate to the number and type of procedures to be performed. 


 
Considerations: Facility policies for PPE should account for the following: 


a. Adequacy of available PPE, including supplies required for potential second wave of COVID-
19 cases. 


b. Staff training on and proper use of PPE according to non-crisis level evidence-based standards 
of care. 


c. Policies for the conservation of PPE should be developed (e.g., intubation teams) as well as 
policies for the extended use and reuse of PPE per CDC guidelines. 


 
4.  Case Prioritization and Scheduling 


Principle: Facilities should establish a prioritization policy committee consisting of surgery, anesthesia 
and nursing leadership to develop a prioritization strategy appropriate to the immediate patient needs. 
 
Considerations: Prioritization policy committee strategy decisions should address case scheduling 
and prioritization and should account for the following: 


a. List of previously cancelled and postponed cases. 
b. Objective priority scoring (e.g., MeNTS instrument).5 
c. Specialties’ prioritization (cancer, organ transplants, cardiac, trauma).6,7 
d. Strategy for allotting daytime “OR/procedural time” (e.g., block time, prioritization of case type 


[i.e., potential cancer, living related organ transplants, etc.]). 
e. Identification of essential health care professionals and medical device representatives per 


procedure. 
f. Strategy for phased opening of operating rooms. 


1. Identify capacity goal prior to resuming 25% vs. 50%  
2. Outpatient/ambulatory cases start surgery first followed by inpatient surgeries. 
3. All operating rooms simultaneously – will require more personnel and material. 


g. Strategy for increasing “OR/procedural time” availability (e.g., extended hours before 
weekends). 


h. Issues associated with increased OR/procedural volume. 
1. Ensure primary personnel availability commensurate with increased volume and hours 


(e.g., surgery, anesthesia, nursing, housekeeping, engineering, sterile processing, etc.). 
2. Ensure adjunct personnel availability (e.g., pathology, radiology, etc.). 
3. Ensure supply availability for planned procedures (e.g., anesthesia drugs, procedure-


related medications, sutures, disposable and nondisposable surgical instruments).  
4. Ensure adequate availability of inpatient hospital beds and intensive care beds and 


ventilators for the expected postoperative care. 
5. New staff training.  
 


5.  Post-COVID-19 Issues for the Five Phases of Surgical Care 
Principle: Facilities should adopt policies addressing care issues specific to COVID-19 and the 
postponement of surgical scheduling. 
 
Considerations: 







   


Facility policies should consider the following when adopting policies specific to COVID-19 and the 
postponement of surgical scheduling: 


a. Phase I: Preoperative 
1. Guideline for preoperative assessment process.  


• Patient readiness for surgery can be coordinated by anesthesiology-led preoperative 
assessment services.  


2. Guideline for timing of re-assessing patient health status. 
• Special attention and re-evaluation are needed if patient has had COVID-19-related 


illness. 
• A recent history and physical examination within 30 days per Centers for Medicare and 


Medicaid Services (CMS) requirement is necessary for all patients. This will verify that 
there has been no significant interim change in patient’s health status.  


• Consider use of telemedicine as well as nurse practitioners and physician assistants 
for components of the preoperative patient evaluation. 


• Some face-to-face components can be scheduled on day of procedure, particularly for 
healthier patients. 


• Surgery and anesthesia consents per facility policy and state requirements. 
• Laboratory testing and radiologic imaging procedures should be determined by patient 


indications and procedure needs. Testing and repeat testing without indication is 
discouraged. 


• Assess preoperative patient education classes vs. remote instructions 
3. Advanced directive discussion with surgeon, especially patients who are older adults, frail 


or post-COVID-19. 
4. Assess for need for post-acute care (PAC) facility stay and address before procedure (e.g., 


rehabilitation, skilled nursing facility). 
b. Phase II: Immediate Preoperative 


1. Guideline for pre-procedure interval evaluation since COVID-19-related postponement.  
2. Assess need for revision of nursing, anesthesia, surgery checklists regarding COVID-19. 


c. Phase III: Intraoperative  
1. Assess need for revision of pre-anesthetic and pre-surgical timeout components. 
2. Guideline for who is present during intubation and extubation. 
3. Guideline for PPE use. 
4. Guideline for presence of nonessential personnel including students. 


d. Phase IV: Postoperative 
1. Adhere to standardized care protocols for reliability in light of potential different personnel. 


Standardized protocols optimize length of stay efficiency and decrease complications (e.g., 
ERAS). 


e. Phase V: Post Discharge Care Planning 
1. PAC facility availability. 
2. PAC facility safety (COVID-19, non-COVID-19 issues). 
3. Home setting: Ideally patients should be discharged home and not to a nursing home as 


higher rates of COVID-19 may exist in these facilities. 
 


6.  Collection and Management of Data  
Principle: Facilities should reevaluate and reassess policies and procedures frequently, based on 
COVID-19 related data, resources, testing and other clinical information. 


 
Considerations: Facilities should collect and utilize relevant facility data, enhanced by data from local 
authorities and government agencies as available: 


a. COVID-19 numbers (testing, positives, availability of inpatient and ICU beds, intubated, 
OR/procedural cases, new cases, deaths, health care worker positives, location, tracking, 
isolation and quarantine policy). 


b. Facility bed, PPE, ICU, ventilator availability. 
c. Quality of care metrics (mortality, complications, readmission, errors, near misses, other – 


especially in context of increased volume). 







