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South Carolina Prepares for Pandemic Influenza: An Ethical Perspective
I.

Executive Summary

Pandemic Influenza in South Carolina
An outbreak of a new influenza virus occurs about three times a century. Its rapid
spread worldwide causes a pandemic. A pandemic is a global outbreak of a new disease. On
June 11, 2009, the World Health Organization (WHO) declared that a pandemic of a new
influenza A (H1N1) virus has begun.
Planning for an influenza pandemic requires South Carolina’s communities to be
prepared to take care of themselves. Each community should be ready to identify and use local
resources to last through many weeks of illness. It is estimated that up to 35% or nearly 1.3
million South Carolinians will become ill. All areas of the country will be affected at the same
time.
The South Carolina Pandemic Influenza Ethics Task Force
In October 2008, planners at the S.C. Department of Health and Environmental Control
(SCDHEC) met with doctors, university professors, members of professional organizations and
ethics experts to form the South Carolina Pandemic Influenza Ethics Task Force. This task force
has been working to identify and address the difficult decisions that could arise in a severe
influenza pandemic. The Task Force is a subcommittee of the state Pandemic Influenza
Coordinating Council. The group serves as an advisory body to SCDHEC.
The task force has sought opinion and input to battle shortages of resources and personnel
that might arise in a pandemic. The task force developed recommendations to address difficult
pandemic planning issues including:
•

vaccines

•

antiviral drugs

•

hospital beds

•

medical equipment such as ventilators

•

healthcare provider manpower shortages

•

the need to keep the public informed of the changing situation.

Most people have never faced a serious pandemic in their lives. There is a great amount of
uncertainty surrounding the influenza pandemic. That is why SCDHEC needs and values input
from the public. The people of South Carolina can be better prepared and respond more
1

effectively if they understand the threats posed by a pandemic—and participate in designing
strategies to address these threats.
Ethical Principles
The task force identified four basic ethical principles that have been a guide for all of its
work. They are individual liberty, community solidarity, trust and professionalism. Using these
principles as a foundation, the task force has developed a set of policy recommendations to
serve as guidance during a pandemic. The group measured the recommendations against
ethical guidelines to ensure:
1) that the language used is clear to all who might be affected;
2) that the recommendations are reasonable and based on the best available scientific
evidence;
3) that there is a procedure to monitor the recommendations; and
4) that the benefits and responsibilities of each policy recommendation are shared equally
among any individual or group that might be affected by it.
The task force recognizes that the rights of individuals should be respected. Some rights
might be restricted during a pandemic in order to protect the well being of the entire
community. This is the charge of public health and that is why SCDHEC, the state’s public
health agency, is leading the effort to ethically plan for a pandemic influenza.
Workforce Recommendations:
• Businesses should develop plans that will help them continue to function while up to
40% of their employees are absent. These plans should include directions for controlling
the disease in their workplaces.
•

Healthcare employers should plan to provide counseling for workers who suffer from
stress and anxiety as a result of lengthy duty during a pandemic.

•

Healthcare employers should purchase antiviral medications for their workers to use as
prevention against the disease. These medicines can also be used to treat workers who
become ill.

•

SCDHEC and the S.C. Hospital Association should encourage the development of private
antiviral stockpiles to protect all healthcare workers who will have direct contact with
pandemic influenza patients.

•

Healthcare employers should make sure that their workers have masks, gloves and
other protective equipment and training to help them stay well during the pandemic.
2

•

SCDHEC should work with healthcare employers to determine which job functions are
most important for patient care. Those employers should train other workers to
perform those functions to ensure their offices can continue to operate.

•

Healthcare employers should talk with their employees about the need to continue to
provide care for sick persons during the pandemic. These employees should know the
penalties that could be enforced if they refuse to care for the sick.

•

Healthcare employers should make plans to help each other during a pandemic.

Disease Containment Recommendations:
• SCDHEC should consider discouraging nonessential gatherings of people, in order to
prevent the spread of the disease.
•

SCDHEC should use voluntary isolation and quarantine procedures at the beginning of a
pandemic outbreak to try to control the first outbreaks of the disease.

•

SCDHEC should inform people of the benefits and drawbacks of isolation and
quarantine, before isolation and quarantine are used.

•

SCDHEC should provide clear written information to all health care facilities, public
health officials and law enforcement about their roles and responsibilities in imposing
isolation and quarantine.

•

South Carolina should follow the Centers for Disease Control and Prevention priorities
for the use of limited vaccine supplies.

•

If the federal government allows it, then SCDHEC should consider reviewing and
adjusting the priorities for the use of vaccine supplies based on scientific evidence.

•

Guidelines should be developed to help the public decide whether they need hospital
care or can be cared for at home.

•

South Carolina should establish ways to provide care for large numbers of sick people in
places other than traditional hospitals or clinics.

Hospital Care Recommendations:
• Healthcare entities should plan for a system to decide which patients should have the
limited available medicines and treatment equipment.
• Hospitals should designate employees called triage officers to make the decisions about
who will receive the limited medicines and equipment. These employees will be rotated
and will not provide direct patient care while serving as the decision‐making officer.
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•

Hospitals should plan in advance on how they will care for the large number of patients
who become ill during a pandemic.

•

If, because of a shortage of equipment, personnel or supplies, someone is not able or
eligible to receive a certain treatment, then they or their family members should receive
an explanation as to why they will not receive this treatment.

