


























APPENDIX 5: Specific Clinical Practices
APPENDIX 5 a: Adult Self-Assessment Tool

Adult Self-Assessment Tool
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Continuing Influenza-Like lliness Assessment

Self Assessment Tool

Remote

1. Telehealth

2. Phone contact with Primary Care
Practitioners

3. Emergency 9-1-1

Established Institutions
1. LTC fexisting residences)
2, CCAC & Contracted Agencies
Walk-In for Existing Care
1. Mhysicians |/ Nurses, CHCS 3. Hospital {existing patients)
Primary Care 4. Community Support Services

2. Walk-In Clinics (existing clients)
3. Mharmacies 5. Other Community Health
4. Assessment & Treatment Centeres Agencies

Screen using a Standard Screening Tool and Refer to '
Appropriate Level of Care Screen using a Mtandard Screening Tool

Community-Based Health Care
Alternate Assessment [ Treatment Centre £ | Emergency
Standardized Triage Tool Department In Place

Standdardized referral Form

Communication Supplies Monitoring Equipment

Communication: Public Health Hotline; Media (Radio & TV, etc.); Public Education



APPENDIX 5 b: Potential Actions to Maintain Critical Primary Care Services by Pandemic

Period

Strategy

Actions During the Pandemic Alert
(phases 3 to 5, before pandemic influenza is in your community)

Actions During the Pandemic
(phase 6, when pandemic influenza
is in your community)

Deliver services
in different

[ Identify the types of services that could be delivered by phone (e.g.,
counseling, some assessment services)

[ Identify the types of prescription medications that can be renewed without
having the patient come into the office

[1 Provide as much care and advice as
is safely possible by phone.

LI Consider home visits to patients
whose health may be compromised by
coming into the office.

ways U Inventory your staff’s competencies to identify services that could be _ o )
delegated to other providers/ staff members competent to provide them L [Work within Delegation of
. ) ) ) Controlled Acts policy to delegate
[SC Delegation of Controlled Acts policy for more information. tasks.]
[ Decide which services to defer —
(] Identify primary care services that can safely be reduced or deferred during a and the length of the deferment —
pandemic [see_Ontario Table 11.3] based on the severity of the pandemic,
] ] . . and triage patients accordingly
[ See the laboratory/diagnostic services that will be reduced or suspended - ) o ;
Defer some during a pandemic [see Ontario Chapter 14, Table 14.2] "l Access information in real time
services from the local medical officer of

[l Learn how to access information from your public health unit during an
emergency (i.e.,how can you get on their distribution list).

[] Take into account the services that local hospitals plan to defer (e.g.,
outpatient clinics, nonessential referrals, elective surgeries).

health about the severity of the
pandemic in your district and how to
handle services

[1 Do not send patients to the hospital
for non-essential services.

Deliver new

[ Take into account new services you may have to provide during a pandemic

[J Implement plan.

services (e.g., services currently offered in hospital).
Develop pl T . .
toe:rfsﬁfep ans [ Maintain a list of vulnerable patients (e.g., people who live alone, people who

continuity of
care for all
patients,
including
vulnerable
patients

are handicapped, people who require ongoing monitoring for a health condition,
frail elderly)

[ Identify strategies to meet their needs during a pandemic (e.g., regular phone
contact, having them move in with a family member, home blood pressure
monitoring, referring them to a community service if available)

[J Implement plan

Use appropriate
occupational
health

Practitioner as employer
[ Be familiar with recommended occupational practices for employer

LI Reinforce training, hand hygiene health and safety/infection prevention and
control practices [ Ontario see Chapter 7]

[ Be aware of your responsibilities under the Occupational Health and Safety
Act (e.g., train workers, provide appropriate personal protective equipment)

[] Engineering controls: Make changes to the physical environment (if possible)
to reduce the spread of influenza

[} Administrative/Work Practices: Recommend annual influenza immunization
for all staff;

Hand washing with soap & water at the point of care; ask coughing patients to
wear a surgical mask in the waiting room; have a separate area for influenza-like
illness (ILI) patients; schedule ILI patients at a certain time during the day (e.g.,
non-ILI patients in the morning and ILI patients in the afternoon); conduct
telephone triage to divert patients to appropriate level of care; erect plexiglass
barriers between receptionists and clients; cohort patients in the waiting area

LI Develop policies to encourage staff to stay home when they are sick

[ Personal Protective Equipment: Determine type of personal protective
equipment required for all staff based on the job that they perform /[see risk
assessment in Ontario Chapter 7]

1 Ensure you have received your emergency infection control kit from DHEC

[ Establish fit testing program for staff who require (based on the risk
assessment) N95 respirators (phase 5). [See list of organizations assisting with

fit testing]

Practitioner as employer
[ Reinforce training, hand hygiene
[] Use the screening tool provided

by DHEC to screen patients for flu
symptoms, and implement appropriate
precautions (e.g., referring patients to
a flu surge center, asking patients to
wear a surgical mask in the waiting
area).

[l Use DHEC screening tool to screen
staff for flu symptoms and implement
appropriate workplace practices (i.e.,
ask staff to go home if they are sick)

[1 Clean more frequently and follow
environmental guidelines for cleaning
[see Ontario Chapter 7]

[1 Access DHEC district equipment
stockpiles when necessary
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Strategy

Actions During the Pandemic Alert
(phases 3 to 5, before pandemic influenza is in your community)

Actions During the Pandemic
(phase 6, when pandemic
influenza is in your community)

Use appropriate
occupational
health continued

[J Maintain a four-week stockpile of personal protective equipment [DHEC also
maintains a four-week stockpile. To access this stockpile, contact your District

DHEC office]

[JUse DHEC training materials to provide general training/information for staff

Practitioner as employee

[ Be familiar with recommended occupational health and safety/infection
prevention and control practices [Ontario Chapter 7.5, p 7-8]