   


 
7.  COVID-related Safety and Risk Mitigation surrounding Second Wave 


Principle: Facilities should have and implement a social distancing policy for staff, patients and patient 
visitors in non-restricted areas in the facility which meets then-current local and national 
recommendations for community isolation practices. 
 
Considerations: 


a. Each facility’s social distancing policy should account for: 
1. Then-current local and national recommendations.  
2. The number of persons that can accompany the procedural patient to the facility. 
3. Whether visitors in periprocedural areas should be further restricted.  


 
8.  Additional COVID-19 Related Issues  


a. Healthcare worker well-being: post-traumatic stress, work hours, including trainees and 
students if applicable. 


b. Patient messaging and communication. 
d. Case scheduling process. 
e. Facility and OR/procedural safety for patients. 
f. Preoperative testing process. 


1. For COVID-19-positive patients. 
2. For non-COVID-19-positive patients. 
3. Environmental cleaning.  


g. Prior to implementing the start-up of any invasive procedure, all areas should be terminally 
cleaned according to evidence-based information.  


h. In all areas along five phases of care (e.g. clinic, preoperative and OR/procedural areas, 
workrooms, pathology-frozen, recovery room, patient areas, ICU, ventilators, scopes, sterile 
processing, etc.): 
1. Regulatory issues (The Joint Commission, CMS, CDC). 
2. Operating/procedural rooms must meet engineering and Facility Guideline Institute 


standards for air exchanges. 
3. Re-engineering, testing, and cleaning as needed of anesthesia machines returned from 


COVID-19 and non-COVID ICU use. 
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Local Resumption of Elective Surgery Guidance 
 
Introduction 
In order to focus local resources on managing the new coronavirus (COVID-19) pandemic, 
“elective” surgery has been largely postponed and stopped. As the COVID-19 rates have already 
reached their peaks, or will do so over the next week or two (depending on location), the 
current focus for an increasing number of facilities is toward “ramping up” to prepare for 
elective operations.  
 
The current document offers a set of principles and issues to help local facilities plan for 
resumption of elective surgical care.  
 
While the effect of the COVID-19 pandemic on local communities or facilities is a spectrum, 
we suggest facilities use this checklist as a guide to ensure issues have at least been 
considered. Understanding both the local facility capabilities (e.g., beds, testing, operating 
rooms [ORs]) as well as potential constraints (e.g., workforce, supply chain), while keeping an 
eye on potential subsequent waves of COVID-19 will continue to be important.  
 
Within the categories of I. COVID-19 Awareness, II. Preparedness, III. Patient Issues, and IV. 
Delivery of Safe High-Quality Care, there are 10 distinct issues to be addressed locally before 
elective surgery may be safely reinstituted. Evaluating and addressing each of these 10 issues 
will help facilities to not only optimally provide safe and high-quality surgical patient care, but 
also to ensure that surgery resumes, and doesn’t stop again. 
 
  







Document Sections 
I. COVID-19 AWARENESS 


1. Know your community’s COVID-19 numbers, including prevalence, incidence, and 
isolation mandates  


2. Know your COVID-19 diagnostic testing availability and policies for patients and 
health care workers  


II. PREPAREDNESS 
3. Promulgate personal protection equipment (PPE) policies for your health care 


workers 
4. Know your health care facility capacity (beds, intensive care units (ICUs), 


ventilators), including expansion plans (e.g., weekends) 
5. Ensure OR supply chain/support areas 
6. Address workforce staffing issues 
7. Assign a governance committee  


III. PATIENT ISSUES 
8. Patient communication 
9. Prioritization protocol/plan 


IV. DELIVERY OF SAFE AND HIGH-QUALITY CARE 
10. Ensuring safe, high-quality, high-value care of the surgical patient across the Five 


Phases of Care continuum   







I. COVID-19 AWARENESS 
 


1. KNOW YOUR RATES: Knowing your community’s COVID-19 numbers, including 
prevalence and incidence rates, as well as local isolation mandates, will help dictate 
timing of ramp up.  
• The 75th percentile of the incubation period prior to developing symptoms of 


COVID-19 is seven days, and the maximum estimated incubation period is 
approximately 14 days. Thus, it has been recommended that a decrease in measures 
of COVID-19 incidence for at least 14 days should be considered before 
transitioning to provide surgical services for patients without immediately life- or 
limb-threatening conditions. A Roadmap to Reopening reference is provided.  


• Once the COVID-19 crisis has been mitigated locally, it is still vital to continually 
know the latest local COVID-19 rates (such as incidence rates of new cases, as well 
as hospitalizations), particularly as there is a threat of subsequent waves of COVID-
19 infection regardless of whether isolation/physical distancing mandates are 
reversed. 


• Consider defining specific criteria and/or a threshold COVID-19 incidence rate for a 
re-entering mitigation phase in the facility if COVID-19 rates locally resurge.  


• Ensure compliance with state or local community executive orders and regulations. 
 


2. DIAGNOSTIC TESTING: Know your COVID-19 diagnostic testing availability, and 
develop operational testing policies for patients and health care workers.  
• Know, understand, and update your local COVID-19 diagnostic testing capabilities 


and turnaround times. The testing availability will likely change during the ramp-up 
period. While it is to be hoped that availability is on the rise, some predict that 
availability may actually decrease as the community testing demands increase.  