Legal Recommendations:
• The South Carolina Board of Medical Examiners under the Medical Practice Act should
recommend and approve the South Carolina Pandemic Influenza Ethics Task Force
Report as the clinical guidelines for implementation during a Pandemic Influenza Public
Health Emergency.
•

The South Carolina Board of Nursing under the Nurse Practice Act should recommend
and approve the South Carolina Pandemic Influenza Ethics Task Force Report as the
clinical and nursing guidelines for implementation during a Pandemic Influenza Public
Health Emergency.

•

DHEC and licensed healthcare providers should endeavor to obtain a state‐wide
consensus on the use of these PFGs and assessment tools among licensed healthcare
providers, professional groups and regulatory boards.

Public Information Recommendations:
• SCDHEC should provide adequate public information about influenza prevention and
influenza care at home.
• Messages about how people can protect themselves from the influenza pandemic
should be stated by public health and healthcare providers consistently throughout the
pandemic.
•

SCDHEC will not be able to control the information flow during a pandemic, but should
guard against and address rumors and misinformation.

•

SCDHEC must respond to the need for information by the public in a timely manner,
using all communication tools available, such as the Health Alert Network, the 2‐1‐1
phone system and other available tools. All information should be shared with the
public through the media.

4

II.

Introduction

A.

Background

On June 11, 2009, the World Health Organization (WHO) declared that a pandemic of a
novel influenza A (H1N1) virus has begun. Historically, about every 30 years, or three times a
century, an outbreak of influenza occurs with a new virus that results in rapid worldwide spread
of the disease, causing a pandemic. Planning for a pandemic requires that South Carolina’s
communities prepare to be self‐sufficient, to identify and use local resources to last throughout
many weeks of the spread of the disease. In a pandemic, all areas of the country will be
affected at the same time. There may be few federal resources on which to count and it is
estimated that up to 35%, or over 1,512,207 of South Carolina’s citizens would become ill
(based on the South Carolina 2006 population estimate of 4, 320,593).
Until recently, it was believed that the next pandemic would evolve from the highly
pathogenic strain of avian influenza that appeared in humans in Hong Kong in 1997. At that
time, South Carolina began developing a draft response plan for pandemic influenza. The state
emergency operations plan for pandemic influenza was published in November 2004. In
November 2005, the national pandemic influenza plan was released and preparedness efforts
intensified across the country. In South Carolina, state and local planning summits have been
held to draw attention to the critical and comprehensive preparedness plans needed for a
pandemic. Regional and county pandemic influenza plans have been drafted and exercised.
By necessity, pandemic planning prepares for the worst and hopes for the “best”, or the
least pathogenic strain of novel virus. In Spring of 2009, years after pandemic planning had
begun in South Carolina and months after the development of the Pandemic Influenza Ethics
Task Force, the novel H1N1 influenza was reported in Mexico and soon after, appeared in the
United States. South Carolina confirmed its first cases of novel H1N1 influenza in late April
2009. In June 2009, the World Health Organization officially declared a pandemic.
As of May 11, 2009, WHO estimates that the secondary attack rate of the novel virus
ranges from 22% to 33% making it more contagious than seasonal influenza. In the last few
years, pandemic planning has assumed that a severe influenza pandemic could strike between
15% and 35% of the population (See Appendix 1, U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention “Pandemic Influenza Severity Index.”) If
35% of South Carolina’s population were made ill by the novel influenza, it is estimated that
approximately 750,000 would seek outpatient medical assistance and up to 16,000 would need
hospital care. Depending on the severity of the novel strain, there could be from about 1,300
deaths to over 25,000 deaths, if the disease severity increases. The seasonal flu kills an average
of between 700 and 900 South Carolina citizens per year. The effects of a pandemic wave may
last six weeks or more in a community. Although novel H1N1 currently has a low pandemic
severity level and a mortality rate that is similar to seasonal flu, health officials are watching its
5

spread around the world and carefully monitoring the virus’ effects for signs of mutations that
could cause this virus to become more deadly to humans.

What would a severe pandemic mean to our state?
During a severe pandemic, our already overburdened healthcare system might not be
able to handle the enormous influx of people seeking medical care and needing hospitalization.
Hospitals may not have enough beds, ventilators, or other medical supplies to care for the ill.
The federal government has estimated that 40% of staff within government entities and
private sectors may be absent from work for about two weeks at various times during the
height of a pandemic. Employees may be out of work because they are sick, caring for sick
family members or for children who are out of school, or they may be under quarantine.
Consider the implications of this rate of absenteeism on the ability of businesses and
governmental entities, such as public works, fire, police, and emergency medical services to
continue to provide essential services. Absenteeism may affect public utilities such as water and
electricity, medical care and public health services, education, and care for special needs
populations. Food supply (as well as other goods) may be affected due to the unavailability of
truck drivers to drive for one to two weeks.
Prevention of the close gathering of large groups of people may be one way that the
state may attempt to contain the disease. In a pandemic, it may become necessary for local
governments to close schools to prevent the spread of the disease. Depending on the severity
of the pandemic, school closures might last for several weeks. Because the novel H1N1
influenza in South Carolina did not appear to be highly virulent in the spring 2009 outbreak,
only a small number of schools with cases were closed. If, however, the virus becomes more
severe and schools are closed more widely, then child care centers must also close in order to
contain the disease. Employees will need to stay home to care for their children. Other steps to
contain the spread of the disease might include canceling public events such as sporting events
or concerts, closing public recreation facilities, and closing office buildings and shopping
centers. Because of the highly contagious nature of a pandemic, religious institutions may need
to provide means other than normal religious services and locations to provide spiritual
guidance to their congregations. Large numbers of deaths may present special challenges to
these institutions and to the state’s coroners and funeral homes.