[ Participate in risk assessment and training policies and procedures, cough

etiquette, and use of personal protective equipment

[JIf supplies of equipment such as
NO9S or comparable respirators run
out, provide surgical masks

Practitioner as employee

) Follow recommended practices,
including appropriate use of
personal protective equipment

Establish links
with other primary
care providers

[ Establish links with other primary care practitioners and make arrangements to
provide coverage for one another in the event of staff shortages during a
pandemic

[J Identify opportunities to collaborate/ share resources (e.g., share responsibility
for staffing patient call line, collaborate to reduce costs associated with fit testing
of N95 masks, designate one site for influenza assessment and another for other
patients)

1 Work collaboratively to
maintain essential primary care
services and provide care for
people with influenza

Be part of the
community’s
pandemic plan

[ Ensure local public health unit district, DHEC, and your professional college
and association have your up-to-date contact information so you receive
information and directives during pandemic

[ Be aware of the resources (website, tools, subcommittees) available from the
local public health district and how to access them during pandemic

[ Identify issues to addressee in local plans to maintain primary care services
(e.g., access to child care and elder care services)

[ Negotiate arrangements to provide services in flu surge centers (if established),
long-term care homes or other settings, if required

[ Implement role in the plan

Communicate with
patients

[J Maintain an up-to-date list of patient contact information

[] Tell patients how office and care practices will change during pandemic (e.g.,
more care provided by phone, the use of flu surge centers in communities that
establish them)

[ Give patients information about how to protect themselves from flu and how to
care for family members who fall ill. [DHEC has fact sheets in several
languages. During pandemic alert period (phase 5), district PH offices will
distribute these fact sheets to all primary care practices, along with information
on how to order more.]

[1 Explore services, such as mass emails or reverse 911, which will automatically
send a phone message to all your patients

[1Use messages on answering
machines and signs on doors to
advise patients to call the office or
[Flu Information Hotline], rather
than coming in.

[ Walk-in and after hours clinics
should post signs advising people
to phone for information whether
to come to clinic or go elsewhere
for assessment and care.

(1 Put information about deferred
services during the pandemic on
answering machine, on doors and
in offices.

L) Use information provided by
DHEC (e.g., fact sheets) to ensure
patients & public receive
consistent messages.

Communicate with
staff

[ Maintain an up-to-date list of all staff contact information
L) Inform staff about the plans to maintain services during a pandemic
[J Consult with and inform public health district office

1 Use DHEC fact sheets to provide information on influenza, occupational health
and safety/infection prevention and control

[ Update staff daily

[J Use information provided by
DHEC (e.g., Important Health
Notices, directives) to ensure staff

receive consistent messages

Maintain business
continuity plans

[ Review and update your business continuity plan, /See Ontario tools for
business continuity checklist]

[ Implement business continuity
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APPENDIX 5 c: Primary Assessment Record — Adult

Crate:

Primary Assessment Record - Adult

Time:

This patient may hawve influenza!

{hand hygiene, gloves, eye protection, N95 respirator and gown if close contact)

Section 1. History

Check all that applies below and give dates when symptoms started

Doctor's - - Doctor's
General When? c : Digestive When? Comments
Fever (=100.4°F) Womiting
Chills Dizrhea

Abdominal Pain

Headache
md!:hm Neurclogical When?
5 Coonfusion or
= = drowsiness
Weakness Capnwulsions
el e s = Contact When?
E " Hawe you had contact
with someone with
_ Muenza?
Respiratory When? proEn
Cough Hawve you had contact
with somaone with
Sore Throat similar sympioms?
Hoarseness

Sy or runnmy
nose
Shorimess of

Chest pain
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Section 2: Allergies

Reaction:

Reaction:

Reaction:

Reaction:

Section 3: Medications

Please st the medications you take:

Medication List

Marme

Dose (mgi# of pills)

When taken'fTww often

What is it for?

ol Bl o Eo I Bl
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Clinical Case definition

When influenza is circulating in the community, the presence of feser and cough of acute onset are good
predictors of influenza. The positive predictive value increases when fever is higher than 3E8°C [100.4°F) and
wien the onset of clinical llness is acute. Other symptoms, swoch as sore throat, rhinorrhea, malaise, chills,
miyalgia and headache may also be presant. amy case definiticns developed pricr to the pandemic may need to
be modified once the pandemic occurs. A history of contact with amother patient with influenza-like illness or
with an influenza case confirmed by the Bboratory should be sought. If present, it is of dizgnostic value

>

Slhgneturs of etlant
or pearesn comEslating Ehin form

I patient meets any of the following criteria, apply oxygen to maintain sp02=930% and notify MD
immediately:

O Chnizal evidence of severe respiratory distress or | SpO2 = 80%
impending respiratory failure

O Systolic BF < BOmmHg | HR < 4min or = 120min

O Inahity to protect ainvay O RR > 30
Heart Rate: _ ipermin) HR: = 100min? O no O yes
Resp Rate: _____ ipermin) RR = 24/min? ERpEne O yes
Blood Pressure: {mmHg) Sysiolic BP < 100mmHg? O no Oyes
Temp: S i | T = 100 4°F7 O no Oyes
SpO2: = SpOZ < P07 O no Oyes
Nucous Membranes: LipsMail beds cyanotic? O no Oyes
Chest Suscultation: Are crackles present? O no Oyes
Mental Status: Is patient confused? O no Oyes
Chest Pain: Patient has chest pain? O no Oyes
Womiting: Vomiting = 3 timesi24hrs O no Oyes

If all “ma” boxes are checked, go to section 5. i any “yes™ boxes are checked send the patient for secondary
assessment’ (documenf in Secfion 8, Parf C].

L Secondany sssessment may be s doctor's office, an emengency room, hospital or sy designated plsce that the patient will be evaluated by 2
physicisn or mid-level provider.
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Dioes this patient have influenza-like illness?