• Develop local diagnostic testing policies for patients. Rapid testing for COVID-19 
infection through real-time reverse transcription polymerase chain reaction (RT-PCR) 
testing may be considered for all patients undergoing planned surgery, or for 
selected patients after screening with or without mandatory preoperative 
quarantine. The prevalence of asymptomatic/presymptomatic patients is unknown, 
but likely varies according to the pretest probability, i.e., prevalence of disease in the 
community. Surgeons should be involved in institutional policymaking since the risk 
to the patient and the staff varies with the type of procedure, the patient’s 
condition, local circumstances, and over time. Some surgeon discretion is necessary 
and should be permitted.  


• Develop diagnostic screening testing policies for health care workers. With near-
future reversal of physical distancing, local incidence may increase, including among 
health care workers. As ramp up proceeds, screening and testing policies and 
planning for staff should be considered.  


• Consider false negative test rates and need for retesting. False negatives have been 
reported as high as 30 percent. Guidelines for potential retesting in negative 
patients might be considered. A particular challenge to health care worker safety is 



https://www.aei.org/research-products/report/national-coronavirus-response-a-road-map-to-reopening/





our current lack of understanding of duration for transmissibility of the virus in 
either asymptomatic COVID-19-positive patients or individuals who have recovered 
from a COVID-19 illness. There is evidence that even after respiratory samples are 
negative in patients who have recovered from a COVID-19 illness, viral RNA remains 
in the stool for >30 days. The clinical significance of fecal RNA is not well 
understood.  


• Consider guidelines for postoperative COVID-19 testing of symptomatic 
patients/patients under investigation (PUI). Atelectasis, fevers, etc., are not 
uncommon in the postoperative course. Establishing operational guidelines for 
COVID-19 testing in these patients and concurrent testing results should be 
considered.  


• There is not likely to be a highly sensitive and specific mass testing ability in the U.S. 
for at least several months. Therefore, reasonable alternative methods of 
determining risk versus benefit to the patient and public health in all facilities, 
inpatient and outpatient, will be required in the interim in order to continue the 
care of patients now waiting for surgeries previously delayed during the first phase 
of the pandemic. If optimal screening/testing is unavailable locally, implementation 
of such alternative screening methods is a local decision and should be done in 
conjunction with local public health officials.  


II. Preparedness 
 


3. PERSONAL PROTECTIVE EQUIPMENT: Know your local PPE availability and developing 
policies for your health care workers and procedures. 
• Sustaining a productive workforce while ramping-up surgical cases requires 


adequate PPE availability and the continued adherence to protocols established to 
protect workers from virus exposure. 


• PPE supplies: Stored inventory—or a reliable supply chain—of PPE for both 
airborne/aerosol and droplet/contact precautions optimally for at least 30 days of 
operations should exist in a hospital prior to relaxing restrictions on surgical activity.  


• A Centers for Disease Control (CDC) PPE calculator is provided as an example for 
determining supply needs.  


• PPE guidelines should include PPE recommendations for COVID-19+, PUI, and non-
COVID-19 patients for all patient care, including high-risk procedures (e.g., 
intubation, chest tubes, tracheostomy).  


• Consistent with CDC and Centers for Medicare & Medicaid (CMS) recommendations 
for PPEs outside the OR, facilities may consider having all health care workers and 
staff wear appropriate-level PPE, while patients wear cloth masks during the ramp-
up period, and possibly beyond.  


 
4. LOCAL FACILITY CAPACITY: Know your health care facility capacity (e.g., beds, ICUs, 


ventilators), including capacity in expansion strategies (e.g., weekends). 



https://www.cdc.gov/vhf/ebola/healthcare-us/ppe/calculator.html





• The approach to restoring the elective surgery caseload depends greatly on the 
hospital's available resources, including OR capacity and alternative sites of care.  
Sufficient facility capacity for providing care to surgical patients must be present in 
the system, including—in addition to ORs and peri-anesthesia units—critical care, 
emergency, diagnostic imaging, and laboratory services.  


• Consider potential sites for resuming elective surgery, including those facility areas 
that were converted or closed during the surge, such as ORs, ambulatory surgery 
centers, and hospital outpatient departments.  


• Facility cleaning policies in context of COVID-19 should be considered. Cleaning—in 
all areas—along the continuum of care should be addressed (e.g., clinic, 
preoperative, ORs, workrooms, path-frozen, recovery room, wards, ICUs, ventilators, 
scopes, etc.). 


• Certain select procedures may be appropriate for the office setting as long as safety 
concerns are identified and addressed.  


• Collaboration and coordination of timing and site designation among clinically 
integrated networks, Accountable Care Organizations, and other key partners may 
accelerate the scaling of surgical activity. 


• The OR schedules should change to accommodate the rapid influx of cases. 
Modifications may include limiting block time assignments to increase open time 
and extending hours of elective operations later into the evening and on the 
weekends. Rooms may be outfitted with new equipment to expand the capacity for 
specific procedures. Scheduling cases according to priority and grouping like cases 
together may increase scheduling efficiency.  


• Ensure that a post-corona elective surgery surge will not overwhelm the local facility 
throughout preoperative, intraoperative, postoperative, and post-acute care phases.  


• Other areas of the hospital that support perioperative services must be ready to 
commence operations, including the clinical laboratory, diagnostic imaging, and 
sterile processing. If these areas are not ready, it may be feasible to consider 
engaging outside partners in providing temporary support, such as national 
laboratory services. 


