Minimum Care Facility 

Concept of Operations

North Dakota Department of Health
I. Purpose: 
· To define a model for alternative inpatient care for short term use in the setting of pandemic influenza

· To provide a guide for community planning for implementation of the alternative model

· To identify resources likely to be needed during the operation of a minimum care facility. 
II. Definitions: 

Minimum Care:  Minimum care includes hygiene, nutrition and hydration, if necessary by use of minimally invasive procedures including intravenous fluids or nasogastric tubes for hydration.  

Minimum Care Facility: A minimum care facility (MCF) is defined, for purposes of this document, as a community operated inpatient facility for contagious patients that provides supportive care for patients requiring hospitalization, for whom no hospital access is available.  Care will be consistent with minimum care as defined above.  In addition, care above and beyond minimum care will be provided as time, expertise and resources permit.  An MCF is not a substitute for a hospital, but an ancillary site that provides such care as it can until the private health care system is able to resume all care.  

Assisted Care:  During a pandemic, a patient in recovery may not be able to care for himself or herself and does not have an option to return home (e.g., lives alone or all caregivers in the family are sick or dead).  Assisted care is short term care consistent with care provided in an assisted living facility or basic care facility that may be provided by an MCF until a person can return home.  The intent is to unload acute hospital beds.

Maximum surge:  In a pandemic, a hospital is expected to surge substantially above capacity by compromise of quality of care, but not up to the point at which it can only provide care approximating minimum care. When a hospital is caring for all the patients that it can having compromised quality of care as much as it can, it is maximally surged.
Professional Health Care Staff:  Physicians, physician assistants, registered nurses, licensed practical nurses or paramedics acting as medical care supervisors within an MCF.  

III. Indications for use:  

An MCF will be opened during a sustained pandemic when the number of persons requiring inpatient care exceeds hospital maximum surge capacity.  In a non-generalized disaster in which the re-distribution of excess inpatients outside the community or outside the state was possible, an MCF will not be indicated. The facility will only be open long enough to provide care until the private medical care system can absorb all inpatient care.  An MCF will supplement hospital care, not replace it.  During the time that an MCF is open, hospitals will continue to operate at maximum surge capacity. 

IV. Authority:  

An MCF is expected to only be operational during a state emergency declaration (ND 37-17.1).  Provisions of a state emergency declaration include: 

All functions hereunder and all other activities relating to emergency management are hereby declared to be governmental functions. Neither the state nor any county or city or its departments and agencies, or any disaster or emergency worker complying with or reasonably attempting to comply with this chapter, or any executive order or disaster or emergency operational plan pursuant to the provisions of this chapter, or pursuant to any ordinance relating to any precautionary measures enacted by any county or city of the state, except in case of willful misconduct, gross negligence, or bad faith, is liable for the death of or injury to persons, or for damage to property, as a result of any such activity. This section does not affect the right of any person to receive benefits to which that person will otherwise be entitled under this chapter, or under workforce safety and insurance law, or under any pension law, nor the right of any such person to receive any benefits or compensation under any Act of Congress.  

An MCF will be established under the authority of the state.  The conditions under which the NDDoH DOC will authorize the opening of an MCF in a local area are stringent since the quality of care in such a facility will be much below the care offered by a hospital, even during maximum surge conditions.  According to criteria defined in other state planning documents, before an MCF will be considered a viable option, health care facilities must have done everything reasonably possible to accommodate all healthcare needs, including compromising quality of care in order to expand the number of patients receiving care.  The exception to this is the opening of a facility specifically for the provision of assisted care to open up additional space in a hospital for the acutely ill. 
In an MCF organized under the authority of the DOC, all persons working in the facility will be considered to be working under the authority of the State of North Dakota and covered by state tort protections.  Although a decision by the DOC not to open an MCF would not legally preclude local government authorities from opening a facility independently, since state resources will be expected to support an MCF (e.g., medical supply cache), it is expected that all MCFs will be operated with the mutual agreement of state and local incident command under the authority of the NDDoH DOC. 

V. Hospital Responsibility for MCF Management

A hospital will not be responsible for managing or staffing an MCF; however, at the time a new MCF is opened, the DOC will associate the facility with one or more nearby hospitals solely for the purposes of patient allocation between hospital and MCF.  The medical director of the MCF will receive patients from the hospital or transfer patients to the hospital according to the direction of the incident commander for the hospital (or designee).  In addition, the medical director of the MCF will:

· Determine which patients in the MCF will most benefit from movement from the MCF to a hospital bed when space became available and communicate that to the hospital; 

· Brief the incident commander for the hospital (or designee) on the availability of space within the MCF on a regular basis so that priority for beds in the MCF will go to patients being transferred from the hospital. 
If additional minimum care space is needed, the hospital will contact the DOC and request to move patients to an MCF not affiliated with that hospital.    
VI.  Planning Scope: 

The planning scope for this document is to provide for accessory inpatient care for 5000 patients in multiple facilities of varying sized dispersed across the state.  

VII. Community and State Dependencies: 

An MCF is a collaborative effort between community, hospital, and state and local public health; NDDoH will not attempt to open and operate an MCF in the absence of support from local hospitals and community
.  No single agency will have the capacity or expertise to manage an MCF without the assistance of partners.  

VIII. Command and Control:  

Command and control of the MCF will be dependent on three levels of supervisory authority as follows:

· NDDoH Department Operations Center

· Authority to open or close and MCF facility

· Establishment of parameters of expected care

· Provision of medical supplies

· Local hospital Operations Center

· Allocation of inpatients between hospital and MCF

· Local emergency operations center

· Logistical support
· Operational support, including staffing

It is not intended that these represent distinct, non-overlapping authorities; rather they indicate the source of primary or first responsibility.

IX.    Staffing of an MCF: 

An MCF will have minimal professional health care staffing.  It is recommended that for a facility with 120 patients, two professional health care staff be assigned (MD, PA, ARNP, RN, LPN, Dentist, Paramedic), to rotate 12 hour shifts (with a third professional available for substitution).  Where possible, it is recommend that at least one health care professional be a physician.  Professional staffing should not be drawn from the hospital; all hospital care providers will be used to maximally expand care in the hospital where care will be superior to that provided in an MCF.  Sources of professional staff include licensed personnel who are retired, in administrative roles or who are not employees of a hospital.  In addition, the MCF should have an arrangement with the hospital to use ER medical staff on a consultative basis as needed.   