O Mo ——2 Discharge home with influenza education.
O Yes -2 Continue this questionnaire.

Did this patent's influenza sympioms start within the last 48 hours?

O Mo —-3 Skip to Section 8.
O Yes -2 Continue.

Has this patient had contact with influenza or an influenza-ike illness?

O Mo — Confinue to Section 6.
O Yes -2 Skip to Section 7.

When available, perform nfluenza testing.

O Influenza test positive --— Continue on o section 7.
(Tf indicafed, send to DHEGC lah for fyping)

O Influenza test negative — Skip to Saction 8.

If influenza testing not available, send patient for secondary assessment”.

L Secondary ssceccment may be s doctor's office, an emengency room, hospitesl or sy designated pisce that the patient will be evaluated by @
physicisn or mikd-ewsl provider.
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n 7 Treatment

This patient has confirmed or presumed influenza!

Treat with antiviral per current CDOC recommendations.
Other symptomatic treatment as indicated.

Prescriptions given:

Giwe patient influenza education and self-care instruction sheet.

Patient showuld be considered contagiouws and avoid contact with others until fever and cough hawve
resolved.

Continue with disposition below_
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Check all that apply:

Age = b years Pregnancy

Chronic lu ng dizease Eclnge-stiue heart failure

Renal Failure Immunosuppression

[mym] =] =

Hematologic J Blood abnormalities Diabetes

(m|[m])in][miin|

Liver disease

A. If any boxes are checked, discharge home with telephone follow-up in 48 howrs.

C  Patient discharged to home; telephone follow-up scheduled for

B. If no boxes are checked, discharge home with follow up as needead.

Self care instruction sheet given.

Influenza education given.

[N . |

Prescripticns provided.

And for potionts requinng sccondory assessmant por Soction 4

C. Patient sent for secondary assessment at

C Contact precautions instituted.
C Transportation arranged (if necessary).

Contagious f contact precautions given [for confirmed, presumed or possible influenza).

Discharge Date: Tirme

Azsescors Mame Titke

Assessors signahane:
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APPENDIX 5 d: Secondary Assessment Orders for Hospital — Adult

Patient name

Address

DOB: ! / Age

Phone: H C

This patient may have influenza!
{hand hygiene, gloves, eye protecfion, N35 respiration, and gown if close contact).

Clinical Case Definition:

When influenza is circulating in the commamity, the presence of fever and cough of acute onset are good
prediciors of influenza. The positive predictive value increases when fever is higher than 38°C and when the onset
of cinical @ness is acute (less 48 hours after the prodromes). Other symptoms, such as sore throat, rhinomhea,
malaise, rigors or chills, myalga and headache may also be present. Any case definitions developed prior o the
pandemic may need o be modified once the pandemic oocurs. A history of contact with ancther paient with
influenza-like illness or with an influenza case confimmed by the laboratory should be sought. I present. it s of
diagnostic value.

Secondary Assessment for Hospital — Adult

Assessor's name (s name, last name) Duaifications Date [ddimmdyd Time [hh - mmy)
r !

Section 1 — Assessment

1a. I patient meets any of the following criteria, apply cooygen and notify MD immediately - [check all thar apply)

O Spls < 20%
O Inabiity to protect 2
O HR < 40min or >120fmin
O Climical ewdence of sevens i distress or i ; falure
Z . respiratony impending respiatony
O RR=30min
Tﬂmﬂﬁmaﬁnﬂeuﬂr{ﬂa‘emﬂ Completed Liate Tirme Tnitals
- complete the following Orders (odmmiyyyl {ihf - mm)
I
2. BEFIG & troponin if histony of chest pain or cardiac disease r I
3. CXR (PA & |at) if 308 or cough or Spls < B5% or crackles on chest P
auscultation
4 Frocesd with secondary assessment once abowe esults avalabie T 1
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FPatient name

DOB: I ] Age

Phone: H i

Section 1 — Assessment [continued)

1. F none of the boxes in sechon "1a" are checked, complete the following - [check all of the following thar
apply)

Column A

Column B Column C

oooDoopooDo oooao

o O oo o

]

O

m]

Acute confusion
Hgb < 8.0g/dL
WBC <285kor>12k

15% bands calls or “left shift'on
CBGC

Pit = 50 0001

Ma+ < 126mEq or = 148mEgq
K+ < 3mEq or > 5.5mBq
BUIN > 30 myg'dl

Cr > 1.7 mgidl
ghucose < T mgidlL or = 250
rg/dL

Ck = 1000

Requires supplernental axygen
Sp02 < 80% on room air

Requires Intrasenous
fluids/medications

Acute cardiachemodynamc
Dheteriot

EHIG evidence of ischemia
Positive Troponin{cardiac
ENEZyIES )

unable to seff-careflack of
home

oooao

]

0O0Oo0Doboopbogoopbao

Bwdence of pneusmonia Ape = 05 years

Meswr cough producing sputurm, Pregnancy
chromic lung disease
congestive heart failure
chromc renal falure
imMmuUnNosuUppression
haematobogical abnomalies
diahetes

hepatic disease

If one or more boxes in Column A are checked, this patient requires admission.

= Molify admission team

if only Column B is checked, this patient can be discharged with appropriate outpatient treatrment.

- o o sechon 2

If both Columns B and C have boxes checked this patient requires admission.

= Moktify admission team

If only Column T s checked, this patient can be discharged with appropriate outpabent treatment

- go to sechon 2
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Patient name

Address

DOoB: ! ! Age

Phone: H C

Section 2 — Discharge with Outpatient Treatment
clearance

unkess Crll is < 1 Omiimin, or on diafysis)
*change dose o once daily if CrCT 10-30mlimin.

OR
zanamivir 10 myg ( 2 inhalations) bid x 5 days
[recommended i GriCl < 10milimin, on dalysis, or if pregnanf or
breastieeding).

