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…”it is critically important to identify, plan, and 
prepare for making the necessary adjustments in 
current health and medical care standards to 
ensure that the care provided in response to a 
mass casualty event results in as many lives being 
saved as possible.”

“Changes in the usual standards of health and 
medical care in the affected locality or region will 
be required to achieve the goal of saving the most 
lives in a mass casualty event. Rather than doing 
everything possible to save every life, it will be 
necessary to allocate scarce resources in a 
different manner to save as many lives as 
possible.”



“Protocols for triage need to be flexible enough to 
change as the size of a mass casualty event grows.”

- The authority to activate or sanction the use of 
altered standards of care under certain conditions.
- Legal issues related to liability, licensing, and 
intergovernmental or regional mutual aid agreements.
- Financial issues related to reimbursement and other 
ways of covering medical care costs.
- Issues related to effective communication with the 
public.
- Issues related to populations with special needs.
- Issues related to transportation of patients.



“If there are limited hospital resources and many critically ill patients in 
need, triage decisions regarding the provision of critical care should be 
guided by the principle of seeking to help the greatest number of people 
survive the crisis. This would include patients already receiving ICU care 
who are not casualties of an attack.”



Planning assumptions regarding the current critical care medicine 
response capacity for bioterrorism:

1. Future bioterrorist attacks may be covert and could result in hundreds, 
thousands, or more critically ill victims.

2. Critical care will play a key role in decreasing morbidity and mortality rates 
after a bioterrorist attack.

3. Mass critical care could not be provided without substantial planning and 
new approaches to providing critical care.

4. A hospital would have limited ability to divert or transfer patients to other 
hospitals in the aftermath of a bioterrorist attack.

5. Currently deployable medical teams of the federal government would have a 
limited role in increasing a hospital’s immediate ability to provide
critical care to large numbers of victims of a bioterrorist attack.

6. Hospitals may need to depend on nonfederal sources or reserves of 
medications and equipment necessary to provide critical care for the first 48
hrs following discovery of a bioterrorist attack.



1. Guidelines developed in advance
2. State DOH driven
3. State Declaration of Emergency 

initiates the process
4. Two independent groups review

5. State DOH presents to Governor
6. Governor issues Emergency 

Order
7. Ongoing review process











Suggestion 2.1: Every hospital with an ICU 
should plan and prepare to provide EMCC and 
should do so in coordination with regional 
hospital planning efforts.

Suggestion 2.2: Hospitals with ICUs should plan
and prepare to provide EMCC every day of the
response for a total critically ill patient census at 
least triple usual ICU capacity.

Suggestion 2.3: Hospitals should prepare to 
deliver EMCC for 10 days without sufficient 
external assistance.



Suggestion 2.4: EMCC should include, when applicable,
the following: 

(1) mechanical ventilation, 
(2) IV fluid resuscitation, 
(3) vasopressor administration, 
(4) antidote or antimicrobial administration for specific 

diseases, 
(5) sedation and analgesia, 
(6) select practices to reduce adverse consequences of 

critical illness and critical care delivery, and 
(7) optimal therapeutics and interventions, such as 

renal replacement therapy and nutrition for patients 
unable to take food by mouth, if warranted by 
hospital or regional preference.



Suggestion 2.5: All communities should develop a
graded response plan for events across the spectrum
from multiple casualty to catastrophic critical care
events

Suggestion 4.1: All hospitals must operate uniformly
and cooperate in order to successfully implement
a triage process when resources are scarce
and/or unavailable.

Suggestion 4.2: All attempts should be made by
the health-care facility to acquire scarce critical care
resources or infrastructure, or to transfer patients to
other health-care facilities that have the appropriate
ability to provide care. Critical care will be rationed 
only after all efforts at augmentation have been 
exceeded.



Suggestion 4.3D: Rationing should apply equally
to withholding and withdrawing life-sustaining 
treatments based on the principle that withholding 
and withdrawing care are ethically equivalent.