All other staff at an MCF can be non-professional staff.  The number of non-professional staff needed will depend on the patient load, but must be sufficient to provide care consistent with minimum ethical standards.  Volunteers working in pairs will be expected to care for 40 individuals per two person team (staffing ratio 1:20).   For 120 patients, this will require a minimum of 12 volunteers per 24 hours (plus alternates), with all staff working 12 hour shifts.  The facility director will communicate with incident command and the local hospital regarding his or her assessment of the facilities capability of exceeding the 1:20 ratio.  In the absence of any alternative (e.g., no additional MCF can be used or created), the director may expand care to greater than 1:20, but must determine the point at which the facility can no longer expand care and ethically complete its obligation to the patients it has taken in.  

In order to provide state tort coverage, all volunteers need to be registered with the NDDoH volunteer system and rosters of workers working each shift would need to be maintained.  All volunteers should also be registered with state workers compensation.  

X. Scope of Care: 

An MCF will potentially admit any pandemic patient who requires inpatient care, regardless of severity; however, the threshold for admission may vary during the course of the pandemic as pressure for care increases.  

An MCF will not accept:

1) Patients who have a home care provider and are able to take fluids orally;

2) Patients without the pandemic infection;

3) Patients with low probability of survival if bed space is limited; or, 

4) Patients from a long term care facility.

Patients might enter the MCF by:

1) Transfer from a hospital;

2) Referral from clinic;  

3) Arrival by ambulance; or, 

4) Arrival by private vehicle.   

Admission to the MCF will not be based on a patient’s or family’s age, gender, creed, nationality, religion, documentation status, economic status, sexual orientation or any other socio-economic status.
Care provided by an MCF will include:

· Hydration, orally if possible, otherwise by nasogastric tube or IV;

· Hygiene including regular patient cleaning and changing of linen;

· Medication administration limited to drugs which were critical to life (e.g., insulin, anti-hypertensives) as determined by the MCF medical director. 

· Nutrition provided by mouth (Note: NG feedings will not be routinely provided.  The facility will not have the capability of placing feeding tubes and risk of aspiration pneumonia with an NG tube makes NG feeding inadvisable.  However, NG feeding may be provided at the discretion of the medical director.)   

Care provided by an MCF will not include: 

· Imaging or other advanced diagnostics;

· Laboratory services (exception will be glucometer); 

· Resuscitation (CPR). 

If a patient presents for admission with a medical condition for which the facility cannot provide services (e.g., dialysis), such that failure to provide the service is likely to result in the patient’s death, the director will consult with the hospital about alternatives for care
.  If no other alternative exists, the medical director may elect to decline admission if beds are limited.   In any circumstance where the facility is full and no other alternatives for care exist in other facilities, the medical director may select those patients for admission most likely to benefit from care
.  Changes in criteria for admission should be communicated to the public and to the ethics board overseeing the facility and to the DOC, including a description of the types of patients who will or will not be admitted. 

If a patient who does not meet admission criteria is dropped off at the facility without authorization, the patient may be cared for as long as they have the pandemic infection until such time as a more suitable disposition can be found.  Patients who do not have the pandemic infection may not be cared for at the facility and will need to go to the hospital, a long term care facility or to a shelter for care. 
XI. Admission and Discharge Procedures
Procedures for processing incoming patients will depend on the location from which the patient arrives.  A hospital, a clinic, or EMS can request admission in accordance with guidelines provided by the MCF.   Hospitals, clinics and EMS services will need to be updated on the types of patients that the facility can receive (e.g., severity of illness).  

Elements of a standard brief history and physical will be expected from all qualified providers.  Any critical information not available should be collected at the facility from family members before transfer.  For persons brought to the facility by family, the person will be assessed for admission and, if admitted, a brief history and physical will be completed.  Each patient must receive an identification bracelet and triage tag at the time of admission.  Family members will be provided with an information sheet discussing the care provided at the MCF site and will be verbally told the expectations regarding discharge care and restriction from visitation at the MCF, including the possibility of not seeing the patient alive again should they die in the facility.  Translation services when required will be provided over the phone through a translations service (see crisis communications plan). 
Each patient admitted will be assigned a triage tag if they do not already have one.  These will be supplied from the state cache.  This tag will remain with the patient on transfer or discharge to morgue.  When discharged home, the tag may be destroyed.  The number on the triage tag will become the patient ID number.  This number should also be put on the patient ID wrist band.  The triage tag may be placed in the chart rather than tied to the body.  The family should be provided the triage tag number and given a family information sheet which will explain how to use the patient number to access information about their family member.  For each patient admitted, the following needs to be completed: 
· Triage and admission record

· Patient admission orders

· Update of the master patient record

· Update of website for patient conditions

The triage unit leader, if available, may complete the initial intake evaluation then discuss the patient’s history with the medical director.  The medical director will perform a physical assessment on each patient admitted and determine the need for any deviation from standard orders.  The medical director may give the triage unit leader discretion of refuse admission to persons who do not meet written, protocol-driven admission criteria.  The triage unit leader may not refuse admission to a patient based on a decision that they will not survive.  Only the medical director may do this, and only when that restriction on admission has been approved as part of the accept criteria operational in that facility.  These patients should not be referred to other MCF facilities without going through the DOC. 
 

When a patient is to be discharged home, the facility will make contact with family and attempt to assess the ability of caregivers to resume care of the patient.  Discharge will be delayed for persons who were too weak to provide care for themselves if they have no one to assist them.  It is assumed that many of the persons in the facility will fall into this category.  If admission pressure on the facility is high, the facility may choose to move the patient to another part of the facility (e.g., a school classroom rather than the gymnasium) where a single worker can provide assisted living type care to a large number of persons.  

The facility will discharge patients when:

1) Deceased;

2) When able to take fluids orally if assisted by an available home care provider;

3) When patient has been hydrated and home care provider is willing and able to provide hydration through an NGT at home; 

4) When able to care for self if no home care provider is available; or, 

5) To a hospital to receive a higher level of care; 

6) To home for palliative care if the facility is unable to provide palliative care;

7) Any time at the request of the patient or the family member speaking for the patient.