• Facility capacity and expansion should include estimating the anticipated demand.  
• Need to consider numbers of canceled/postponed patients. 
• Need to consider facility capacity for usual levels of emergency care, trauma care, 


and others.   
• Engineering issues (e.g., reversing negative flow ORs for COVID-19 to positive flow 


ORs for surgery). 
 


5. RESOURCES AND SUPPLIES: Supply chain/support areas. 
• A resumption to normal levels of surgical supplies, implants, and equipment must be 


in place prior to reactivating elective surgery and commensurate with anticipated 
ramp-up procedures (e.g., anesthesia-sedation medications, minimally invasive 
surgery trocar desufflation filters, PPEs, other). 







• Ensuring a supply of products is available from traditional or new vendors as well as 
vendor support is necessary.  


• ORs should take inventory of existing supplies for the particular service lines, 
prioritized with a focus on those with expiration dates.  


• Cleaning supplies for all areas where COVID-19 or PUI patient care was/is being 
delivered.   


 
6. HEALTH CARE WORKERS: Workforce staffing issues. 


• Multidisciplinary staffing coverage for routine and “expanded” hours.  
• Ensure coordination among surgery, anesthesia, nursing, engineering, housekeeping, 


and others.  
• Consider creating and/or updating PPE policies to protect workers from a new 


infection.  
• Contingency planning in potential situation of newly diagnosed health care workers. 
• Consider levels of stress and fatigue in otherwise healthy workers. Workers 


returning to work following a COVID-19 infection may especially be at risk for 
physical and emotional exhaustion.  


• Additional staff may need assistance with childcare, particularly with expanded 
hours.  


• Institutions may consider mitigating workforce shortages through creative staffing, 
e.g., retired surgeons may be available to work as first assistants. Hospitals may 
grant independent privileges to chief residents who have met graduation 
requirements. Hospitals should consider flexibility in other OR roles, and strategies 
to expedite the training of nurses and surgical technicians.   


• Ensure adequate health care worker staffing to accommodate a COVID-19 surge if a 
second wave occurs.   


 
7. REVIEW-GOVERNANCE COMMITTEE: Assign a governance committee to clarify, 


interpret, and iterate policies, make real-time decisions, and initiate and communicate 
messaging. 


• Function: Real-time governance, decision-making body 
• Members: Multidisciplinary (e.g., surgery, anesthesia, nursing, others) 
• Frequency: At least daily huddles during ramp-up period and possibly beyond 
• Data-driven, e.g., utilization, efficiency, COVID-19 awareness data, errors/near 


misses, complications.  
• Additional topics for consideration 


o Prioritization 
o PPE 
o Newly diagnosed patients/staff 
o Pandemic assessment 
o Patient backlog 
o Clinical priorities 
o Community backlog 







o Patient access 
o Newly uninsured plan, low income plan 
o Safety/quality  
o Certification 


III. Patient Issues 
 


8. PATIENT COMMUNICATION: Surgery patients may have myriad questions and 
concerns regarding the ramp-up period. Clear messaging and communication will be 
paramount.  
• Consider a multidisciplinary committee (e.g., may be review-governance committee, 


see above) to organize patient messaging and communication.  
• Potential messaging-communication topics include: 


 Procedure prioritization 
 COVID-19 testing policies for patients 
 COVID-19 counseling 
 Safety for patients receiving care within the health care system—facilities, 


health care workers 
 PPE use 
 Patient family/visitor guidelines 
 Postdischarge care/follow-up 
 Advance directives 
 All-payor class strategies: 
o Medicare/Medicaid 
o Commercial insurers 
o Newly uninsured coverage 
o Uninsured  


 
9. SURGERY PRIORITIZATION: Prioritization protocol/plan. 


• As the ramp-up period is being planned, the prioritization of surgical procedures 
should follow a collaborative process to identify principles and a framework for 
prioritization. Input should be considered from surgery, anesthesia, nursing, and 
others.  


• A prioritization process should be created that adjusts to local, regional, and national 
epidemiological trends, changes in COVID-19 diagnostic and treatment strategies, 
and is sensitive to the institution's resources, priorities, and patient needs. The 
process should be optimally applicable both within and across surgical specialties, 
disease processes, and practice environments.  


• Transparency of the principles, framework, and prioritization process to hospitals, 
surgeons, patients, and the public will provide assurance, consistency, and reliability, 
as it will help to standardize the integration of decision-making factors not usually 
considered in clinical judgment outside the pandemic/postpandemic setting. It also 







will help to reduce ethical dilemmas and potential for moral injury for surgeons, 
anesthesiologists, nursing, surgical leadership, and others.   


• During development of the local prioritization process, the following may be 
considered: 


o List of previously cancelled/postponed cases. 
o Consider objective priority scoring (e.g., Medically Necessary Time-Sensitive 


[MeNTS] Scoring System for prioritization). 
o Defer to specialties’ prioritization. 
o OR availability and expansion. Strategy for allotting daytime “OR time”—


block time, revised blocks, prioritization, other. 
o Strategy for phased opening of ORs: 


 All ORs 
 50 percent vs. 25 percent vs. outpatient/ambulatory first 


o Consider local strategies for increasing “OR time” availability, e.g., weekends, 
extended hours (see following for issues related to OR expansion). 


o Supply chain. 
o PPE availability. 
o Establish review-governance committee, see above, to review such issues as 


process of prioritization for ORs. 
o The prioritization process and criteria may vary in real time according to 


institutional resources, capabilities, business priorities, and other issues. 
Issues in question should be evaluated in concert with the governance 
committee. 


o Prioritization criteria will likely be modified as our knowledge of diagnosis 
and treatments of COVID-19 evolve, and as more COVID-19-related surgical 
outcome data become available.  


o Prioritize/integrate emergent/urgent operative cases (e.g., trauma, 
emergency general surgery). 


o Issues to consider associated with increased OR volume/OR expansion: 
 Ensure primary personnel availability commensurate with increased 


OR volume/OR hours (e.g., surgeon, anesthesia, nursing, 
housekeeping, engineering, etc.) 