Suggestion 4.5: The Task Force suggests a 
systematic, retrospective review of the decisions of 
the triage team by a review committee.

Suggestion 4.6: Palliative care is a required 
component of mass critical care.

Suggestion 4.8: Providers should be legally protected
for providing care during the allocation of scarce 
resources in mass critical care when following
accepted protocols





















“in an important ethical sense, entering a crisis 
standards of care mode is not optional—it is a 
forced choice, based on the emerging situation. 
Under such circumstances, failing to make 
substantive adjustments to care operations    
i.e., not to adopt crisis standards of care, is   
very likely to result in greater death, injury, or 
illness.”

…”health care professionals are always 
obligated to provide the best care they 
reasonably can under given circumstances.”



…”need to develop all protocols around
the same key elements and components to 
ensure coordination, consistency, and fair 
allocation of scarce resources during a 
disaster.”

…”an urgent and clear need for a single 
national guidance for states with crisis 
standards of care that can be generalized to 
all crisis events and is not specific to a 
certain event.”



“Crisis Standards of Care” Recommendations:

Key elements:

• A strong ethical grounding
• Integrated and ongoing community and provider
engagement, education, and communication;

• Assurances regarding legal authority and          
environment;

• Clear indicators, triggers, and lines of responsibility 
• Evidence-based clinical processes and operations
• Consistency



Clarity of Language
rationing 

-rational distribution of limited resources
standards of care

-Platonic concept – immutable
-legal vs. medical
-confusion with “standards of practice”

rules of engagement (ROE)
-a tiered, adaptive protocol in effect when triggered

operational healthcare system 
- elements of healthcare, public health, medicine and 
nursing in management collaboration



“alterations in standards of care” or 
“crisis standards of care”



DROE (disaster rules of engagement)



“alterations in standards of care” 
“crisis standards of care”



CROE (catastrophic rules of engagement)



Questions for those who     
would change ROEs

 WHO?

 WHAT?

 WHERE?

 WHEN?

 HOW?



Who?

 By Whom can care be delivered under 
DROE?  CROE?

 med students, nursing students?
- see Project Xtreme

 family members? 

Supply

Demand



Who? What?

 What level of care will be available and  
To Whom under DROE?  CROE? 

 What conditions will be treated? 
- consider a multi-level, community-based      

triage and distribution system
- defined expectant criteria

Supply

Demand



Where?

Where can care be delivered?
 ACCs Alternate Care Centers?
 neighborhood health centers?

Supply

Demand



When?

 When will these rules of engagement  
be triggered?



How?

 How will these rules of engagement be 
implemented, monitored and transitioned 
back to everyday rules?

 Changes in provider:patient ratios?

 Extension of scope of practice?

 Changes in charting/documentation?

 Reuse of disposables?



Emergency

Disaster

SUPPLY

• MOUs

•Resource 
Reallocation

DEMAND

• ED on 
Diversion

• ?Patient 
Transfer

• Normal 
SOC/Rules of 
Engagement

Complex 
Catastrophic 

Event



Emergency

Disaster
DEMAND

• Early Discharge

• Delay Elective          
Surgery

• Community Triage

• Disaster SOC/Rules    
of Engagement

SUPPLY

• Stockpiles

• Surge-in-Place

• ACS Clinical                                                                                                      
Buildings

• Activate Medical   
Reserve Corps, 
DMATs, etc.

Complex 
Catastrophic 

Event



Emergency

Disaster

Complex 
Catastrophic 

Event

DEMAND

• Layered Triage

• CCE Standards of Care/                
Rules of Engagement

• “Expectant” Category

SUPPLY

• Stockpiles/SNS

• ACS Clinical Buildings

• ACS Non-Clinical and 
Temporary Buildings

• Palliative Care Sites

•Activate Disaster 
Healthcare Volunteers.



DrSinger @BU.edu
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