Criteria for discharge to a home care provider will be: 

1) Patient is clinically recovering and afebrile;

2) Patient is able to take food, fluids and usual medications by mouth (or NGT); and, 

3) Patient has a place to go with suitable care.  

Upon discharge, the triage unit leader will provide to the patient or caregiver written instructions on additional care and signs of secondary complications or reasons to bring the patient back to a medical facility.

A patient may be discharged at the request of next of kin regardless of their physical status (i.e., patients will not be held against their will or against the will of their next of kin).  Infectivity with the pandemic agent is not a criterion for either admission or discharge to an MCF.   
XII. Patient Transfer Procedures 
Before a patient is transferred between facilities, confirmation of acceptance by the receiving facility is required.  If the MCF wishes to transfer a patient to the hospital, the medical director for the hospital must approve the transfer.  An MCF will accept transfers as long as there is staffed space available to receive the additional patients; however, the medical director for the hospital should confirm with the medical director of the MCF before sending a patient to the MCF.  The MCF director needs to confirm that the patient to be transferred fits within its admission criteria. 
Transportation of the patient between facilities will be the responsibility of the sending entity.  Ambulance transport, while preferred, is unlikely to be available to the extent needed.  Family members should be requested to move the patient; however, if the family is unable or unwilling, any climate controlled vehicle driven by a volunteer in which the patient may be recumbent will be suitable.  A vehicle suitable for patient transport may be requested from the local EOC if necessary.   

Documentation accompanying the patient on transfer should include history and physical, a transfer sheet briefly describing hospital course, current medications being administered as well as those usually taken, personal items and personal care items, medications from home (if available), routine care appliances (foley catheter, IV or heparin lock).  Patients with ET tubes or central lines will not be accepted by the MCF.   If the family does not transport, the family should be notified, if possible, of the transfer.  The patient location should be updated in the patient tracking system. 

Patients being transferred from a hospital to an MCF must have infection with the pandemic agent. Because of the minimal staffing, patients who are agitated, combative, or seriously mentally ill should not be transferred to an MCF. An MCF will not routinely administer medications; consequently patients who require regular medication are not good candidates for transfer.  Essential medication will be given as necessary.  Hospitals should transfer adult patients before pediatric patients (patients 12 or under).  Patients with the pandemic infection who are dying may be transferred to the MCF for palliative care unless the MCF has had to quit taking palliative care patients due to over crowded conditions.  Hospitalized patients who are past their pandemic infection crisis but cannot go home due to lack of a caregiver at home, may be transferred to an MCF; however, if beds in the MCF are tight, attempts should be made to transfer the patient to an MCF which has physical space for an assisted living area away from the acute care floor.  

Each shift, the medical director of the MCF going off service should review with the incoming medical director the list of patients which he or she believes are the best candidates for transfer to the hospital.  At least once per day, the MCF medical director should discuss these patients with the hospital medical director and request next available bed for these patients.  Patients who will be considered optimal candidates for transfer are those who will be expected to have a substantially increased likelihood of survival if admitted to the hospital (e.g., post-influenza pneumonia). This assessment may take into account a patient’s underlying medical conditions, age, and nutritional status in assessing survival chances (see section on ethics).   If the hospital has adults with uncomplicated pandemic infection, the MCF may arrange a swap of patients.
XIII. Assisted Living
The facility floor plan may have much to do with how the assisted living area is structured.  If a school is used, it may that classrooms holding several beds are used for persons who are recovering.  Bedside toileting will likely be needed since communal toilets may be a long way from the patient rooms.  Patients will be alert and more sensitive to their surroundings, so patient rooms should be segregated by sex and privacy screens should be available. Patients with a similar level of debility might be cohorted together to ease the burden on care givers.  That is, some persons who can get up to a commode on their own and feed themselves might be placed in rooms together, while persons who need more assistance might be placed in rooms together.  Providing some sort of self entertainment (books, radios, television) may be necessary as patients become more self capable.  The patients would not be expected to have family available or they would be discharged home; hence, opportunity for socializing will become important.
While all patients will be treated with the utmost care and respect, the MCF will not likely be able to adhere to specific cultural or religious practices of the patients.  Individual attention accommodation will continue to be limited in the assisted care area of the facility. 
XIV. Personnel Functions

The following functions are defined for an MCF.  Consistent with incident command, positions may be collapsed as needed.  

COMMAND

1. MCF Site Commander – this person will supervise the facility;

2. Safety and Security – this person will be responsible for safety procedures, including proper infection control procedures, and will oversee security;

3. Security worker – this person will assist with security functions.

4. Liaison – this person will assist the site commander by handling incoming calls, communicating with external entities and tracking activity in the facility.  The liaison will be responsible for forwarding rosters and status of all patients to the supervising operations center and maintain any required reporting into HC Standard/patient tracking;

5. Medical director – this person must be a licensed health care provider who will act as a medical care consultant.  This person will be responsible for any invasive care procedures (IV, NGT, Foley catheter) which might be needed, assess patient status (palliative care designation, hydration status), admissions, discharges and transfers. 

OPERATIONS

6. Operations Chief – this person will oversee all aspects of caring for patients and staff.

7. Triage Unit Leader – this person will make an initial assessment of patient suitability for admission or discharge, collect intake information, assign patients to specific locations in the facility, maintain master rosters which included location and patient status, collect surveillance information, and update patient tracking software.

8. Morgue Unit Leader – this person will collect bodies from the patient care area and move them to a holding area, request body pickup from morgue teams, complete initial paperwork and notify the triage unit leader of the deceased status for computer entry.

9. Staff Support Unit Leader – this person will ensure that needs of staff were met (e.g., emotional, logistical) and remove workers from duty who showed undue signs of stress or fatigue.  

10. General Nursing Care Unit Leader – this person will oversee all patient care responsibilities, ensure that workers provide assistance to each other as needed and ensure that all patients received equitable care appropriate for their situation. 

11. Patient care providers – these persons will provide basic nursing services to the ill including feeding, hygiene, and monitoring.  Specific patient care providers can be designated as unit leaders for a section of the facility’s patients, providing supervision and assistance to care providers assigned to that section and serving as mentors for less experienced volunteers.

12. Pharmacy Unit Leader – this person will oversee the procurement, storage and allocation of medication.  

13. Dependent Care Unit Leader – this person will perform social work functions required to ensure adequate outcomes when a person leaves the facility and ensure that patients can be discharged as quickly as possible once they were sufficiently well to leave. 