 Ensure adjunct personnel availability (e.g., pathology, radiology, 
gastrointestinal, other) 


 Ensure supply availability (e.g., medications, suture, minimally 
invasive surgery instruments, trocar desufflation filters, other—a 
more comprehensive list will be helpful) 


 Ensure hospital bed/ICU/ventilator availability 
 New staff training   
 Other 


  



https://www.journalacs.org/article/S1072-7515(20)30317-3/abstract





IV. Delivery of Safe High-Quality Care 
 


10. Ensuring safe, high-quality, high-value care of the surgical patient across the Five 
Phases of Care continuum.  
• Utilize quality improvement programs/care standards to help support achieving 


safe, high-quality, high-value patient care.  
• Use of risk-adjusted data to evaluate patient care and outcomes. 
• Ensure optimal patient care across Five Phases of Care: 


• Phase I: Preoperative Period 
o Consider guideline for repeating laboratory results, radiology, history and 


physical, re-consent vs. use of prior results. 
 Consider use of telehealth. 


o Consider guideline to (re)assess comorbidities especially if COVID-19/PUI 
or extended length of time of postponed operation. 
 Consider use of telehealth. 


o The composite assessment, in conjunction with sound clinical judgment, 
provides the surgeon and other decision makers with the information 
needed to make decisions regarding clinical appropriateness as well as 
surgical prioritization. 


o Office, clinic, hospital public areas (e.g., waiting room) should continue to 
practice physical distancing (e.g., six-feet spacing of chairs) 


o Consider review of patient advance directive, especially older adults, frail, 
COVID-19+, other. 


o Evaluate and discuss patient’s potential need for post-acute care facility 
(rehabilitation medicine, skilled nursing facility, other) before operation 
(given known COVID-19 outbreaks in post-acute care-type facilities). 


o Preoperative setting (e.g., clinic, office, or non-COVID-19 care (NCC) 
areas) should consider screening all patients before the appointment for 
symptoms of COVID-19 disease, including temperature checks, and 
routinely screen all staff and others who would be working in the facility 
(physicians, nurses, housekeeping, delivery, and others). 


o As stated above in PPE section, aligning with CDC and CMS 
recommendations, consider a policy for all health care providers and staff 
to wear surgical face masks at all times. Procedures on the mucous 
membranes, including the respiratory tract, that have a higher risk of 
aerosol transmission should be done with great caution, and staff should 
utilize appropriate respiratory protection such as N95 masks and face 
shields.  


o Patients should wear a cloth face covering that can be bought or made at 
home.  


• Phase II: Immediate Preoperative Period 
o Review nursing, anesthesia, surgery checklists for potential need to be 


revised re: COVID-19+, other? 







• Phase III: Intraoperative Period  
o Review whether time-outs and briefings need revision with regard to 


COVID-19 risk, COVID-19 testing results, and ensure PPE use guidelines 
are being followed.  


o Consider guideline for personnel to be present during intubation, and 
consider including waiting time (e.g., with regard to air circulation cycling 
time) before beginning operation.  


o PPE use guideline (see above). 
o Review specimen pick-up protocol. 


• Phase IV: Postoperative Period 
o Adhere to standardized care protocols as much as possible (e.g., 


enhanced recovery protocols) for increased reliability in light of potential 
different personnel as standardized protocols optimize lengths of hospital 
stay and efficiency and are associated with decreased complication rates.  


• Phase V: Post Discharge Period 
o Post-acute care facility availability. 
o Post-acute care facility safety (COVID-19, non-COVID-19 issues). 
o Home setting.  


 
 
 
 


Released April 17, 2020 
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President Trump has unveiled Guidelines for Opening Up America Again, a three-phased


approach based on the advice of public health experts. These steps will help state and local


o�icials when reopening their economies, getting people back to work, and continuing to


protect American lives.


CRITERIA


PHASE ONE


PHASE TWO


PHASE THREE



https://www.whitehouse.gov/

https://www.cdc.gov/
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Proposed State or Regional Gating
Criteria


Satisfy Before Proceeding to Phased Comeback


Proposed Phased
Approach


BASED ON UP-TO-DATE DATA AND READINESS


MITIGATES RISK OF RESURGENCE


PROTECTS THE MOST VULNERABLE


IMPLEMENTABLE ON STATEWIDE OR COUNTY-BY-COUNTY BASIS
AT GOVERNORS' DISCRETION
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SYMPTOMS


Downward trajectory of influenza-like illnesses (ILI) reported within a 14-day period


AND


Downward trajectory of covid-like syndromic cases reported within a 14-day period


CASES


Downward trajectory of documented cases within a 14-day period


OR


Downward trajectory of positive tests as a percent of total tests within a 14-day period (flat or


increasing volume of tests)


HOSPITALS


Treat all patients without crisis care


AND
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Robust testing program in place for at-risk healthcare workers, including emerging antibody


testing


State and local o�icials may need to tailor the application of these criteria to local


circumstances (e.g., metropolitan areas that have su�ered severe COVID outbreaks, rural and


suburban areas where outbreaks have not occurred or have been mild). Additionally, where


appropriate, Governors should work on a regional basis to satisfy these criteria and to


progress through the phases outlined below.