What preparations have been made in South Carolina for an influenza pandemic?
As the public health agency for the state of South Carolina, SCDHEC prepares for a
pandemic by planning for public health response and by working with and assisting other
agencies and businesses in their planning efforts. A pandemic influenza annex was added to
the State Emergency Operations Plan.
6

To oversee a coordinated response among government agencies, nonprofit
organizations and the citizenry, South Carolina formed a Pandemic Influenza Coordinating
Council that assessed current preparedness and developed strategies to deal with a pandemic
influenza. To date, SCDHEC, with the acknowledgement and support of the Pandemic Influenza
Coordinating Council has implemented the following strategies to mitigate the effects of a
pandemic influenza:
•

•
•
•
•
•
B.

Conducted extensive state, regional and local planning, including a state‐level pandemic
influenza plan and eight regional‐level plans, with support provided to local
governments in the development of county plans;
Held Information sharing meetings to promote awareness and preparedness;
Developed a multi‐media public awareness campaign, including brochures, videos aired
on SCETV and public service announcements aired on commercial television stations;
Stockpiled antivirals, supplies and equipment for treatment of infected persons and for
use by public health first responders;
Developed detailed planning for medical surge and mass fatalities; and
Expanded disease surveillance and laboratory capabilities.
The Pandemic Influenza Ethics Task Force

In October 2008, pandemic planners at SCDHEC, hospitals, universities and ethics
experts met and formed the South Carolina Pandemic Influenza Ethics Task Force. This Task
Force has been working to identify and address the difficult decision making issues that will
arise in a severe pandemic. The Task Force is a subcommittee of the Pandemic Influenza
Coordinating Council, and is an advisory body to SCDHEC. It was charged with the development
of this document and the presentation and explanation of this document to the citizens of
South Carolina.
The Task Force solicited public opinion and input for further development of decision making
policies related to the shortage of resources and personnel that will arise in a pandemic. This
document addresses the following issues:
•

What is the current situation regarding pandemic influenza preparedness and what are
the present plans and future directions?

•

What will the health care system look like during a severe pandemic, based on planning
assumptions and models?

•

What will be the health care system response, including home care recommendations,
public information on when to seek physician’s care, antiviral medicines, and hospital
care?
7

•

What are the decision points for deciding who needs and who receives specific
treatments? Questions posed in the discussion include:
o Who decides?
o How do they decide?
o Who gets home care? Physician care? Prehospital triage? Care at alternate sites?
At hospitals?
o Will the health care system look radically different?
o Who is cared for at home? Who do they call for help? Where do they go for
care?

C.

Task Force Process

At the initial October 2008 meeting, a Steering Committee of the Pandemic Influenza
Ethics Task Force met to determine the process and the issues that would be addressed in the
document to be produced by the larger Ethics Task Force. Membership of the Steering
Committee included representatives of South Carolina Department of Health and
Environmental Control, SCDHEC Region 6 Ethics Pandemic Influenza Panel, the South Carolina
Board of Medical Examiners, the University of South Carolina School of Medicine, the South
Carolina Hospital Association, the Medical University of South Carolina, the South Carolina
Board of Nursing, The University of South Carolina Center for Public Health Preparedness,
Anderson Medical Center, Coastal Carolina University, the South Carolina Nurses Association
and legal representation.
The Steering Committee then invited additional representatives to begin the
development of this paper. Invitations to participate in this Task Force were sent to:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Anderson Area Medical Center
South Carolina State University
Furman University
American Red Cross of Central South Carolina
University of South Carolina School of Law
SC Bar Association, Health Law Section
South Carolina Association for Justice
SC Board of Pharmacy
South Carolina Home Care Association
South Carolina Academy of Family Medicine Physicians
South Carolina Christian Action Council
Southern Baptist Convention
SC Primary Health Care Association
South Carolina Office of Rural Health
South Carolina College of Emergency Physicians
South Carolina Home Care Association
8

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
D.

Members of National Medical Associations
American Lung Association in South Carolina
South Carolina Society for Respiratory Care
South Carolina Funeral Directors Association
South Carolina Coroner's Association
American Civil Liberties Union
Media Associations
Palmetto Project
Harvest Hope Harvest Hope Food Bank
Municipal Association of South Carolina
South Carolina Association of Counties
South Carolina Chamber of Commerce
Contingency Planning Association of the Carolinas
South Carolina Department of Education
Members of the South Carolina Pandemic Influenza Coordinating Council

Purpose and Goals

Since November 2008, the Task Force met monthly in work groups to discuss and
develop statements of the pandemic issues and recommendations related to general ethical
guidelines for decision making in public health and clinical practice.
The intent of this Task Force was to ensure that the South Carolina public has an
opportunity to hear and understand the difficult decisions that may need to be made by both
public health practitioners and health care providers in the private sector. The Task Force
sought to provide this information and solicit comments and recommendations from the
general public in a series of public hearings held throughout the state. The Task Force compiled
the comments received from the public and addressed these comments in a revised version of
the paper to effect recommended changes in state and local pandemic influenza plans. Final
public comments based on the first draft of the paper were sought and included at the State
Summit at which the first draft of the paper was presented on July 15, 2009.
The work of the Pandemic Influenza Ethics Task Force will continue through the Disease
Control Subcommittee of the SC Pandemic Influenza Coordinating Council.
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III.

