
Kings County PICU Surge Plan
Mission:
The goal of this plan is to provide a fluid road map that enables the PICU, the Department of Pediatrics, and their staff to augment critical care services in the event existing capabilities have been exhausted.  The plan’s intent is to provide a framework that will enable the PICU and their staff to provide sufficient and expert care for critically-ill pediatric patients for ninety-six hour period.  This road map may need to be activated when an over-whelming number of critically-ill patients arrive at the KCHC ED, which may occur as a result of natural disasters (i.e. earthquakes), pandemics, or man-made disasters (i.e. mass-casualty hazardous materials exposures, mass-casualty transportation incidents, and terrorist incidents).  The plan is meant to be fluid and intended to evolve as KCHC evolves and the situation evolves.
Background:
The Department of Pediatrics is a subdivision of the greater Kings County Hospital Center medical community.  Inpatient clinical care for the department of Pediatrics is provided on the 5th and 6th floors of the D-Building.  The Neonatal Units occupy majority of the 5th floor and the General Pediatrics Ward and Pediatric Intensive Care Unit occupy the sixth floor.  The Pediatric Critical Care Unit is an annex to the general pediatric ward.  The PICU, in its current configuration, has 7 individual intensive care rooms.  Two of the seven rooms are capable of providing negative pressure environment.    The general pediatric ward is geographically divided into an adolescent unit and non adolescent unit.  There are 4 monitored beds that are located on the non adolescent unit.  There is a central nursing area that is equipped to monitor all patient rooms.  Kings County Hospital Center is a regional adult level1 trauma center and the pediatric intensive care unit at KCHC does not generally provide care for children that require oncological care, cardiothoracic care, renal replacement therapy, or service of pediatric urology. 
Medical coverage is provided by 3 full-time pediatric intensivists and 4 pediatric residents (1 third year pediatric resident and 3 second year pediatric resident).  Two pediatric general surgeons provide care for acute emergencies and chronic surgical problems, as well as management of pediatric patients with trauma.  There are no pediatric neurosurgeons; however, acute life-threatening neurosurgical emergencies are addressed by adult Neurosurgery. Nursing coverage is provided by 18 full-time RN and 1 patient care technician. The unit shares respiratory therapist with the in-patient pediatric ward.  The yearly admissions to the PICU average 450-500 admissions and the average daily census approximates 3.5 patients.  
Surge:
Surge capacity is defined as the ability to expand care capabilities to meet sudden and/or more prolonged demand for patient treatment.  A surge capacity plan addresses issues of availability of space, personnel, medications, supplies, and equipment.  Specifically, this surge plan is designed to provide a road map that will allow KCHC PICU to provide sufficient care to pediatric patients in the event the PICU needs to surge for 96 hours.
The surge plan may be activated solely or in conjunction with the hospital-wide Emergency Preparedness Plan.  If an incident has resulted in or is likely to result in a number of patients that may overwhelm the hospital’s ability to manage by using standard operating procedures, the hospital should activate its Emergency Management Plan.  The Pediatric Critical Care Surge Capacity Plan is part of that plan and requires specific responses by the Pediatric Emergency Department (PED), the General Pediatric Ward and the Division of Pediatric Critical Care. 
The standard of care during a surge plan implementation may change from optimal care to sufficient care without compromising adequate utilization of skills, diligence and reasonable judgment in delivery of patient care. 
Detection of Surge-Capacity Incidents
At KCHC, most often the first entry point for in-patient admission is either the Pediatric Emergency Department or the Adult Emergency Department.  As such, the Emergency Department usually will be the first unit at the hospital to become aware of a suspected/confirmed surge-capacity incident. This will result from either the receipt of a DOH/FDNY alert notification or by virtue of encountering a cluster of patients with specific symptoms.  Once receipt of external notification of a suspected/confirmed surge-capacity incident arrives to the ED or the Adult Critical Care Attending or Pediatric ED Attending detects possible need to increase surge-capacity the following will be notified immediately: Chief of Pediatric Surgery, Chairperson of Emergency Preparedness, Chief Medical Officer, Chief of Pediatrics, Director of Pediatric Critical Care, Chairman of Emergency Medicine, the Director of Pediatric Emergency Medicine, and Administrator on Duty as per existing protocol (Please see appendix for list of personnel  and phone numbers).  A list of relevant numbers is attached and updated quarterly.  With discussion and direction from the Director of Emergency Preparedness, a decision will be made as to activation of hospital-wide Surge/Disaster plan or a PICU surge plan.