[ Calculafion of Creatine
[ - in ¥12= x[ 085 iffemale]= mlfmin
Levofioemcan 500 mg PO od x 10 days Musmiber of pills provided
i CrCl = o
S0mlfmin® Cefuroxime 500 mg PO g12h x 10 days and
Azithrommycin 500 mg PO x 1, then 250 mg PO od x
4 days
Lewofloxacin 500 mg PO x 1 then or 250 mg PO od x 10 days First dose given
B CrCl 25— 49 or Tirme (hifvrmm)
Cefunmdme 500 mg PO q1Zh x 10 days and
Azittwormycan 500 mg PO x 1, then 250mg PO od x4
days
Tevolimcin Doy T & 1 then 2o mg HL) gaoh x PSsessor S Ials
¥ Cre
L 10 -—24 or
Cefurawime 500 mg PO q12h x 10 days amd
Agithromycin 500mg PO x 1, then 250 mg PO od x
4 days
Levollmacin 250g PO g48h x 10 days
B CrCl =10 or
Cefurauime 500 mg PO g24h x 10 days and
Agithromycin 500mg PO x 1, then 2560 mg PO od x
4 days
Tivd thic patient 5 INIILENZa SyTMpEMS Start within the 125t 48 hours 7
o, complete Sechon 3 Discharge with T ollow-up
Number of pills provided
Yes osefamivir Tmg PO bid* x 5 days
(osaiiamivir is recommended as first ine treatment for all patents

First doas aselfamivir given
Time (hihzrmm)

Assessors initials

First dose zanavir given
Tarme [hhormm)

Azsesnors initials

= — - e

Date (ddfmmiayd
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Section 3 — Discharge with Follow-up

Follosr-up planned: |in prefered omder (. Fabend does not

O Check  antivirals receied

O Prmary care (copy assessment fiorm for paent to bring to re-assessment)

actess o 3 fefephone, chvcal fachors el )

O Assessment centre (copy assessment form for patient to bring to re-assessment)

O Check if antibiofics recesved

=it care msimuchon sheet prowded and Discharge date (dd'mmvyyyy) Lhscharge time [l - mmy)
revieved ! [ 3
Dhschamge mstruction sheet prosaded and Discharge date (daimmdyyyyl Lhischarge time (hh - mm)
reviewed ! [ :
AESEESIC'S (WS name, 35 name) AZEEEEON'E BONare

**Original Preecripion [this pags): Patient Copy'duplicats : PaBient chart

57



Patient name

Address

DOB: I

Phone- H

This patient may have influenza!
M35 respirafion and oown if clo
i : Date (dammy gy Time [hh - mm)
Influenza Admission (Adult — Hospital) ' 5
Section 1 — History of presenting illness
See Primary Assessment Sheet attached
Addtional
hision:
Section 2 — Past Medical History
Diabetes (type 1) cHE Comnary Artery Dsease Siroke
Diabetes (type 2) COPD Asthma Hyperdipidemia
Afrial Fibillation Chronic renal failure Peripheral vascular disease GERD
Section 3 — Past Surgical History
CABG Angoplasty Joint replacement: Catamct
Cholecysteciomy Appendectomy Hystercimy Hemia repair
Oither, iy
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Patient name

Address
MRM
DOB: I ) Age
Phone: H c
Section 4 — Allergies
1 rEaction: 4 rEaction:
rEaction: rEaction:
3. rEacion: rEaction:
Section 5 — Medications [Drug taken at home)
if further space required complete and attach medication list appendix
Tir o it [0 Brcchpilal Tiwtals
Dwug - medication name, dose, mute, frequency
oo -a
o o
ren L]
You m
N L]
N ]
N ]
N -]
fom o
RN -]
oo -a

Section & — Substance History

Smoking - RUTDar of DAckYEars (Consiar Hicatne peich)

m—mﬂ'ﬂhmil’m man 14wk or caly

Section 7 — Social Support

Lives wiln othersfsupport avallaie

Live sione | no-support (noffyr sacksl work and fag for discharge pianning)

Suppartive Care

Hm miﬁﬁm_.ﬁna‘ﬁej

TTiySEan SNaire
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Section 8 — Nursing Assessment

HH:ATA HF:F1' - HH:FA HH: PSS Wi FH:NK EH:RM HE-AW
1
12
il
= 1
e a1
“
1
n
B 5
oF ]
s
124 L]

RAnerd Prassing'
o

f2]
1
]
"
[ -
= a2
I
L]

TRir [

= rotry B valiz i his e, e wompskin IF

Hirings
.| Homa
E Aransim ol
S HE
Hormis

=
]

[T

And
HE

Homis

£ soncomd
154 HL

- Homa

S Ao
WoowE

- Homa

5| Aomomal
= WE

= Homa
! CHIKINE |
=

HE

Damnemis 2 Issuss Toe M0

Section 9 — MD Physical Exam

1. Head and Meck
Mucous membranes moist dry
supple  stifiigid
Conjunctiva pink pale
Other findings o note:

2. Chest
Respiratory effort normal  distressed
Sym a5ym
Percussion nommal dull focafion):
Aurscultation clear complete the lung chart

["PiFEaEn rame [V e, 155t name]