LOGISTICS

14. Logistics Chief – this person will supervise all logistical operations dealing with the facility, supplies, IT, transportation, and resources

15. Facility Unit Leader –this person will oversee all aspects of facility management including sanitation and maintenance.

16. Maintenance Officer– this person will maintain critical utilities (water, sewage, electricity, HVAC).  This role should be filed by someone who knows the building, preferably a person responsible for maintenance during normal building operation. 

17. Sanitation Systems Officer – this position will oversee all laundry and janitorial functions (cleaning and disposing of waste, including hazardous waste);

18. Laundry worker – this person will launder clothing;

19. Janitorial worker – this person will clean the physical space and dispose of waste.

20. Materials Supply Unit Leader – this person will be responsible for all supplies and equipment;

21. Communications Unit Leader – this person will be responsible for all IT functions

22. Transportation Unit Leader – this person will oversee all transportation functions, both manual and vehicular. 

23. Transport workers – this person will physically move patients, materiel, and corpses. 

24. Nutritional Support Unit Leader – this person will ensure that food and drink were available for staff, and for patients as needed.

PLANNING

25. Planning Chief – this person will oversee the planning section, including documentation, personnel management, and situation assessment. 

26. Labor Pool Unit Leader – this person will be responsible for scheduling and tracking personnel, assigning new personnel to work areas and mentors, credentialing and volunteer recruitment;

27. Situation Unit Leader – this person will be responsible for meeting minutes, all maintaining, filing, retrieving, and quality assurance of documentation including patient care documentation, supplies, and costs.
A diagram appended to this document demonstrates the command structure for these positions.  The reality of staffing shortages likely to occur in an MCF will mean that many of these position functions will be collapsed into a few positions; this will necessitate increased reliance on the community EOC incident command system.  A second diagram represents a possible structure with most positions collapsed and only three senior level command staff.  Based on the second diagram (the mostly likely scenario), the following staffing is likely for a facility with 120 patients is:

	Position
	Positions Assigned
	Shift 1
	Shift 2
	Alternates

	Site Commander
	1,4,14,25,

27
	1
	1
	1

	Medical Director/Ops Chief
	5,6,12
	1
	1
	1

	Safety and Security Officer 
	2
	1
	1
	1

	Patient Care Volunteer Leader 
	7,9,10,13
	1
	1
	1

	Patient Care Volunteers 
	11
	6
	6
	3

	Patient Transportation Volunteer Leader
	8,22
	1
	1
	1

	Patient Transporters 
	23
	1
	1
	1

	Support And Resource Volunteer Leader
	20,21,24,26
	1
	1
	1

	Resource Assistant 
	
	1
	1
	1

	Infrastructure Volunteer Leader 
	15,16,17
	1
	1
	1

	Infrastructure Assistant
	3,18,19
	2
	2
	1

	Total
	
	17
	17
	13


An additional presence in the MCF may be a chaplain.  The chaplain should spend no more time in contagious areas than necessary, and should receive adequate training to ensure he or she is protected.  The site commander or medical director may wish to try to tap the chaplain for assistance with meeting the emotional needs of staff.
XV. Pharmacy Operations

It is not expected that an actual pharmacy would operate, although that is a possibility in the large facilities.  Generally the low use of medication, will permit each patient’s medication to be stored at the bedside (likely in two labeled clear plastic bags under the bed – one holding those medications which are in use and the other holding medications which are not in use stored in the patients personal belongings).  Controlled substances should not be retained in the facility.  Although facilities may vary in their implementation plan for this, it would be logical to designate three times of day (not falling at a time immediately after shift change) when staff would know to administer that medication which has been prescribed.  If the volume of medication being administered is large, the facility may choose to set up a pharmacy location which manages all medication.  A pharmacy job action sheet is provided for situations in which a pharmacy is provided.

XVI. Relationship between MCF and Hospital and Community EOC
While a one to one relationship between hospital and MCF is optimal, a single MCF might need to serve several hospitals or a hospital might admit to more than one MCF.  Hospital responsibility does not extend to administrative or logistical management of the MCF.  

Patients may be transferred from the hospital to an MCF.  Each shift, the MCF will provide an update to the hospital (and electronically to the DOC) regarding the status of the facility, particularly bed availability.  A patient can be moved from a hospital to the MCF at the request of the medical director for the hospital (or designee), assuming the MCF has space and staff to receive additional patients.  A transfer might occur because of 

· Additional loss of hospital staff due to illness;

· Displacement of pandemic patients by non-pandemic patients requiring care;

· Step down of patients who are past their crisis but are too sick to go home; or, 

· Arrival of pandemic patients at the hospital from the community who require admission but for whom no bed is available.  

If a hospital’s assigned MCF is full, the hospital may request movement of patients to space available in a nearby facility by contacting the DOC. 

Patients may also be moved from the MCF to the hospital.  The medical director for the MCF should have a list of patients who will benefit most from admission (e.g., patients with treatable secondary complications who are likely to survive with treatment).  The MCF medical director will request space at the hospital for those patients as soon as space becomes available.  It will be up to the Medical Director of the hospital to determine which patients should be utilizing the available space in the hospital, but it would be assumed that patients identified at the MCF with treatable conditions would go to a hospital bed in preference to newly arriving pandemic patients who need supportive care.

Requests for assistance required by the MCF will be directed first to the local EOC.  If this can not be met by the local EOC it will be forwarded to the DOC.  It will be expected that most supplies that are non-medical in nature will be identified and supplied by the local EOC; whereas, medical supplies will need to be released by the DOC from the state cache. 

XVII. Training
For each MCF, sufficient staff to fill the positions of site commander and medical director, 24/7, for a two to three week period should be identified prior to the event.  To the extent possible, it is recommended that the site commander role be assigned to a person with appropriate experience (e.g., persons with shelter management experience). 