Assumptions

The assumptions cited in this document are the assumptions that have been used by
medical personnel and planners since pandemic planning began in earnest several years ago.
There are several assumptions about the disease process that must be considered in
planning a response. Because a pandemic will be a novel virus, that is, a virus that is a new
strain, susceptibility to the virus will be nearly universal. Based on the course of previous
pandemics, the projected peak transmission period for the initial pandemic influenza outbreak
will be six (6) to eight (8) weeks. At least two pandemic disease waves are likely. And following
the pandemic, the new viral subtype is likely to continue circulating and to contribute to
seasonal influenza. Information about the current H1N1 pandemic is still evolving. Pandemic
plans must address all levels of pandemic severity in order for responses to be effective for all
levels.
It is estimated that, on average, infected persons will transmit infection to
approximately two other people.
The Department of Health and Human Services, Centers for Disease Control and
Prevention (CDC) provides states with disease forecasting software to assist in developing
planning assumptions. The 2006 South Carolina population estimates show a statewide
population of 4,320,593. Of that, there are 1,165,847 school‐aged children (0‐19 years),
2,602,006 working adults (20‐64 years) and 552,740 retirees (65+ years). Planning is conducted
using attack rates of 15% (minimum), 25% (most likely), and 35% (maximum). Plans are made
to prepare for the most widespread attack rate of 35%. Based on these planning assumptions
for a severe disease strain, South Carolina could anticipate between 350,000 (15% attack rate)
and 750,000 (35% attack rate) of outpatient visits to physician offices. South Carolina
anticipates between 7,000 (15% attack rate) and 16,000 (35%) attack rate) hospitalizations due
to novel or pandemic‐strain influenza. These figures are counted in addition to normal seasonal
influenza outpatient visits and hospitalizations.
The demand for hospital resources will peak at week five (5) during an eight‐week
pandemic “wave.” During this week, an expected surge due to the additional burden statewide
caused by pandemic influenza‐related cases would be an increase of an estimated 433 hospital
admissions per day, an additional estimated 2,114 persons requiring hospitalization, an
additional estimated 612 requiring the use of an ICU bed, and an additional estimated 306
requiring mechanical ventilation. There are currently a total of 1,284 ventilators in hospitals
throughout the state.
Because of the shortage of hospital resources, health care may not be delivered in the
usual manner. To meet this demand, providers will have to use resources in the most effective
manner to save the most lives.
Pandemic planning estimates show that South Carolina may experience a range of
deaths from 1,296 for the least severe pandemic to over 25,924 deaths in a pandemic with a
10

severity level similar to the pandemic of 1918. These deaths are counted in addition to the
deaths that will occur from seasonal influenza. Just as hospitals and healthcare workers will be
overwhelmed by the number of persons seeking medical care, the funeral industry, comprised
of both public and private agencies, may not be able to process remains in the usual amount of
time in which funerals and burials normally occur.
Though a vaccine targeted specifically to the novel strain of virus would be the most
effective pharmaceutical tool to combat the disease, the development of influenza vaccines is a
time‐consuming process. From the time a specific strain of influenza virus is identified, it takes
about seven months until a vaccine to target this specific virus is ready for worldwide
distribution.
In past pandemic planning it was assumed that the demand for a vaccine
targeted for the pandemic strain of virus will greatly exceed the supplies initially available.
Therefore, we expect that rationing of available vaccine will be necessary. In periods of limited
vaccine supply, public health clinics will be the predominant locations for influenza vaccine
administration and a reduction or cessation of other public health programs may be necessary
in order to provide supplemental personnel for specific immunization job actions. In the case
of the release of the H1N1 vaccine, currently scheduled for Fall 2009, it appears that the
vaccine may be available in more abundant supply than originally considered in pandemic
plans.
Limited antiviral medicines will be targeted for treatment of individuals with the
infection.
Due to the anticipated delay in vaccine availability for possibly the initial four to six
months of a pandemic and the limited availability of antiviral medications, nonmedical
interventions such as isolation and quarantine, closure of schools and discouragement of public
gatherings may be necessary.
Absenteeism among the workforce is projected by the federal government to be
approximately 40%. Workers in society’s critical infrastructure, including healthcare workers,
may fear being exposed to the pandemic strain of virus and may choose to be absent from
work. Staff levels may be significantly reduced due to high levels of illness and hospitalization
and many may be lost due to significant mortality associated with the disease. The remaining
workers may be psychologically affected by disease, family concerns, concerns about economic
loss, or fear. Staff may also be reduced by the need for some workers to attend to family illness
or to children remaining at home due to school closures. Health care facilities must plan for
adequate infection control supplies to protect workers as they carry out their healthcare duties.
Key Assumptions:
•

There will be little or no immunity to a pandemic influenza

•

One wave of a pandemic influenza outbreak will last six (6) to eight (8) weeks, with two
or three expected waves of the disease.
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•

The demand for healthcare will exceed resources.