Z=Crackles

i = [real soUnds

o=wheeze
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Patient name

Address
MRMN
DOB: I I Age
Phone: H c
Section 9 — MD Physical Exam continued
3. CVS: 6. Abdomen: note abnormaliies below
NP ahove stemnal Biowel soumds normal abnommal
Canotid '::.md =z E[’:naied Percussion nizrmad abnomal
bounding Palpation soft guarding
Apex normal x non-tender  tender
51 mormal
52 nomal "\\ | | LA
53 absent present I ! LS
Ry absent present \"-.I i I f
Musrmnur absent present S m R it ey e ey
| {Eik
i .
i I a I i
I | | )
| |
| |
! | |
4. Extremities:
Cyanosis absent present Peripheral pulses present absent
Clubbing absent present Peripheral edema present absent
0. LS
Level of consciousness alert drowsy WWESOONSve
Orientation person place time
Cranial nerves normal abnormal =
Reflexes normal abnommal =
Motor normnal abnormal =
Sensation normnal abnomal =
Section 10 — Laboratory Review
AST ALP
LOH Thili
ALT PTT
Momal Abmomnal, nofe below BT INR
Lipase CK
\ / I 2 CK-mib Relative Index
x_v,; ‘_‘,-' Troponin
\ Lactate
Misc
Tame TiGITE, 125t N, Fhaysician signaune
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Patient name

Address
MRHN
DOB: I I Age
Phone: H [
Section 11 — ORDERS
Complabed T Iri e
Orders it
Adimit to — narme of facilify TeamfUinitiaiending MD
1.
2 EJiagnasiE — Suspected influenza
3. DIET
renal heaithy heart NPT
et et catt omer
4.
AE Tolerated ol rest other
g Wrals
qh geh other
B. ‘5aline lock With N1sh 25 per ool
a2 (Gl with MEDQ
KCHL™
TV e LT D i e et sy ST “wiectrolytes & Cr g 240 [TV contains MO
T nasal prongs at lpm ‘simple Tace mask at
Ipm®
venturl mask at Finz use FCoPD
Dorygen

‘0 keap Sp02 = BE% , nomly MD if = 50% FAO2 O RON-rebrBaTher required,
Disconninue 02 if Spd2 = 82% on noom air

B. Antivirals — Ir symproms onset < 48 hours
Ciseftamivir 75mg PO bid x 5 days
[olzefamiir is recommended a5 firsf ne treafment
unless CrCi<10ml'min, on dialysis, or if pregnant'breastfeading)

Zanavamir 10 mg(2 inhalabons) bad x 5 days
[recommended if CrCl<10mlmin, on dialysis or if pregnant or breasifeeding.
WARNING: zanamivir nof recommended with asthma or COPD)

B Ural AnTNOTES — Tor pneumonia
Lewofioaacin 500 mg PO od x 10 days
i CrCl> o

Shmlimin® Cefurmdme 500 mg PO g12h x 10 days and
i in 500 mg PO x 1_ then 250 mg PO od x4

m mg PO x or 25llmg x
i CrCl 25— 49 or
Cefuroxime 500 mg PO q12h x 10 days and
Azithromycan 500 mg PO x 1. then 250mg PO od x 4 days

Levofimacin Hldg PO x 1 then 250 mg PO q48h x 10 days
or

B CrCl 10— 24
Cefuroxime 500 mg PO qiZh x 10 days and
i in PO x 1, hen 250 mg PO od x 4 days
WCrcl = 10 Levaaxacin 250 Mg PO qaBh £ 10 days

or
Cefurmegme 500 mg PO q24n x 10 days and
ATthromyen 500 ma PO x 1, then 250 mg PO od x 4 d3ys
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Patient name

Address
MRN
DOB: I Age
Phone: H C
Section 11 — ORDERS continued..
Completed Time | nkials
bty : ruca)

Orders

IV Anfiblobics
{IF PATIENT HAS EVIDENCE OF PNELIMONLA AND CANNOT TAKE ORAL ANTRRIOTICS)

1T Crid = S0miimin
Levofioxasin 500 mg IV q 24h x 10 days
or
Cefurmame 750 mg PO q 8h x 10 days and
Azithromycin 500 mg IV x 5 days

ITCrcl 25 -43
Levofloxacin 500 mg IV x 1 then 250 mg IV q 24h x 10 days
or
Cefuroame 750 mg [V q Bh = 10 days and
Azithromyein IV x 5 days

ITCrCl 10 - 24
Levofloxacin S00 mg IV x 1 then 250 mg IV q 48h x 10 days
or

Cefurmame 750 mg IV q 12h x 10 days and
Azithromycin 500mg IV x 5 days

ITCril <10
Levofloxacin 250 mg IV q 48h x 10 days
or
Cefurmame 750 mg [V q 24h x 10 days and

Azithromycin 500mg IV x 5 days

Bronchodlators

ventolin 2 puffs gth and wentolin 2 puffs qihpm and atrowent 4 puffs gth

or
combivent 2 puffs gth and wentolin 2 puffs qlh pm
flovent 500 12h wia aerochamber

12

dimenhydrinate 50mg POMVM gdh pm for nausea

13.

Antipyreficianalpesic
acetaminophen 850 mg POVPR qih pm

Physician rame (sl name, j25 name] Phiysician signaiLre
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Address
MRMN
DOB: I I Age
Phone: H
Section 11 — ORDERS continued...
Orders Tha - e e
14 | investigaBons (no Mumne NGO reqoired)
CBC, lyles, Cr, giucose g hx3
AST ALT ALP, TON, CK,LDHg  hx3
INR, PTTQHX 3
Troponin g8h X 3
EKIG dally x______ Days and pm with chest pain
Order if baseline labs are abnormal or if history indicares
1o | DW 1 Prophylads
compression stockings unil patient ambautating
neparin 5000y SC bld untl patient amoulating:
IS mmmmnm:mme
1.
16
1o
jeinl
il
2
51
EES
E:
26
7.
E:id
izl
30
PhySiCian name (ISl Name, k&5t Name) PhyBcian Gignatre

64



APPENDIX 5 e: SOFA Scoring Tool

SOFA scoring comprises criteria for inclusion and exclusion from critical care and
minimum qualifications for survival. Scores place patients into three categories: blue patients
receive palliation; red patients have highest priority for ventilation, followed by yellow patients;
green patients receive acute care outside of the critical care units. SOFA reassessments define
movement between categories.