Each supervisor will ensure that his/her staff is adequately instructed when the facility opens.  Replacement staff will need to work with an assigned mentor filling the roles to which they are to be assigned, before assuming independent duties.  The mentor will let the supervisor know when the new staff member is ready for independent action
.  Each worker will be provided with the appropriate job action sheets and the key documents which need to be read (e.g., rules for personal protection). (See appendix)

Mandatory just-in-time training must include 

· Risk of working in an MCF

· Facility orientation

· Infection control 

· Correct use of PPE

· Staying well  

· Watching out for other workers

· Death management

· Task assignments available 
· Specific guidance for:

· Patient care 

· Logistical support

· Infrastructure support

· Transportation

· Unit leadership 

· Mentorship

· Stress expectations and stress management

· Shift scheduling 

· Protecting family at home 

· Ethics

· Patient privacy

· Respectful care of the living and dead

XVIII.  Space requirements

Patient care area:  Beds should be in a single room where large numbers of patients can be cared for by as few staff as possible.  A twin bed is approximate 42”x78” and facilities will require aisles between beds which are 2.5 feet wide (just wide enough to accommodate a stretcher or wheelchair).  This will require about 40 square feet per bed (about 72 inches from bed center to bed center).  A typical gymnasium style room should be about 8000 to 10,000 square feet minimum.  If patients occupied space approximately 100 feet by 80 feet which had five five-foot walk aisles (for two stretchers to pass), it should hold seven rows of beds with 17 beds per row (119 patients).

Additional minimum space requirements:

Additional space needed to accommodate 16 workers would include

· Patient receiving and admission triage area;

· Male and female locker rooms with restroom facilities;

· Equipment storage area;

· Single office area;

· Mortuary holding area; 

· Staff rest areas;

· Equipment cleaning area; 

· Dining area;

· Food preparation area (if food is to be prepared on site). 

Additional space will be desirable for an assisted living area to which patients can be moved when they no longer need to be on the acute care floor, but cannot be discharged home.  However, a large number of patients in assisted living will require increased staff.  If patients are no longer contagious, they may be able to go to a medical shelter if an appropriate facility is set up
.  Alternatively, an MCF facility could initially be established to provide assisted living only, in order to unload convalescing patients who cannot go home from the hospital.  Acute care would be added when necessary, and the assisted living area might continue to operate for a period of time after the acute care ward is closed.

XIX.  Equipment and supply requirements 

Quantities assume a 120 bed unit which operated for two weeks, caring for a total of 200 different persons.  See Appendix.

XX.  Disinfection 
A clean area within each MCF will be designated to include offices, eating areas, and some restroom facilities.  Removal of exterior patient care protective clothing (e.g., gown) and thorough hand cleaning will be needed to move from the patient care area to the clean area.  Because of the risk of contagion from a co-worker who appears well, workers should be instructed to wear respiratory protection when in close proximity (e.g., same desk or table) of others.  Eating will be a solo activity. 

Disinfection of surfaces will be part of regular cleaning.  A dilute bleach solution (commercial bleach at 1:100 concentration) should be used on all handled environmental surfaces (e.g., door knobs, telephone receivers).  (NOTE:  staff assigned to cleaning should be provided with instructions on preparation of bleach solution (see appendix) instructed when to use detergent and when to use bleach, and warned against the mixing of ammonia containing products, or any other chemicals, in the bleach solution.)  Environmental cleaning will occur once per day for all areas in addition to clean up of spills or body fluids as needed. Cleaning will include wipe down of patient care areas daily and between patients.  Although the risk of pandemic transmission between patients will not exist, the risk of transmission of other agents needs to be minimized to the extent possible.  To avoid risk to the public, a perimeter will be established around the facility, especially around doors and ventilation units, to protect persons outside the building from exposure to the virus.  This will be posted with signs and periodically patrolled by the safety security officer. 

XXI. Worker protection/Infection control
All persons will be required to wear N95 or equivalent respiratory protection in contaminated areas, and will be encouraged to wear it when around other staff in clean areas.  Fit testing should be performed to ensure all workers have adequate respiratory protection; however, universal fit testing may not be feasible, so persons working in an MCF without being fit tested need to know the potential increased risk should their N95 not fit.  During orientation, the assigned respirator should appear to fit and form a suction seal when covered on inhalation.  If a seal is not reliably being formed with available N95 masks, the person should be issued an N100 mask or a PAPR.  Masks should be marked for personal use with a permanent marker to permit re-use until too soiled or worn to wear.  Masks should be rotated off every 4-6 hours and allowed to dry thoroughly before re-use.  Each person will be assigned three masks which are to remain in the facility and rotated during the shift.   

In a contaminated area, workers must wear an exterior protective garment which can be removed and re-used, gloves, and respiratory protection.  Face shields are necessary if splattering is likely.  Great care must be taken by all workers to avoid touching the eyes, since this is the second most common portal of entry after the respiratory tract.  If eyes must be touched, hands should be thoroughly washed.
When moving from a contaminated to a clean area, all persons must remove exterior garments used for patient care (e.g., Tyvex covers) and gloves.  N95 masks should be removed before going into the clean area if the person expects to eat or drink anything.  Hands should be washed after touching any protective clothing or equipment.  
Disposable gloves must be changed between patients. Gloves must be removed when going to the restroom.  Frequent hand washing is required even with glove use. Because a shortage of personal protective equipment is likely during a severe pandemic, facility personnel will be expected to comply with state issued guidelines for conservation of PPE.  

In addition to wearing gloves when having contact with patients, all persons will be expect to wash hands or used alcohol based hand rubs with great frequency. Because the location of most facilities is likely to be in a gymnasium type setting, hand sanitation is likely to depend heavily on hand wipes and alcohol rubs; however, periodic washing with soap and water is recommended. If facilities are available for showering, it is recommended that all workers shower and change clothes when going off duty.  If this is not possible, the worker should shower and change clothes immediately upon returning home.

Workers may wear scrubs for patient care, but not as exterior dress in the contaminated area since they may not be readily removed.  They should be treated as any other clothing – covered with a gown and changed as soon as possible after duty.  Laundering of all items which have been used for direct patient care (including at home) should be done while wearing gloves.   Private changing areas and lockers for storing assigned personal protective equipment will be necessary.  
All workers should be assessed for illness when they report for duty.  Should a worker report to duty sick or become sick during the course of the work period, it will be the responsibility of the safety/security officer to assess whether that person is too sick to continue to work or whether their continued work might place co-workers at increased risk. 