•

Rationing of scarce medical resources will be necessary.

•

The public will expect health care to be delivered in the usual manner.

•

Absenteeism from work will be exacerbated by the need for the public to stay home to
care for ill family members or from fear of contracting the disease.

•

Once the specific strain of virus is identified, it will take approximately seven (7) months
for a vaccine to be developed.

•

Due to limited and delayed supplies of vaccines and antivirals, nonpharmaceutical
interventions will be employed to reduce the risk of infections.
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IV.

Ethical Principles

Introduction
Recent large scale disasters, such as the destruction of the World Trade Center twin
towers, Hurricane Katrina, the Asian tsunami, and the SARS epidemic, have received extensive
attention in the media. They have reminded us of the fragile bonds that hold human
communities together and of the interdependence of all peoples and nations.
Two factors play an important role in mitigating the harmful effects of large scale
disasters among the people most directly impacted: the care with which responses are planned
and the existence of a shared ethical foundation on which to base public policy. These factors
largely determine whether efforts to deal with disasters are likely to succeed.
The outbreak of pandemic influenza poses a challenge to public health planners. A
window of opportunity is open for publicly stating the required ethical foundations and to
construct detailed plans for mitigating the harmful effects of pandemic influenza.
This document states the ethical foundations for plans made by the South Carolina
Department of Health and Environmental Control and other partners in the event of pandemic
influenza, and provides ethical guidelines for policy development. The precise extent and
severity of such a pandemic cannot be known in advance, and may evolve with the disease, but
clearly stated ethical bases on which to make policy and to act will serve our state well in the
planning process. Well‐conceived plans will give public health officials and other professionals
confidence that their actions will likely achieve the desired results and be supported by a public
that shares their values.
Ethical Foundations
Our society has a long‐standing tradition of placing priority on certain values.
Individuals have drawn upon our founding documents, their own religious traditions, and other
sources for moral guidance. Despite the diverse sources, we agree that certain values are
critical points of reference when we, as a people, face difficult circumstances such as an
influenza pandemic.
Individual Liberty
Individuals should be given the maximum amount of liberty consistent with a like liberty
for others. This should include self‐determination in matters affecting their own welfare. It
should also include freedom of movement and respect for personal privacy. Disasters produce
circumstances in which certain liberties may be limited to protect the safety of others.
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Solidarity
Individuals live within communities and cannot flourish without the support of others.
This mutual dependence means that the interests of the community must be considered in all
decisions that affect the group. Inclusiveness ensures that all groups and interests are
considered when decisions affecting the community must be made. Respect for equality means
that every individual is of equal worth and deserving of consideration. Communities depend on
reciprocity, and individuals should see working for the interests of others as contributing to
their own well‐being. Solidarity also requires the group to protect the most vulnerable
members of the community.
Trust
Trust in public servants and public institutions is essential to the maintenance of a
strong sense of community. It is built by consistent observation of standards for public service.
Transparency builds confidence by making clear to all what decisions are made and the bases
on which they are founded. Accountability ensures that all who are charged with making
decisions for the community will be held responsible for the consequences of their decisions.
Responsiveness to all engenders trust, even if not all desires can be fulfilled. Proportionality is
crucial for trust so that burdens will not fall unduly on particular individuals or groups.
Professionalism
Communities elect, appoint, and provide licenses to certain individuals in the
expectation that they will serve the interests of all in discharging their duties. Health care and
public service are the professions most directly involved in public health emergencies, such as
pandemic influenza. Among the standards that apply to professionals in such circumstances is
an obligation to provide care, even in the face of personal risks. Care should be rendered
without regard to ability to pay and without discrimination based on criteria, such as race,
gender, religion, or sexual orientation. Communities must be able to trust professionals to
steward resources in the most efficient manner to ensure maximal benefit for all. Furthermore,
distribution of resources should be guided by the best scientific evidence available. Palliative
care should be given to those for whom treatments are not available or are ineffective.
We endorse the following principles when making decisions:
•

A principle of fairness suggests that all persons who are in a similar situation will have
similar access to the medication that is available from public sector stockpiles.
Availability of treatment will not be based on gender, race, ethnicity, citizenship, or
ability to pay.

•

A principle of autonomy allows organizations, businesses, and individuals to take steps
toward pandemic influenza preparedness, including purchase and stockpiling of antiviral
drugs. Promoting autonomy contributes to overall national preparedness, resiliency,
and can increase the amount of antiviral drugs available potentially leading to
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community benefits. While autonomy may result in unequal access to antiviral
prophylaxis, public sector stockpiles are targeted to provide a safety‐net for all
Americans to receive treatment in a fair and equal manner.
•

Minimizing the harms of an influenza pandemic may require targeting resources to
specific groups that protect health and safety and provide essential community services.
We believe that targeting limited resources to protect societal interests is ethically
appropriate.

•

A principle of reciprocity means that workers who assume increased risks due to their
occupation and who provide benefits broadly to society – such as healthcare workers,
firefighters, and emergency medical services personnel – should be protected, if
possible.

•

Flexibility, defined as the ability to modify recommendations before the pandemic as
more information becomes available and at the time of a pandemic when the
characteristics of disease are known, also is important.