SOFA identifies patients for admission to critical care, primarily due to respiratory
failure. The ability to provide invasive ventilatory support differentiates critical care units from
other acute care areas, such as step-down units. However, expanded care units for surge
capacity may offer hemodynamic support and other advanced care in areas which have
appropriate monitoring but do not typically provide that level of care. If hemodynamic support
is not available elsewhere, non-ventilator patients may receive critical care.

SOFA excludes from critical care:

1) People with very poor prognosis/chance of survival even when treated with
aggressive critical care

a. severe burns or inhalation injury

b. unwitnessed or recurrent cardiac arrest patients or no response to
prompt electrical interventions

C. patients with a SOFA score > 11 whose mortality rate exceeds 90%
even with full critical care during normal circumstances;

2) People needing level of resources that cannot be met during pandemic -
trauma or medical conditions requiring high volume blood transfusions,
due to high mortality and limited supply of uninfected blood products;

3) People with advanced medical illnesses with high short-term mortality even
without concurrent critical illness:

a. advanced cancer or immunosuppression

b. end-stage organ failure
Cardiac: NYHA stage Il —IV heart failure
Pulmonary: FEV1 < 25% predicted
Hepatic: MELD score > 20
Renal: dialysis dependent

This criterion accepts that no organ transplants will occur during pandemic.
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c. neuro: severe, irreversible neurological event/condition with high
expected mortality.

Minimum Qualifications for Survival (MQS) represents the ceiling on resources allocated to one
individual. SOFA requires ongoing, 48 hour & 96 hours patient reassessments. Greater
pandemic severity will require more frequent SOFA scoring. If the patient ever develops a SOFA
score of 2 11 or any other exclusion criteria, she moves from critical care to palliative care. MQS
attempts to identify early those patients not improving or likely to have poor outcome, since
scarce resources preclude prolonged critical care during a pandemic.

SOFA Score

JAMA. 2001;286:1754-1758

m Sofa score (0-24)

m tracks organ failure in six system

m validated predictor of mortality in ICU
settings

m Predictive values
— Mean > highest > A —SOFA > initial score (less than 11)
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SOFA Score

JAMA. 2001;286:1754-1758

Table 1. The Sequential Ovgan Failure Assessment (SOFA) Score”

Varinhlem

Raggiratony

PaaFio,. mm Hg
Coagquiation

Plalslats <1000
Liveiar

Bilinubn, gLt
Candedastuar

Hypodension

Cantral rlheous SyStem
Glasgonww COma So0ne Scak 5 13-14
Fianal
Creatnine, moidL “ 12189 20-34
or wrne oulgud, milAd
repIrpire; Dok, cletsgamine; Dog, dopaming, £, openephns, snd Fo,, BRenon of inepesd oo
iy vl
perebL. iy by 17,0
' T decesens gven ane i gl o e
1., mulichy by B84

Critical Care Triage Tool
{Initial Assessment)

Priority/Action
Medical Mgmt

+/- Palliate &
d/c

Intermediate




SOFA data from Brussels is validated for 48 and 96 hrs, with the statistics being stronger for the
first 48 hrs. The data set included incremental change in score, which showed worsening
mortality rates with increase of scores between the 48 and 96 hr time points; mortality rate
also increased if the score remained the same between these time points.

@ 48hrs - (greatest predictor of mortality)
—score >11 = >90% mortality
— decreasing score = < 6% mortality
— unchanged or increasing (SOFA 2-7) = 37%
— unchanged or increasing (SOFA 8-11) = 60%
@ 96 hr - regardless of the initial score
— increased score = 50% mortality
— unchanged = 27-35% mortality
— decreased = <27%
Evaluations: admission, 48 hrs, Q24 hrs there after

@ OR as indicated by patient condition & pandemic severity

Critical Care Triage Tool

Critical Care Triage Tool
(48-Hour Assessment)

Criteria Priority/Action

Exclusion Criteria
or
SOFA =11

SOFA B-11 no A

Yellow « SOFA =8 no A Intermediate

Falliate & dic
from CC
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Critical Care Triage Tool

Critical Care Triage Tool
(96 hour Assessment)
Criteria Priority/Action

Exclusion Criteria*
Palliate & d/c

or
from CC

SOFA > 11*
SOFA < 8 no A

Yellow e SOFA <8 minimal decrease Intermediate
(<3 point decrease in past 48 hours)

Reevaluating patients presents a better picture of prognosis or disease trajectory for a
particular patient. Worsening prognosis signals health care providers to counsel family
members, preparing them for the possibility of palliation.



APPENDIX 5 f: SOFA Score by Date: Time

Date:Time

Resp

Coag

Liver

cv
Hypotension

CNS
Glascow

Renal

SOFA

Table 1. The Sequential Organ Failure Assessment (SOFA) Score’

Variables 0 1
Respiratory
Pao,/Fio,, mm Hg =400 =400
Coagulation
Platelets = 10%uLt =150 =150
Liver
Bilirubin, ma/dLt =1.2 1.2-19
Cardicvascular
Hypotension Mo hypotension Mean arterial
pressure
<70 mmHg
Central nervous system
Glasgow Coma Score Scale 15 13-14
Renal
Creatinine, mag/dL <12 1.2-19

or uring output, mL/d

#*Morepd indicates norepinephrine; Dob, dobutamine, Dop, dopamine; Epl, epinephrine; and Fro,,
tValues are with respiratory support

1To convert blinbin from ma/dl to amobL., mutiply By 171,

Shdrenergic agents administered for at least 1 hour (doses given are in pg'kg per minute).

SOFA Score

2,059

Dop =5 or dob
(any dose)

10-12

2.0-34

6.0-11.9

Dop =5, epi =0.1,
or norepi =0.1§

6-9

3.5-4.9 or <500

fraction of inspired oxygen.