ED Surge Activation: 
1. For all mass casualty events (MCE) with expected large number of pediatric critically ill patients, the ED needs to quickly admit/transfer/discharge patients to make room for influx of victims. The following procedures are implemented by the ED attending:
a. Critically ill patients remain in ED
b. Clear ED of all other patients
c.  Walk-in Clinic cleared and operates under extended hour protocol 
d. Communication with EOC for additional staff as needed 
e.  Existing mildly ill patients are transferred to Walk-in Clinic from ED
f.  Pre-MCE ED patients requiring admission are transferred with no delay to the inpatient units areas
2. In case of a pandemic requiring ‘disease surveillance’ in a designated area, obtain guidance from HICS as to which option to utilize for that purpose.
a. Notify Infection Disease Attending
b. Notify Chief of Laboratory Services
c. Notify Chief of Pharmacy
d. Notify Chief of Blood Bank
3. In case of a chemical event, decontamination unit will be opened and made operational for decontaminating victims
a. Notify Chief of Radio-therapy
b. Radiation Safety Officer
c. NYC-DOH-MH
4. In-Patient team discharges home all patients that can be discharged home.  If parents are unavailable then they can be discharged to secured playroom so bed can be made available.  
5. PICU discharge patients home or to the floor
6. PICU RN notifies all PICU RN that they may need to do extended duties
7. Additional RN can be provided by agency nurse
PICU Surge Response:
It is impossible to provide an algorithmic response to every possible scenario.  As such, the committee has envisioned several scenarios that can be applied to numerous situations that will enable the institution and the PICU to provide the best care possible under the circumstances and enable the PICU to handle a surge of patients.  The scenarios outline escalates from normal operating procedure (Green) to surge response (Black).
Scenario Green: 
This is scenario occurs several times within the calendar year and does not require any augmentation in medical services or use of any additional equipment.  The scope of response falls well within the normal operating procedure of the PICU and the institution.
Green Assumptions: 
(1) PICU has 3.0 critically ill patients
(2) General Ward has 10.0 patients
(3) ED has 4 patients that require admission to the PICU 
(4) Medical Coverage: 
i.  1 Pediatric Intensivist
ii  4 Residents 
(5) Nursing Coverage (Nurse: Patient 1:2)
i.  2-3 Nurses
            ii   1 PCT
(6) Respiratory Therapy
i. 1 Respiratory Therapy
Green Response:
(1) Medical Coverage: No additional staff is required.
(2) Nursing Coverage: In order to maintain normal operating procedure and nurse patient ratios additional nurse must be made available.  Additional staffing is augmented by recruiting nurses from over staffed areas to understaffed areas.  This procedure is called “floating” and is under the supervision of the Associate Director of Nursing. Additional nurses are requested by the unit head nurse and the ADN is notified of need as soon as possible.
(3) Respiratory Therapy: To maintain normal operating procedure additional respiratory therapist must be made available.  Additional staffing is augmented by recruiting respiratory therapist from over staffed areas to understaffed areas.  This procedure is called “floating” and is under the supervision of the Director of Respiratory Therapy. 
(4) Equipment: The Pediatric Intensive Care Unit is currently designed to provide care for 7 intubated patients.  As such no additional equipment would be needed.
Scenario Yellow: 
This is scenario occurs several time within the calendar year and does not require any augmentation in medical services or use of any additional equipment.  The scope of response falls well within the normal operating procedure of the PICU and the institution.
Yellow Assumptions: 
(1) PICU has 5.0 critically ill patients
(2) General Ward has 20.0 patients
(3) ED has 4 patients that require admission to the PICU and 2 of these patients are intubated
(4) Medical Coverage: 
i. 1 Pediatric Intensivist
ii.  4 Residents 
(5) Nursing Coverage (Nurse: Patient 1:2)
i. 2-3 Nurses
ii.  1 PCT
(6) Respiratory Therapy
i. 1 Respiratory Therapy
Yellow Response:
(1) Medical Response:  The PICU attending, upon notification of patients in the ED, discharges or allows for transfer of patients that would under optimal conditions regularly be admitted in the PICU.  Examples of patients that would be transferred are older patient that are in status asthmaticus, patients that are admitted to the intensive care unit solely for neurologic monitoring status post head trauma, infants that were admitted with ALTE, etc.  However, if no additional capacity can be made available and the institution has not activated disaster plan, the most critically ill patients would be admitted to the PICU and the remaining would be transferred out of the institution to another institution.
(2) Nursing Coverage: To maintain normal operating procedure and nurse patient ratios additional nurse must be made available.  Additional staffing is augmented by recruiting nurses from over staffed areas to understaffed areas.  This procedure is called “floating” and is under the supervision of the Associate Director of Nursing.  Additional nurses are by the unit head nurse.
(3) Respiratory Therapy: To maintain normal operating procedure additional respiratory therapist must be made available.  Additional staffing is augmented by recruiting respiratory therapist from over staffed areas to understaffed areas.  This procedure is called “floating” and is under the supervision of the Director of Respiratory Therapy. 
(4) Equipment: The Pediatric Intensive Care Unit is currently designed to provide care for 7 intubated patients.  As such no additional equipment would be needed.