These principles are consistent with the values expressed in several public engagement
and stakeholder meetings that were held. When asked to rate the importance of potential
program goals, participants rated most highly the goals of protecting those who contribute to a
pandemic response, who provide care for people with pandemic illness, who maintain essential
community services, and who are at increased risk of infection because of their job.
Ethical Guidelines
The foundations of ethics can seem straightforward and uncontroversial. At the same
time, implementing ethics can be complicated and controversial, especially when guidelines are
needed in emergencies or time sensitive tasks, such as responding to a pandemic. Guidelines
can conflict, so that adhering to one leads to violation of another. Principles are often difficult
to express in specific rules to guide real situations.
Nevertheless, guidelines can be useful in formulating and executing policy. No list can
be satisfactory to all, but we recommend that the following guidelines be used to measure
policies and actions against the ethical framework described above:
1.

Policies for responding to pandemic influenza should be developed in advance of
an outbreak.

2.

Policy development should be open and transparent, and should include
participation at some level by individuals and groups that will be subject to the
policies.

3.

Any proposed policy or action should:
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•
•
•
•

be stated in language that is clear to all whose interests are affected;
be based on reasonableness and the best available scientific evidence;
include procedures to ensure accountability;
ensure that the benefits and burdens of any policy or action are shared
equitably among affected individuals and groups

4.

In developing a policy or proposing an action, individual liberties should be
respected, but when others are likely to be adversely affected by an individual’s
actions or lack of action, the interests of the entire community should take
priority over competing interests.

5.

Advance planning should include a mechanism for continuously evaluating the
effectiveness of policies and actions in the event of a pandemic, and a mechanism
for reformulating policies based on these evaluations.
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V.

Pandemic Planning Goals

There are three overarching goals in the event of an influenza pandemic. All decisions
are based on the goal of wanting as few South Carolinians as possible to get influenza, enabling
as many South Carolinians as possible who do get influenza to survive the pandemic, and
continuing essential life‐maintaining functions of all sectors of South Carolina's infrastructure –
public safety, healthcare, and commerce.
In pursuing these desired goals during a pandemic, every citizen should have the
opportunity to be informed of the reasons for the actions taken by governments at all levels.
Most importantly from an ethical point of view, we must strive to insure that every citizen
recognizes that governmental actions that affect them are being administered with extreme
attention to a fundamental and real sense of fairness. Unfortunately, there is the realization
that, in situations of limited healthcare resources such as influenza vaccines, antiviral
medications, and medical equipment, essential fairness will not always mean essential equality
– this is the ethical burden of the need to ration scarce resources to achieve the overall public
interest goals.
The discussion and recommendations below are based on the planning that was needed
to prepare South Carolina for a severe pandemic. It is unknown which or how many of these
recommendations may need to be incorporated for the response to the novel H1N1 pandemic,
or future pandemics with unknown severity levels.
A.

Workforce Continuity

Maintaining continuity of the healthcare workforce needed to provide for the health
and safety of communities during an influenza pandemic will be challenged by high rates of
absenteeism due to illness, competing responsibilities for family needs, and concerns for
personal safety. Of particular importance will be the professional ethics and values that
healthcare personnel apply to the decision to remain on duty in the face of these competing
demands and concerns.
The South Carolina Pandemic Influenza Plan incorporates the generally accepted ethical
constructs of duty to care and professional values while acknowledging the extreme working
conditions and personal circumstances that must be reconciled at the personal and institutional
levels in order to assure continuity of essential services during a pandemic event. The South
Carolina Emergency Health Powers Act holds healthcare workers accountable for the duty to
care principle without provision of exceptions for extenuating conditions by penalizing
noncompliant workers with loss of professional license, certification, or vocational privilege.
The duty to care, in normal and disaster situations, is inherent in the professional codes
of ethics of most health care professions. American Medical Association (AMA) principles of
medical ethics state that, in providing patient care, except in emergencies, a physician may
choose whom to serve. In emergencies such as pandemic influenza, physicians also have the
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responsibility “to participate in activities contributing to the improvement of the community
and the betterment of public health”. The AMA Declaration of Professional Responsibility
commits physicians to “apply our knowledge and skills when needed, though doing so may put
us at risk.” This obligation is also reflected in the American Nursing Association Code of Ethics
which stresses collaboration with other healthcare professionals and the public in promoting
community efforts to meet health needs.
In choosing a profession, healthcare workers voluntarily accept the associated risks and
enter into a social contract to be available during emergency situations. Historically many
professional codes of ethics had explicitly addressed the obligation of duty to care during high‐
risk infectious disease epidemics. Perhaps due to the rarity of infectious disease epidemics in
modern times, the specific language has disappeared from most professional codes though the
inherent ethical principles remain.
The duty to care imposes a reciprocal duty for institutions and society to support and
protect healthcare workers from the health, safety, and economic risks associated with
continuing to provide essential services in an infectious disease epidemic. In order to maximize
the continuity of the healthcare workforce in an infectious disease epidemic, continuity of
operations plans must balance ethical and social obligations with the competing and legitimate
concerns of healthcare workers for the safety and security of themselves and their families.
To help health care workers meet these duties, healthcare institutions have an equal
obligation to provide appropriate emergency and infection control training. Front‐line clinicians
should be provided personal protective equipment, post‐exposure antiviral prophylaxis when
indicated, and priority to receive vaccination. Health care workers should also be provided
supportive services such as counseling when necessary, liberal family and sick leave, and other
family support such as child care. Surveys of clinicians find that availability of institutional
resources and worker protection facilitates workplace continuity.
Clinicians and facilities should negotiate and plan how best to cover the expected surge
in demand for clinical services before events occur and determine if workplace sanctions for
noncompliance with expected responsibilities should be implemented. Examples may include
deferral of routine visits or elective surgical procedures, providing telephone services in lieu of
office visits, and prescribing more than one‐month’s supply of routine medications.
Developing and implementing a continuity of operations plan (COOP) in all healthcare
settings regardless of size or scope is the essential first step in assuring that expectations for
workforce continuity are supported by mutually reciprocal principles of ethics and fairness.
COOPs should clearly define expectations for workers by identifying essential job functions and
services that must be maintained in a pandemic. The development of procedures and assurance
of resources needed to provide maximum protection for workers and their families are also
fundamental to operational continuity planning.
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SCDHEC will assist healthcare organizations with the process needed to identify and
designate clinical and non‐clinical healthcare workers deemed to be critically necessary during
pandemic, clarify use of quarantine or isolation, and help define responsibilities of vital but
non‐clinical employees. The Emergency System for Advance Registration of Volunteer Health
Professionals and the Medical Reserve Corps may provide supplemental volunteer personnel to
support clinical and public health practices when available. SCDHEC will assist healthcare
organizations and facilities in developing fair and responsive policies.
B.