=100t
=20
>12.0

Dop =15, epi =0.1,
or norepi =0.1§

=f

=5.0 or <200

To corvert creatinine from mag'dl to pmol/L, multiply by 88.4.
GLASCOW Date:Time
Eye Open No — 1
Pain- 2
Voice- 3
Spont- 4
Verbal No — 1
Sounds- 2
Words- 3
Confuse-4
Orient— 5
Motor No — 1
Extend- 2
Flex- 3
Wdraw- 4
Localize- 5
Obey- 6
SCORE E+V+M
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APPENDIX 5 g: Multi-Principle Strategy for Ventilator Allocation

Annals of Internal Medicine

Principle Specification Paint System*®

1 F 3 4

Save the most lives Prognosis for SOFA score <6 SOFA score, 6-9 SOFA score, SOFA score >12)
short-term survival 10-12
{SOFAscone}
Save the most Prognosis Tor No comorbid Minor comorbid Major cormorbid Severe comorbad
lifg-years long-term survival conditions conditions with conditions conditions:
Imedical Ehar limif omiall impact on with deatn Tikely
assessment of long-term long-temm substantial within 1 year
comorbid survival survival impact on
conditions) long-term
sunvival
Life-cyde prnciplet Priaritize those who Age 12-40 y Age 41-60 ¥ Age 61-Td y
have had the least
chance to live
through life's
stages {age m
years)

SOFA = Sequential Organ Failure Assessment
* Persons with the lowest cumularive score would be given che highest priotity to receive mechanical ventilation and critical care services.
T Pediarrse parients may need o be considered separarely, because their small size may require the wse of ditferent mechanscal vennlarors and personnel
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APPENDIX 5 h: Multi-principle Patient Comparison Scoring
Multiple patient comparison: Lowest score = Highest priority for critical care

PATIENT>>

SOFA (S)

<6 (1)

6-9 (2)

10-12 (3)

>12 (4)

Save life years (LY)

Comorbid No (1)

Minor effect
Life-yr(2)

Major effect
Life-yr (3)

Major Life exp
<lyr(4)

Life cycle (LC)

12-40 yr (1)

41-60 yr (2)

61-74 yr (3)

>75yr (4)

M-P SCORE

S+LY+LC

Pediatrics < 12 years must be separately considered due to usual limited availability of pediatric
critical care capability (LC <12 yr = 0).
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APPENDIX 5 i: Adult Palliative Care Orders

These charts are examples of clinical orders for use in palliation. These are not exclusive
recommendations; any organization using these orders should verify medication, dose, route
and rate of administration with the prescribing clinician.
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Adult Palliative Care Orders Patient Name

Page 1 of 3 MRN

PATIENT ID LABEL

Instructions:

Check Yes (Y) block for all applicable orders and fill in any blanks and other boxes for those orders.
Check No (N) block for all orders not applicable.
Orders are not valid unless either Yes or No block checked.

ALLERGIES/DRUG SENSITIVITY: 1. 2. 3. 4.

Another brand of a generically equivalent product identical in dosage form and content of active ingredient
may be administered unless checked.

Y

< < <X =< =<

N

=z = Z2 Z2 Z

1. Medical Service:
Attending: Pager ID
Resident: Pager ID

2. DIAGNOSIS: Palliative care (v66.7)

3. TREATMENT GOALS: Comfort care until discharged with hospice

4, CODE STATUS: Full Code  Allow Natural Death (AND Orders required)
5. VITALS: Daily Comfort assessment and RR Q4 hours and PRN Routine

PARAMETERS TO NOTIFY PHYSICIAN:

Patient remains uncomfortable after intervention of adult palliative care orders

No vital sign parameters to notify physician

(NOTE: If signs of fever present, take temperature and treat per orders) Other

o

N 7. NURSING:

Assess every for signs of inadequate control of symptoms (pain, dyspnea, agitation, fever)
Oral care every 4 hours. Teach family if they desire.

Oral suction PRN (NO DEEP SUCTION)

Oxygen nasal prongs at 2 liters per minute PRN dyspnea (titrate to comfort)

Bedside Commode PRN

Condom Catheter PRN urinary incontinence

Straight Catheter PRN bladder distension

Foley Catheter to drainage PRN urinary retention/urinary incontinence

Implement Fall Prevention Precautions

Skin integrity care

N 8. ACTIVITY:

N

N

Out of bed ad lib
Out of bed to chair
Bed rest

Other

9. DIET: NPO Oral diet type
Parenteral Nutrition (must complete adult order form)
Enteral Nutrition (must complete adult order form)

10. IV: Saline lock
If IV lost, do not replace

11. CONSULTATIONS:

Physical Therapy for family instruction on “Activities of Daily Living” and assessment of
equipment needs

Wound Care - Reason:

Chaplain - Reason:

Pediatric Palliative Care - Reason:

Physician Signature Pager ID Date Time AM/PM
pallorders OTE 900134 Rev. 5/07



Adult Palliative Care Orders Patient Name
Page 2 of 3 MRN
PATIENT ID LABEL

ALLERGIES/DRUG SENSITIVITY: 1. 2. 3. 4.

Y N 12. MEDICATIONS (Review Drug Sensitivities):

Another brand of a generically equivalent product identical in dosage form and content of active ingredient
may be administered unless checked < .>

Medication Dose Route Frequency Comments

A. PAIN AND / OR DYSPNEA
Acetaminophen 650mg PO PR PEG PRN Q4H Mild pain or temp > 101° F

Ibuprofen mg PO PEG PRN Q6H Mild/ moderate pain or if fever
unresponsive to acetaminophen

Morphine Sulfate CR mg PO PR Q12H
Doses available: 15, 30, 60, 100, and 200 mg tablets

Morphine Sulfate IR mg PO SL PEG PRN Q1H Pain,
common doses available 10, 15 mg tablets or
elixir (Roxanol) 10 mg per 5 mL, 20 mg per 5 mL, or 20 mg per 1 mL

Fentanyl Patch microgramsper hour  TD (transdermal) Q3 days Pain (opioid tolerant ONLY)
Doses available (microgram/hour): 25, 50, 75, 100

Fentanyl lozenges micrograms TM (transmucosal) PRN Q1H Pain (opioid tolerant ONLY)
Doses available: 200, 400, 600, 800,
1200, 1600 microgram lozenges.
Usually start with 200 or 400 microgram

Morphine Sulfate mg SC vV PRN Q H Painordyspnea
Hydromorphone mg SC v PRN Q H Painordyspnea
Gabapentin mg PO Q H  Neuropathic pain
Oxycodone mg PO PEG PRN Q H Pain ordyspnea.