XXII.  Communications

All communication will be routed through the supervising operations center.   This will include requests for resources, and patient status information.  The facility will need to maintain HC Standard data reporting number of beds open and filled.  The facility may use forms provided by the EOC or forms provided in this document appendix. 

Available communication links may depend on location of the facility.  If a school is used, then ground line telephone, cell phone, Internet, and Stagenet should be available at a minimum.  Portable radio communications equipment should be secured if resources permit.  Requests for communications equipment should be directed first to the local EOC.  The site commander, medical director and safety/security officer should carry walkie-talkies.  Additional walkie-talkies should be provided to supervisory staff for infrastructure, logistics, transportation and patient care if available.  

XXIII. Ethics

Commuity Ethic Review

The community should designate an ethics panel to oversee the care of patients by an MCF.  Although a community could arrange with the local hospital to assume this function, persons on hospital ethics committees may be too engaged in patient care to take on additional duties for the MCF.  This group could be the planning committee members who set up the MCF, a board of health or some other committee selected for this purpose.  Inclusion of a priest or pastor is recommended and should include three to five people total.    

The ethics committee may function by meeting with a medical director to discuss policies (e.g., for refusing admission), deal with complaints of citizens, and review master patient lists to identify patients placed on palliative care with review of the indications in each case.  Because of the pressure of other duties plus the emotional and physical fatigue of the medical directors, the committee should keep its time demands focused and brief, even if the meeting is scheduled during non-shift hours for the medical director.  Potential questions for the review committee include:

· Are patients treated respectfully?

· If admissions to the MCF are restricted, is admission based on medical need only?

· If palliative care designations are used, is the designation applied fairly based on established written criteria, and are designations reviewed between medical directors at change of shift?

The ethics committee may also be asked by the MCF to provide input on policies or deal with difficult family situations.  The ethics committee is not asked to be ethical experts, but to use their good sense to ensure the equitable treatment of all persons.
Access to MCF
Access to the MCF must be based solely on medical need.  If the MCF is full and no alternative sites are available, the medical director may take such steps as he or she thinks necessary to maximize patient survival (e.g., discharge of palliative patients to families, movement of palliative patients off the acute care floor, or lowering the threshold for being designated as a palliative patient).  The director may selectively admit patients based on survival likelihood, but this should only be done after consultation with the site commander and discussion with the DOC.  The DOC will provide information to the facility regarding facilities in the area which have available space to which the family may take the patient, as well as consider the feasibility of opening an additional MCF in the community.  

Palliative Care

Use of palliative (“comfort”) care designation is permissible if required to prioritize limited personnel or physical resources toward those patients most likely to survive.  If sufficient staff and equipment are available to care for all patients, palliative care designations should be avoided.  Only the medical director on duty can place someone on the palliative care list.  At change of shift, the medical director going off service should review with the incoming medical director any additional patients placed on the palliative list during the previous shift and the rationale for the action in each case.   Medical directors may wish to designate palliative care status only at change of shift after consultation together.  Initial criteria for considering a person to be palliative include:

· Marked hypotension (systolic BP less that 70 mm Hg) after adequate hydration;

· No urine output or minimal urine output for 24 hours in non-obstructed patient;

· Severe cyanosis;

· Severely disordered breathing (Cheyne-Stokes, apnea, agonal breathing)

· Signs indicative of severe neurologic injury (e.g., decorticate or decerebrate posturing)

Criteria for designating people as palliative care may change if MCFs are full and additional MCF space is unavailable.  

Patients placed on palliative care will be left in their current place on the acute care floor, but will receive care only after other patients who are more likely to survive have been cared for.  The medical director should continue to round on these patients and assess these patients to determine if there has been any change that would warrant removing any patient from the palliative care list.  

Because of the restricted access by family members, when a patient is placed on palliative care, an MCF should attempt to contact the family and let them know that the patient is likely to die.  If they family would like to be with the patient, that they will need to take them home.  Patients brought to the facility for admission by family who meet criteria for being designated as palliative care may reasonably be refused admission if there is family available to care for their hygiene needs, keeping in mind that some criteria listed above cannot be assessed without admission.  

Not only patients, but also staff, will require humane treatment.  Staff may have family or friends in the facility that die or are dying.  Staffing patterns will need to be altered to allow staff to grieve and to spend time with those who are dying or dead.  Referral to chaplaincy services is encouraged for staff who are grieving; or, if this is not acceptable, visiting with a counselor.  Supervisors should decide whether it is in the best interest of the staff member to attempt to continue to render care in the face of a close personal lose.

Access to Patients by Community Members
MCF are closed facilities (i.e., not accessible to the family, media or public) which poses substantial strain on the family.  The closure of the facility is for two reasons:

· To protect the public from exposure to a highly contagious environment;
· To make it possible for the facility to function without having to meet the demands of anxious family members wanting more attention to their loved one. 

Even if a community member who is not volunteering at the site has an N95 mask of their own or is a community VIP, they should not be allowed into the facility.  This policy will minimize risk, ensure fairness, and prevent disruption to the facility operations.  The only non-staff member permitted in the facility should be a member of the clergy who has been asked to provide chaplaincy care in the facility.   

Obviously one of the benefits of working in the facility is the opportunity to see family members who may be patients in the facility.  However, a volunteer may be assigned to care for patients other than their own family member.  If a volunteer should be providing care for their own family member, he or she will be expected to care for all patients equally without preference for any. 
Circumstances may arise in which a family member wishes to remove the patient from the facility against the recommendation of the medical director.  It is permissible for the patient to be discharged against medical advice, but the person requesting discharge must be a spouse, or other first degree relative (parent, sibling or adult child) and must be accepting the responsibility of personally providing for the care of the patient.  

Care for Children

The needs of children are unique.  Fluid management and family management are both more complicated for children. It is not feasible to separate parents from small children, but it is also not possible to provide adequate PPE protection for all parents who may want to be with an admitted child.  Because of the special needs of children, hospitals should retain patients who are 12 years or less in preference to older patients with pandemic disease.  If children must be moved to the MCF, older children should be moved before younger children.  Children 12 or less who must be admitted to the MCF should be placed in a separate area of the acute care floor (pediatric “ward”).   

Most children who are admitted to an MCF are expected to be unresponsive
; consequently, provision for parental access is often more a recognition of the parent’s need to be with the child, rather than the child’s need to have a parent present.  If it is necessary for a child age 12 or younger to be admitted to the MCF and a parent wants to be with the child, the parent must become a volunteer and assist with the care of other patients with as much attention as they give their own child.  