Disease Containment Measures

The approach of Public Health to a crisis is to look at the public as a whole, not focusing
upon the individual other than his role as a member of the public who may benefit from or be
harmed by a public health action. It is the role of Public Health to be concerned with the
prevention, spread and mitigation of illness, in as fair a way as possible, for the community as a
whole.
The use of non‐pharmaceutical community containment interventions by public health
will be necessary to control the spread of pandemic influenza. Among them are the use of
social distancing and isolation and quarantine measures to prevent disease transmission. Social
distancing discourages or prevents large, non‐essential social gatherings when necessary to
prevent exposures of large numbers of people. It may not be feasible to suspend all large
gatherings. Appropriate recommendations will be given for disease containment measures for
events like mass immunization clinics, blood drives, funeral services, etc. Isolation quarantine
measures use isolation to seclude an individual with a contagious disease, and quarantine to
seclude an individual who has or who may have been exposed to a contagious disease and who
may later develop the disease and become contagious. Isolation and quarantine measures will
enhance other disease control strategies. Isolation and quarantine measures have been used
traditionally to prevent the transmission of communicable diseases and the evidence that these
interventions are likely to be effective in limiting disease transmission are drawn from the
effectiveness of the measures in controlling the spread of disease in previous pandemics,
during the Severe Acute Respiratory Syndrome (SARS) outbreak and with other communicable
diseases in hospital settings.
Pandemic Influenza assumptions related to isolation and quarantine measures affecting
the public health are: 1) non‐medical interventions will be necessary due to the anticipated
delay in vaccine availability for possibly the initial four to six months of a pandemic.
Additionally, limited antiviral supplies will be targeted for individuals who are either at highest
risk of exposure to disease, or who are at high risk of complications from infection; 2) public
health has authority under the Emergency Health Powers Act to use isolation and quarantine as
a disease control measure; 3) isolation measures may involve both health care facilities and
home settings; quarantine measures will be largely in‐home settings but may also involve work
or other settings and will rely heavily on voluntary cooperation due to limited resources for
enforcement.
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The primary goal for implementing isolation and quarantine is to minimize transmission.
Isolation and quarantine measures are intended to delay the peak of the epidemic therefore
allowing the development and implementation of other countermeasures. Limiting disease
transmission will also decrease overall illness and death rates and thereby the overall impact of
the epidemic on the population.
Isolation and quarantine measures will be used primarily during early pandemic
influenza transmission in South Carolina. The trigger will be the identification of the first cases
of the pandemic flu strain in South Carolina or the surrounding geographic area. Isolation and
quarantine measures will be less effective once disease becomes widespread because
maintaining the intervention will quickly exhaust limited public health resources.
South Carolina relies on voluntary cooperation with isolation and quarantine measures.
Most individuals are willing to comply with voluntary measures and understand the value for
limiting the spread of the disease. Mandatory orders are issued only in the rare cases where
individuals do not comply and pose a significant health threat to others.
By definition, public health has the obligation to assure the health of the “whole.”
Individual rights may be limited if they risk endangerment of the public health. The ethical
value of individual rights is balanced by the obligation to protect public health by limiting the
spread of disease. Although individuals who are ill or possibly incubating disease will be
disadvantaged if they are placed under isolation or quarantine, these interventions are fairly
applied to the population because the intervention is based on disease state alone and not any
other societal considerations. Some individuals, however, will be more disadvantaged by these
restrictions. For example, those who do not have paid leave, or those that serve as the primary
provider for a household will suffer a greater economic burden from isolation and quarantine
measures. The decision to impose these restrictions on individuals in order to prevent
individuals from transmitting disease, thus hampering initial public health efforts to slow the
spread of pandemic influenza, must be balanced against individual rights and the potential
disruption disease containment measures may cause.
How can burdens of this approach be minimized? Disagreement with or potential
rejection of isolation and quarantine measures can be diminished by advance communication
of goals and potential benefits and drawbacks to the general public. The communication plan
should be developed to reach disadvantaged and non‐English speaking populations. Public
Health is primarily responsible for framing and disseminating information about the potential
for isolation and quarantine measures to slow the spread of disease and the mechanism by
which isolation and quarantine will be implemented through public health orders. Personal
liberties will be affected with the implementation of isolation and quarantine and other disease
containment measures. Mechanisms do exist for judicial review for mandatory public health
orders for isolation and quarantine, and these types of public health orders are subject to
judicial review in the South Carolina court system. SCDHEC assumes the responsibility of
assuring that the basic needs of individuals placed under mandatory isolation or quarantine
orders are met.
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Disseminating guidance to all entities where individuals may be isolated is also needed
to address the joint role that health care facilities, public health and law enforcement may have
in imposing isolation and quarantine. The possibility of the need to quarantine individuals in
certain high‐risk occupations should also be communicated in advance.
C.