Scenario Red: 
This is scenario occurs rarely and does not require any augmentation in medical services or use of any additional equipment.  The scope of response falls well within the normal operating procedure of the PICU and the institution.
Red Assumptions: 
(1) PICU has 7 critically ill patients (maximum normal capacity)
(2) General Ward has 40.0 patients
(3) ED has 4 patients that require admission to the PICU and 2 of these patients are intubated
(4) Medical Coverage: 
i. 1 Pediatric Intensivists
ii.  4 Residents 
(5) Nursing Coverage (Nurse: Patient 1:2)
i. 3 Nurses
ii.  1 PCT
(6) Respiratory Therapy
i. 1 Respiratory Therapy
Red Response:
(1) Medical Response:  If the hospital is not under disaster protocol, the PICU attending, notifies the ED critical care attending, AOD, chief of department, that the hospital is on diversion.  No additional patients are accepted to the PICU until patients in the PICU can be discharged home or transferred to the general ward. No additional personnel are required.
(2) Nursing Coverage: As the PICU is at capacity, available nurses to patient ratio have been optimized.  No additional staffing is required.
(3) Respiratory Therapy: To maintain normal operating procedure additional respiratory therapist must be made available.  Additional staffing is augmented by recruiting respiratory therapist from over staffed areas to understaffed areas.  This procedure is called “floating” and is under the supervision of the Director of Respiratory Therapy. 
(4) Equipment: The Pediatric Intensive Care Unit is currently designed to provide care for 7 intubated patients.  As such no additional equipment would be needed.
Scenario Black: 
This scenario is envisioned to occur during a disaster.  We assume that all PICU beds are occupied and the general ward is full.  Patients on the general ward are unable to be discharged home and the patients in the PICU are unstable and cannot be transferred out of the PICU.  The ED is mandated by local and federal guidelines to admit 4 additional critically ill patients into the hospital.  
Black Assumptions: 
(1) PICU has 7 critically ill patients (maximum normal capacity)
(2) General Ward has 40.0 patients
(3) ED has 4 patients that require admission to the PICU and all are intubated
(4) Medical Coverage: 
i.  1 Pediatric Intensivist
ii  4 Residents 
(5) Nursing Coverage (Nurse: Patient 1:2)
i.  3-4 Nurses
            ii  1 PCT
(6) Respiratory Therapy
i.  1 Respiratory Therapy
Black Response:
(1) Medical Response:  The hospital is under disaster protocol.  Immediately upon notification of the disaster a command team is set-up in the PICU that is comprised of Director of the PICU, all intensivists, pediatric chief resident, chief of pediatrics, general ward attending, head general ward and PICU nurse, ADN, director of respiratory medicine, and representative from the pharmacy.  To create immediate additional capacity, patients with similar diseases are cohorted.  Patients that are admitted to the general ward and placed on monitored beds are moved in front of nursing stations as per hospital policy.  These monitored beds become the surge PICU beds.  Patients that are in the PICU that are least critical are transferred to monitor beds under the supervision of the PICU attending and one PICU resident.  Patients from the ED are accepted to the PICU sequentially in order of most salvageable to least salvageable.  PICU attending initiate “shift work” schedule to provide optimal care.  As this is a disaster, the normal work-hour guidelines would be suspended and a novel schedule to staff the units would be created by the residency coordinator and chief residents.
(2) Nursing:  As disaster plan is initiated, optimal nurse patient ratio is altered immediately.  In the PICU, the nurse to patient ratio would be increased to 1:3 instead of 1:2.  On the general ward, the nurse patient ration would increase 1:10.  This allows for temporary augmentation of nursing immediately.  Concomitantly, the ADN notifies all PICU nurses that a disaster has been declared and initiates a rotating schedule to provide increased coverage for 96 hours.  If staffing is insufficient, the nursing administration has contracted as per HHC policy with nursing agency that will be able to augment staffing.
(3) Respiratory Therapy: To maintain normal operating procedure additional respiratory therapist must be made available.  Additional staffing is augmented by recruiting respiratory therapist from over staffed areas to understaffed areas.  This procedure is called “floating” and is under the supervision of the Director of Respiratory Therapy. 
(4) Equipment: No additional equipment would be necessary to manage patients under surge conditions. The PICU uses ventilators that are compatible with adult population.  As such the hospital has numerous excess ventilators that are available for use.  Software to monitor surge patients already exists and is used to monitor patients that are admitted to the ward.  All rooms on the monitored beds have wall outputs that are capable to support mechanical ventilation. Pharmaceuticals depending on the situation may need to be augmented.  The PICU attending is to discuss the probable medication requirement of all PICU patients daily.  
This plan allows for expansion available critical care activity by 4 beds for 96 hours.  This plan will be revisited quarterly and updated and amended.