Doses available: 5 mg tablets or as elixir 1 mg/mL

AND End-of-Life opiate infusion orders continuous IV / SC:
[complete Adult Continuous Analgesia and Dyspnea Opioid Therapy Orders for End-of-Life patients]

B. DELIRIUM

Haloperidol mg PO IV PEG SC PRN Q H Restlessness due to
terminal delirium

Risperidone mg PO PEG ODT PRN QH  Restlessness due to

terminal delirium

C. NAUSEA AND VOMITING
Metoclopramide mg PO PEG IV PRN AC & HS Nausea and / or vomiting

Prochlorperazine mg PO PEG IV PR PRN Q8H Nauseaand vomiting (first
line if nausea and vomiting
due to opioids)

(PR dose 25 mg, other routes, 10 mg)
Haloperidol mg PO PEG IV SC PRN Q H Nausea and / or vomiting

Physician Signature Pager ID Date Time AM/PM
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Adult Palliative Care Orders
Page 3 of 3

ALLERGIES/DRUG SENSITIVITY: 1. 2. 3. 4.
Another brand of a generically equivalent product identical in dosage form and content of active ingredient

may be administered unless checked.>

YN 12. MEDICATIONS (Review Drug Sensitivities):

Dose

D. BOWEL REGIMEN

Docusate Sodium 100 mg

Medication

Senna mg
(Senokot ®)

Bisacodyl

(Dulcolax ®)
Suppository
Lactulose mL

10 mg

Loperamide

E. OTHER SYMPTOMS

Lorazepam mg

2 mg

Midazolam mg
Chlorpromazine 25 mg

Scopolamine

PO PEG PRN

PO PEG
(Available in 8.6 mg tab or 8.8 mg/5 mL syrup)

1 patch 2 patches TD (transdermal)

Route Frequency

BID

PRN Qday

PR PRN Q12H
PO PEG PRN QH
PO PEG PRN QH
PO IV SL PRN Q1H
IV sC PRN QH
PO IV PRN  Q6H

Patient Name
MRN
PATIENT ID LABEL

Comments

Constipation: First line:
give regularly initially.
Hold for excessive bowel
movements

Constipation: First line:
give regularly initially
Hold for excessive bowel
movements.

If no bowel movement in
past 36 hours

If no bowel movement in
48 hours

Diarrhea

Anxiety
Seizure and CALL Physician

Hiccups

Q 3 days Excessive secretions

Dose: 1.5 mg per patch. SC, Q4H, twice, until TD mechanism effective.

Atropine 1% 2 drops SL (sublingual) PRN  Q4H Excessive secretions
ophthalmic
solution
Glycopyrrolate 0.1mg 0.2mg v SC PRN  Q4H Excessive secretions
Baclofen mg PO QID Spasms
Diphenhydramine 25mg PO \ PRN  Q6H Itching
Dexamethasone mg \ QH
Prednisone mg PO QH
F. OTHER MEDICATIONS
(dose / route / frequency / indication)
(dose / route / frequency / indication)
(dose / route / frequency / indication)
(dose / route / frequency / indication)
Physician Signature Pager ID Date Time AM/PM



APPENDIX 5 j: Adult Continuous Analgesia and Dyspnea Opiod Therapy Orders — End of Life
Patients

Adult Continuous Analgesia & Dyspnea Patient name
Opiod Therapy Orders MRN

For use in End-of-Life Patients Only Patient ID Label

Allergies/Drug Sensitivity: 1 2 3 4

For use only with Adult Palliative Care Orders

Before starting continuous opiates at End-Of-Life for pain & dyspnea document the following in the medical
record:

[ 1 goals of treatment to include continuous opiod therapy for pain and/ dyspnea for end
of-life care

[ 1 AND order complete & in medical record
1. Opiate Delivery Route: []SC []
If SC: no maintenance IV

IV: if no maintenance fluids,

infuse IV PCA maintenance fluids Dextrose 5% [ ] normal saline[] @ mi/h
2. Medication: [] Morphine 1 mg/ml [ ] Morphine 5 mg/ml [1 Hydromorphone 1 mg/ml [] Other
3. Loading Dose: []no

[1yes mg IV q 10 min until patient reports or exhibits relief of pain / dyspnea

Maximum total loading dose mg
4. Pump settings: Incremental dose mg
Lock-out interval (delay) minutes
1 hour limit mg/hr
5. Pump settings: Initial basal rate mg IV h hour

6. If pain / dyspnea not controlled, patient may receive bolus of

[ 1 Morphine mg Q10 min x 3 [ 1PRN for pain/dyspnea []Qhour []Q2hr
[ ]Hydomorphone mg Q10 min [ 1 PRN for pain/dyspnea []Qhour []Q2hr
[ ] Other

7. Side effects: See palliative care order set

8. Monitoring: per 24 hr pain management flowshet

NOTE: Expect falling respiratory rate in naturally dying process. If respiratory rate < 12 & no signs of
dyspnea present, patient has no need for increased opiate drip or rescue doses. Agonal respirations are a
normal part of dying

Physician name

Physician Signature pager date time am/pm
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