XXIV. Fatality Management

When a patient care worker thinks a patient has passed away, he or she will contact the medical director.  Only the medical director can pronounce a patient dead.  Once the patient has been pronounced, transport workers will move the body to a morgue holding area and call the designated hotline number for requesting a community morgue team
.  The triage tag should be attached to the body before it goes to the morgue.  The wrist ID should remain in place.  Nasogastric tubes, IVs and foley catheters may be removed.  The transporters should have all the patient care records and patient’s personal effects moved to the holding area as well.  The medical records will be available for review by the morgue team, but they are not to leave the facility.  The morgue team should take all the patient’s personal effects to the morgue with the body.  The medical director should make an attempt to contact the family at this time; however, if time pressures are too great, he or she may request that the transporters attempt to notify family.  The medical director should ensure that the patient status is updated on the master patient form and that that information is provided to the person responsible for updating the patient tracking system through HC standard.  The Morgue Unit Leader will complete required paperwork per protocol before the unit is discharged to the morgue. 
XXV. Public Website
When a patient is admitted to the MCF, their tag number will be recorded on the website with a statement of the patient’s condition.  This site should be updated each shift and is the primary method by which family members will know about the condition of those they care about in the facility. The web site will open to the public, but because information will be recorded by patient number only, as long as there are ten or more patients in the facility, additional information of a confidential nature may be included.  If fact of death is updated on the web site, the reference should include the patient’s name to ensure that no error is made in assigning death to the wrong patient number.  Fact of death is not considered confidential information.
XXVI.  Medication Management

At the time of admission, the medical director on duty will determine the absolute necessity of administering any medication that the patient is on.  For example, if a patient taking digitalis and warfarin for atrial fibrillation and insulin for type II diabetes, the medical director may elect to continue or discontinue any or all of the medications based on his or her assessment of the risk.  Given a limited caloric intake (due to an altered mental status of most patients) and lack of laboratory monitoring, it may be safer to discontinue even seemingly critical medications.  Certain medications must be continued, albeit an altered dose may be indicated (e.g., insulin for diabetes).   

The MCF will not stock a pharmacy; however, a regular staff member may need to be assigned pharmacy duty if a substantial number of patients are receiving medication.   Although a physician director may be able to prescribe a drug and obtain it from an area pharmacy, the usual policy will be that drugs brought by the patient’s family with the patient may be administered at the discretion of the medical director on duty.  If the medical director needs a medication not available among the patient’s medications, he or she should attempt to obtain it from a local pharmacy; however, the medical director may use his or her personal judgment regarding accessing medications needed to save a life. If a patient is receiving a medication which runs out, the staff responsible for pharmacy operations should call the pharmacy and request a refill.  
In most patients it is expected that medications will have to be administered down an NG tube after being crushed.  This will pose special problems when the medication is in a controlled release form which must not be crushed.  The medical director may attempt to substitute an alternative formulation or drug if the treatment is necessary.  It is anticipated that insulin will be the only drug administered by injection.  No use of IV drugs is anticipated.  

It is not anticipated that oxygen will be available.  Should it be available, the facility will need to coordinate with the department operation center of NDDoH through the local EOC to obtain supplies for oxygen administration.   Oxygen will be administered at the discretion of the medical director, if available.

XXVII. Public Information
Media Access

Although the public has a compelling interest in knowing the conditions inside an MCF, it is not considered feasible to allow the media into the facility.  It will not be possible to provide respiratory protection to the media.  Even if media representatives wished to take the risk and enter the facility without adequate protection, this is unwise and will increase the risk of having additional patients for which care must be provided.  In addition, from a public relations perspective, it makes little sense to allow media into the facility when families cannot enter to visit patients.  Consequently, the site will remain closed to the media, although every attempt will be made to meet the request of media for interviews outside the facility. 

Public Communication Concepts
· General

· The MCF concept needs to be introduced to the public before MCF use becomes necessary.

· An MCF’s operation and capacity will be dependent on the availability of volunteers.   

· An MCF is a high contagion area, and even with personal protective equipment, risk of illness may be increased by volunteering at such a site. 

· Families should bring the following items to the facility with the patient

· Medications (except controlled substances)

· Medication administration materials (e.g., insulin syringes)

· Mobility aids
· Family contact information

· Family should not bring the following items:

· Personal items (The facility will permit limited religious items (bible, rosary), but cannot guarantee their return.) 
· Cell phones

· An FAQ will be developed and posted online.

· Informational documents will be provided to family at the time of admission and at the time of discharge.

· Numbers to call if one wishes to volunteer, the requirements to be a volunteer and types of duties of volunteers will be asked to perform will be publicized.

· Directions for access to the MCF for evaluation will be publicized.  
· Services Offered

· An MCF is a contagion facility.

· An MCF does not dispense antivirals or provide outpatient care. (Antivirals may be given to patients in the MCF at the discretion of the medical director.)
· MCF patients will only receive medication at the discretion of the medical director on duty. 

· An MCF does not keep antivirals, vaccine or controlled substances on hand.  The only medication in the facility are the pill bottles of the patients from which controlled substances have been excluded. 
· MCF personnel will not be able to answer the phone.  Phone use is limited to emergency communications only. 

· An MCF does not charge for patient care.

· Persons needing care by an MCF should go their local or nearest MCF facility.

· Spiritual care available cannot guarantee any denomination affiliation, or religious affiliation.

· Only patients meeting certain conditions will be eligible for admission (publicized); patients who can be cared for at home will be better off there if hydration can be maintained.

· Families will be expected to resume care when the patient is ready for discharge.

· An MCF is not a hospital and does not offer the services of a hospital.  An MCF is only operational under conditions of disaster medical care.

· If an MCF is full and can not accept additional patients, its closure to new patients will be publicized.

· An MCF is a restricted access facility; only persons working in the facility will be granted admission. 

· When a patient is left at an MCF, it may be the last time the family sees the person alive.  Family members should be prepared to take permanent leave of family members when they are admitted. 

· Family has the right to remove a patient at any time. 

· Pediatric patients will be accepted if necessary, but will be preferentially admitted to the hospital.  Provisions for a parent to be with a child in the MCF can only be made if the parent is willing to volunteer to work in the MCF helping to care for others. 