Core State Preparedness
Responsibilities


TESTING & CONTACT TRACING


Ability to quickly set up safe and e�icient screening and testing sites for
symptomatic individuals and trace contacts of COVID+ results


Ability to test Syndromic/ILI-indicated persons for COVID and trace
contacts of COVID+ results
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Ensure sentinel surveillance sites are screening for asymptomatic cases
and contacts for COVID+ results are traced (sites operate at locations
that serve older individuals, lower-income Americans, racial minorities,
and Native Americans)


HEALTHCARE SYSTEM CAPACITY


Ability to quickly and independently supply su�icient Personal
Protective Equipment and critical medical equipment to handle
dramatic surge in need


Ability to surge ICU capacity


PLANS


Protect the health and safety of workers in critical industries


Protect the health and safety of those living and working in high-risk
facilities (e.g., senior care facilities)


Protect employees and users of mass transit


Advise citizens regarding protocols for social distancing and face
coverings


Monitor conditions and immediately take steps to limit and mitigate any
rebounds or outbreaks by restarting a phase or returning to an earlier
phase, depending on severity
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GUIDELINES FOR ALL PHASES


Individuals


Continue to adhere to State and local guidance as well as


complementary CDC guidance, particularly with respect


to face coverings.


CONTINUE TO PRACTICE GOOD HYGIENE


Wash your hands with soap and water or use hand sanitizer, especially
a�er touching frequently used items or surfaces.


Avoid touching your face.


Sneeze or cough into a tissue, or the inside of your elbow.


Disinfect frequently used items and surfaces as much as possible.


Strongly consider using face coverings while in public, and particularly
when using mass transit.
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PEOPLE WHO FEEL SICK SHOULD STAY HOME


Do not go to work or school.


Contact and follow the advice of your medical provider.


GUIDELINES FOR ALL PHASES


Employers


Develop and implement appropriate policies, in accordance with Federal, State, and


local regulations and guidance, and informed by industry best practices, regarding:


Social distancing and protective equipment


Temperature checks


Sanitation


Use and disinfection of common and high-tra�ic areas


Business travel


Monitor workforce for indicative symptoms. Do not allow symptomatic people to


physically return to work until cleared by a medical provider.


Develop and implement policies and procedures for workforce contact tracing following


employee COVID+ test.
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Phase One


For States and Regions that satisfy the gating criteria


INDIVIDUALS


ALL VULNERABLE INDIVIDUALS should continue to shelter in place. Members of households


with vulnerable residents should be aware that by returning to work or other environments


where distancing is not practical, they could carry the virus back home. Precautions should


be taken to isolate from vulnerable residents.


All individuals, WHEN IN PUBLIC (e.g., parks, outdoor recreation areas, shopping areas),


should maximize physical distance from others. Social settings of more than 10 people, where


appropriate distancing may not be practical, should be avoided unless precautionary


measures are observed.


Avoid SOCIALIZING in groups of more than 10 people in circumstances that do not readily


allow for appropriate physical distancing (e.g., receptions, trade shows)
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MINIMIZE NON-ESSENTIAL TRAVEL and adhere to CDC guidelines regarding isolation


following travel.


EMPLOYERS


Continue to ENCOURAGE TELEWORK, whenever possible and feasible with business


operations.


If possible, RETURN TO WORK IN PHASES.


Close COMMON AREAS where personnel are likely to congregate and interact, or enforce


strict social distancing protocols.


Minimize NON-ESSENTIAL TRAVEL and adhere to CDC guidelines regarding isolation


following travel.


Strongly consider SPECIAL ACCOMMODATIONS for personnel who are members of a


VULNERABLE POPULATION.


SPECIFIC TYPES OF EMPLOYERS
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SCHOOLS AND ORGANIZED YOUTH ACTIVITIES (e.g., daycare, camp) that are currently


closed should remain closed.


VISITS TO SENIOR LIVING FACILITIES AND HOSPITALS should be prohibited. Those who do


interact with residents and patients must adhere to strict protocols regarding hygiene.


LARGE VENUES (e.g., sit-down dining, movie theaters, sporting venues, places of worship)


can operate under strict physical distancing protocols.


ELECTIVE SURGERIES can resume, as clinically appropriate, on an outpatient basis at


facilities that adhere to CMS guidelines.


GYMS can open if they adhere to strict physical distancing and sanitation protocols.


BARS should remain closed.


Phase Two


For States and Regions with no evidence of a rebound and that satisfy the gating criteria a


second time
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INDIVIDUALS


ALL VULNERABLE INDIVIDUALS should continue to shelter in place. Members of households


with vulnerable residents should be aware that by returning to work or other environments


where distancing is not practical, they could carry the virus back home. Precautions should


be taken to isolate from vulnerable residents.


All individuals, WHEN IN PUBLIC (e.g., parks, outdoor recreation areas, shopping areas),


should maximize physical distance from others. Social settings of more than 50 people, where


appropriate distancing may not be practical, should be avoided unless precautionary


measures are observed.


NON-ESSENTIAL TRAVEL can resume.


EMPLOYERS


Continue to ENCOURAGE TELEWORK, whenever possible and feasible with business


operations.