· Definitions will be publicized for terms used to describe patient condition according to AHA guidelines as follows: 

· Undetermined - Patient is awaiting physician and/or assessment.
· Good - Vital signs are stable and within normal limits. Patient is conscious and comfortable. Indicators are excellent.
· Fair - Vital signs are stable and within normal limits. Patient is conscious, but may be uncomfortable. Indicators are favorable.
· Serious - Vital signs may be unstable and not within normal limits. Patient is acutely ill. Indicators are questionable.
· Critical - Vital signs are unstable and not within normal limits. Patient may be unconscious. Indicators are unfavorable.
· Patient management

· Patients may be transferred to or from an MCF without consultation with family.  General criteria for transfer will be communicated as public information. 

· Patients with a low probability of survival may be assigned to comfort care only at the discretion of the medical director of the MCF.

· Admission to an MCF does not imply that the patient is likely to die.

· Admission is based on space availability in the hospital. 

· Patients may be discharged while still contagious.

· A patient may be taken from the facility by an immediate family member who provides reasonable documentation of their relationship to the patient and who is prepared to personally provide for the care of the patient.  Immediate family member includes spouse, sibling, parent or child.  

· It may not be possible to individually notify families when a patient dies, but attempts will be made to do so.

· A patient who dies will be sent to the nearest community morgue capable of accepting the remains.

XXVIII. Forms and Documents
The following forms will be needed.  See Appendix. 

· History and physical form

· Master patient list for shift 

· Chart note form

· Vital sign form

· Scheduling form

· Worker sign in form 

· Incident/Injury form

· Procurement request form

· Confidentiality policy

Following the patient’s discharge or demise, all records for that patient will be put in a folder in a file cabinet or file box.  Records will not be discarded.  Following shutdown of the facility, all facility documents will be gathered and filed, including master patient lists.  The records will belong to the state and must be forwarded to the DOC for long term storage.  

XXIX. Medical Rounds
At the beginning of each shift, the medical director coming on duty will:

· Discuss specific patients with the off shift medical director

· Discuss patients on the priority list for transfer to hospital if beds become available

· Round on each patient including 

· Review of daily record

· Physical assessment

· Brief note

· Change in orders

· Update patient status 

Patient rounds on all patients will occur every 12 hours.  Patient documentation will be at the bedside and include:

· A brief history and physical at admission

· Daily vital signs record

· Orders

· Brief note once per shift including at a minimum:

· Date and time

· Patient hydration status

· Patient condition change or status change (e.g., designation as palliative care only)

· Any medication to be administered during the shift and reason

During rounds, the medical director will update a master list of each patient with the patient’s condition (good, fair, serious, critical, deceased).  At the end of the rounds, this information must be entered into the patient tracking system.   If an action must be taken during the course of the shift, the medical director will amend the orders, which needs to be communicated to all caregivers.  Should the patient die during the shift, the master patient list for the shift and patient tracking system must be updated. 

XXX. Security and Safety
A single person will be assigned safety/security duty to keep the perimeters of the site clear and ensure the physical safety of person working at the site.  (Law enforcement may be called (via 911) to assist with any incident which pose a risk to staff or patients.  Law enforcement will be provided with protective equipment if they need to enter the building.)

The Safety and Security officer will also make sure that workers at the facility follow procedures which reduce the risk of disease transmission to themselves or others (e.g., hygiene, PPE, clothing, not touching eyes with hands) and will observe workers for signs of excessive stress, fatigue or illness and remove them from duty if needed.  

If patient movement is required, the safety/security officer will enforce having sufficient persons move the patient to avoid individual injury.  The safety/security officer will also observe the care of patients ensuring that patients and human remains are treated respectfully at all times.  Although volunteers who are known or believed to pose a risk may be excluded from the facility, no background checks will be required for a person to work in an MCF.   Workers will be asked to wear two-badge identification (personal government issued ID plus disaster response ID issued on arrival).  When a person checks in for duty, they will be issued a badge with an ID number, and surrender the badge when leaving the facility.  Only persons currently staffing the facility will be allowed into the facility.

Each facility will need a fire and evacuation plan, the preparation of which will be the responsibility of the safety/security officer.  The safety/security officer will patrol the premises and call the fire department (via 911) if needed.  The acting site commander will be in charge of evacuation procedures if that becomes necessary.

XXXI. Contracting Services

It may be possible to contract out some services such as laundry and food preparation, as long as it is recognized that contracting entities may, due to illness or cash flow limitations, be unable to fulfill obligations during a pandemic.  If a contractor is used, they will need to use appropriate personal protective equipment (e.g., when handling laundry) and should be excluded from the facility by transfer of material (food, laundry) outside the facility.  Janitorial services should not be contracted out, but can be performed by a volunteer willing to work in the facility. 

XXXII. Returning Control of the Facility to Community Use

During or after pandemic influenza when the facility shuts down, it should be thoroughly cleaned with a disinfectant appropriate to the organism.  It is highly unlikely that any  pandemic agent will be durable in the environment or not inactivated by an appropriate disinfectant.  No restrictions on returning the building to normal use exist following pandemic influenza and would be very unlikely after any pandemic infection.  The nature of a pandemic implies that the organism was ubiquitous so the build will be no different from others.   
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� The most serious limitation on MCF space is likely to be staffing.  Staffing must be supplied by the community.  While the state will try to assist each MCF, it will not be in a position to operate such a facility at a tactical level. 


� It may be that the hospital and MCF may swap patients allowing the hospital to provide the more complicated care and the MCF to care for a patient that needs supportive care only.  In difficult situations, the DOC may be able to assist with these patients.  For example, it may be that a more distant MCF will be able to take the patient 


� Determination of patients most likely to benefit from care will be potentially complicated.  Patients may be too sick or not sick enough to likely benefit from an MCF.  


� Most work will be done in teams, but independent action may be more efficient for some care. 


� Sheltering is not envisioned as a routine part of pandemic response since it will be anti-social distancing. 


� Most patients who are responsive should be able to take fluids by mouth and can remain home with a parent providing care.


� The community morgue team will be working under protocol with the coroner for which cases need to be referred to the coroner.  Few if any MCF patients who die are likely to be coroner cases. 
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