Close COMMON AREAS where personnel are likely to congregate and interact, or enforce


moderate social distancing protocols.


Strongly consider SPECIAL ACCOMMODATIONS for personnel who are members of a


VULNERABLE POPULATION.
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SPECIFIC TYPES OF EMPLOYERS


SCHOOLS AND ORGANIZED YOUTH ACTIVITIES (e.g., daycare, camp) can reopen.


VISITS TO SENIOR CARE FACILITIES AND HOSPITALS should be prohibited. Those who do


interact with residents and patients must adhere to strict protocols regarding hygiene.


LARGE VENUES (e.g., sit-down dining, movie theaters, sporting venues, places of worship)


can operate under moderate physical distancing protocols.


ELECTIVE SURGERIES can resume, as clinically appropriate, on an outpatient and in-patient


basis at facilities that adhere to CMS guidelines.


GYMS can remain open if they adhere to strict physical distancing and sanitation protocols.


BARS may operate with diminished standing-room occupancy, where applicable and


appropriate.


Phase Three
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For States and Regions with no evidence of a rebound and that satisfy the gating criteria a


third time


INDIVIDUALS


VULNERABLE INDIVIDUALS can resume public interactions, but should practice physical


distancing, minimizing exposure to social settings where distancing may not be practical,


unless precautionary measures are observed.


LOW-RISK POPULATIONS should consider minimizing time spent in crowded environments.


EMPLOYERS


Resume UNRESTRICTED STAFFING of worksites.


SPECIFIC TYPES OF EMPLOYERS
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VISITS TO SENIOR CARE FACILITIES AND HOSPITALS can resume. Those who interact with


residents and patients must be diligent regarding hygiene.


LARGE VENUES (e.g., sit-down dining, movie theaters, sporting venues, places of worship)


can operate under limited physical distancing protocols.


GYMS can remain open if they adhere to standard sanitation protocols.


BARS may operate with increased standing room occupancy, where applicable.


APPENDIX


Vulnerable Individuals


1. Elderly individuals.


2. Individuals with serious underlying health conditions, including high blood pressure,


chronic lung disease, diabetes, obesity, asthma, and those whose immune system is


compromised such as by chemotherapy for cancer and other conditions requiring such


therapy.
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OPENING UP AMERICA AGAIN 


Centers for Medicare & Medicaid Services (CMS) Recommendations 


Re-opening Facilities to Provide Non-emergent Non-COVID-19 Healthcare: Phase I 


The United States is experiencing an unprecedented public health emergency from the COVID-19 pandemic.  


Healthcare facilities in some areas are stretched to their limits of capacity, and surge areas have been needed 


to augment care for patients with COVID-19.  To expand capacity to care for these patients and to conserve 


adequate staff and supplies, especially personal protective equipment (PPE), on March 18 the Centers for 


Medicare & Medicaid Services (CMS) recommended limiting non-essential care and expanding surge capacity 


into ambulatory surgical centers and other areas.  However, CMS recognizes that at this time many areas have 


a low, or relatively low and stable incidence of COVID-19, and that it is important to be flexible and allow 


facilities to provide care for patients needing non-emergent, non-COVID-19 healthcare. In addition, as states 


and localities begin to stabilize, it is important to restart care that is currently being postponed, such as certain 


procedural care (surgeries and procedures), chronic disease care, and, ultimately, preventive care. Patients 


continue to have ongoing healthcare needs that are currently being deferred.  Therefore, if states or regions 


have passed the Gating Criteria (symptoms, cases, and hospitals) announced on April 16, 2020, then they may 


proceed to Phase I.  The Guidelines for Opening Up America Again can be found at the following link: 


https://www.whitehouse.gov/openingamerica/#criteria 


Maximum use of all telehealth modalities is strongly encouraged. However, for care that cannot be 


accomplished virtually, these recommendations — the first in a series of recommendations — may guide 


healthcare systems and facilities as they consider resuming in-person care of non-COVID-19 patients in regions 


with low incidence of COVID-19 disease. 


Non-COVID-19 care should be offered to patients as clinically appropriate and within a state, locality, or facility 


that has the resources to provide such care and the ability to quickly respond to a surge in COVID-19 cases, if 


necessary. Decisions should be consistent with public health information and in collaboration with state public 


health authorities. Careful planning is required to resume in-person care of patients requiring non-COVID-19 


care, and all aspects of care must be considered — for example: 


• Adequate facilities, workforce, testing, and supplies


• Adequate workforce across phases of care (such as availability of clinicians, nurses, anesthesia,


pharmacy, imaging, pathology support, and post-acute care)


The following recommendations aim to give healthcare facilities some flexibility in providing essential non-


COVID-19 care to patients without symptoms of COVID-19 in regions with low incidence of COVID-19. 


Healthcare systems or clinicians have flexibility to re-start clinically necessary care for patients with non-


COVID-19 needs or complex chronic disease management requirements in accordance with the following 


general considerations: 


General Considerations 


• In coordination with State and local public health officials, evaluate the incidence and trends for


COVID-19 in the area where re-starting in-person care is being considered.


• Evaluate the necessity of the care based on clinical needs. Providers should prioritize


surgical/procedural care and high-complexity chronic disease management; however, select


preventive services may also be highly necessary.
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• Consider establishing Non-COVID Care (NCC) zones that would screen all patients for symptoms of 


COVID-19, including temperature checks.  Staff would be routinely screened as would others who will 


work in the facility (physicians, nurses, housekeeping, delivery and all people who would enter the 


area). 


• Sufficient resources should be available to the facility across phases of care, including PPE, healthy 


workforce, facilities, supplies, testing capacity, and post-acute care, without jeopardizing surge 


capacity. 


Personal Protective Equipment 


• Consistent with CDC’s recommendations for universal source control, CMS recommends that 
healthcare providers and staff wear surgical facemasks at all times. Procedures on the mucous 


membranes including the respiratory tract, with a higher risk of aerosol transmission, should be done 


with great caution, and staff should utilize appropriate respiratory protection such as N95 masks and 


face shields. 


• Patients should wear a cloth face covering that can be bought or made at home if they do not already 


possess surgical masks. 


• Every effort should be made to conserve personal protective equipment. 


https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html 


Workforce Availability 


• Staff should be routinely screened for symptoms of COVID -19 and if symptomatic, they should be 


tested and quarantined. Staff who will be working in these NCC zones should be limited to working in 


these areas and not rotate into “COVID-19 Care zones” (e.g., they should not have rounds in the 


hospital and then come to an NCC facility). 


• Staffing levels in the community must remain adequate to cover a potential surge in COVID-19 cases. 


Facility Considerations 


• In a region with a current low incidence rate, when a facility makes the determination to provide in-


person, non-emergent care, the facility should create areas of NCC which have in place steps to reduce 


risk of COVID-19 exposure and transmission; these areas should be separate from other facilities to the 


degrees possible (i.e., separate building, or designated rooms or floor with a separate entrance and 


minimal crossover with COVID-19 areas). 


• Within the facility, administrative and engineering controls should be established to facilitate social 


distancing, such as minimizing time in waiting areas, spacing chairs at least 6 feet apart, and 


maintaining low patient volumes. 


• Visitors should be prohibited but if they are necessary for an aspect of patient care, they should be 


pre-screened in the same way as patients. 


Sanitation Protocols 


• Ensure that there is an established plan for thorough cleaning and disinfection prior to using spaces or 


facilities for patients with non-COVID-19 care needs. 


• Ensure that equipment such as anesthesia machines used for COVID-19 (+) patients are thoroughly 


decontaminated, following CDC guidelines. 
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Supplies 


• Adequate supplies of equipment, medication and supplies must be ensured, and not detract for the 


community ability to respond to a potential surge. 


Testing Capacity 


• All patients must be screened for potential symptoms of COVID-19 prior to entering the NCC facility, 


and staff must be routinely screened for potential symptoms as noted above. 


• When adequate testing capability is established, patients should be screened by laboratory testing 


before care, and staff working in these facilities should be regularly screened by laboratory test as 


well. 


All facilities should continually evaluate whether their region remains a low risk of incidence and should be 


prepared to cease non-essential procedures if there is a surge. By following the above recommendations, 


flexibility can allow for safely extending in-person non-emergent care in select communities and facilities. 
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Clinical Data Science Work re: COVID Recovery Planning

Provide surveillance and predictives that addresses how we can get safely back to business when strict social distancing orders are lifted or relaxed.

The strategy is guided by the metaphor of a light switch that is neither off or on, but provides a roadmap for judiciously increasing illumination with a dimmer.

Our internal analysis and external experts substantiate that only 5-10% of our CSH populations are immune and without serology testing currently validated for use.

Syndromic Surveillance discussion initiated-target would be Summer 2020.

Therapeutic research is active and may impact strategy within 6 + months.

Vaccine research is active and will impact strategy in the next 6-18 months.





Phase 1: Nationally-Established Gate

Clinical Data Science Surveillance & Predictives:

For a market to relax current restrictions on elective surgeries, the following national criteria must be met:

(a) COVID-19 infections in the community and CommonSpirit Health hospitals in the market have peaked and declined for two consecutive weeks, or have low ILI surveillance activity

(b) Forecasting and surveillance of COVID+ recurrence after social distancing relaxed

CommonSpirit Health hospitals in the Market have sufficient capacity, generally 20 percent availability, for additional workload from elective surgeries (non-ICU, ICU and Vent)
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COVID+ Recurrence Tools and Predictives

Extend use of modeling to forecast and monitor recurrence after relaxing social distancing

County rate-of-change surveillance

Provides statistical criteria to warn any market of high probability surge

Sg2 v4 forecasting:

Newly Infected cases will recur 2-3 weeks after social distancing relaxed

Timing and extent of recurrence forecast informs financing forecasting, PPE and divisional planning
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[based on population market share, admission rate] 
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CSH County Level COVID + Surveillance  (.github source)








High Probability of Secondary Surge (>95%)
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		SCENARIO PARAMETERS		

		Market population		1,704,994

		Market share		8%

		Initial Ro		1.9

		Days between social distancing initial impact on Ro		8

		Hospitalization rate		0.8%

		% of hospitalizations that are ICU admissions		33%

		% of ICU cases that require ventilator utilization		75%

		First COVID-19 hospitalization		March 9, 2020

		Initial social distances measures put into place		March 16, 2020

		Stay-at Home Order: initial impact		March 18, 2020

		Relaxation of social distancing measures		May 28, 2020
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Thank You.
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For questions or additional information, please reach out the Dept. of Clinical Data Science, Analytics & Research:

Diwen Chen, PM

Diwen.Chen@DignityHealth.org

Mike Sieczka, Manager Michael.Sieczka@DignityHealth.org
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