Allocation of Vaccines and Antiviral Medications and Other Countermeasures

In pursuing the three previously mentioned over‐arching goals during a pandemic, it is
important that every citizen has the opportunity to be informed of the reasons for the actions
taken by governments at all levels.
Most importantly from an ethical point of view,
government and health care providers must strive to ensure that every citizen recognizes that
actions that affect them are being administered with extreme attention to a fundamental and
real sense of fairness. Unfortunately, in situations of limited healthcare resources such as
influenza vaccine and antiviral medication, essential fairness will not always mean essential
equality – this is the ethical burden of the need to ration scarce resources to achieve the overall
public interest goals.
1.

Vaccines

Within the context of the goals and ethical principles outlined above, the South Carolina
Pandemic Influenza Task Force supports five important objectives:
*

protecting those who are essential to the pandemic response;

*

providing care for persons who are ill;

*

protecting those who maintain essential community services;

*

protecting children and other vulnerable populations; and

*

protecting workers who are at greater risk of infection due to their jobs.

Given the high likelihood that vaccine supplies will be limited at best in influenza
pandemic, priorities must be set for the distribution of vaccine.
At the time of the
development of this document, the US Centers for Disease Control and Prevention (CDC) has
recommended such priorities (See Appendix 4, “Table 1. Vaccination target groups, estimated
populations, and tiers for severe, moderate, and less severe pandemics as defined by the
Pandemic Severity Index PSI”) and we endorse them for South Carolina. The Table describes
the members (tiers) of each component of the population and briefly describes the rationale for
the priority assigned. A system of tiers is a necessary method for determining distribution of
scarce resources, even though the tiers may change, depending on the characteristics of the
pandemic.
Among groups targeted for vaccination are workers with critical skills, experience, or
licensure status whose absence would create bottlenecks or collapse of critical functions, and
to protect workers who are at especially high occupational risk. In general, all groups
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designated for vaccination within a tier have equal priority for vaccination. Vaccine allocation
within a tier will be proportional to the populations of the groups in the tier, though changes in
this allocation scheme at the time of the pandemic may occur based on vaccine supply, the
impacts of the pandemic, and the specific needs identified at that time. It is expected that
further national guidance will become available to more specifically define critical occupations
and population groups whose members should receive early vaccination and to provide
guidelines to employers on the proportion of their workforce that may be prioritized for
vaccination.
While vaccination priorities reflect the primary ethical value of essential fairness, it
should be noted that the tiers are not "equal" since the scarcity of vaccine, especially in the
early waves of the influenza pandemic, would mean that those in lower tiers may not receive
vaccine and will go unprotected until those in higher tiers have been vaccinated.
During the period of imminent threat of a pandemic and especially during the first
pandemic wave, SCDHEC will need to continuously examine and adjust vaccine priority tiers and
sub‐tiers to reflect the severity of the pandemic and to maximize survivability and minimize
infection rates among all groups in South Carolina. The Task Force specifically recommends
that there be flexibility in adjusting vaccination priorities if allowed by the federal government.
To maintain every citizen's sense of essential fairness, the reasons for any adjustment of the
established vaccination priorities should be fully communicated to the general public.
2.

Antiviral Medications

Antiviral medications can be used to treat the sick or to prophylax, or prevent illness in,
people who have been exposed but are not yet sick.
For H1N1 influenza, early treatment (within the first two to three days of the
appearance of symptoms) with an antiviral medication is effective in decreasing the symptoms
of the disease and decreasing the risk of pneumonia. Early treatment has been shown to
decrease hospitalization by about half, and may also decrease mortality. Treating earlier after
the onset of disease is most effective in decreasing the risk of complications and shortening
illness duration. The use of antivirals as post‐exposure prophylaxis to prevent infection is a
means to effect disease containment and to protect healthcare workers and others. A pre‐
exposure prophylaxis strategy would require continuous administration of antiviral medication
throughout the first pandemic wave. This strategy increases the risk of side effects or the
occurrence of drug resistance and could more quickly exhaust limited resources. For these
reasons, pre‐exposure prophylaxis is not generally recommended.
Persons who will have close and recurrent exposure to pandemic illness (e.g., healthcare
workers or emergency responders who have very high or high exposure occupations) should
use personal protective equipment. Appropriate personal protective equipment may be
particularly useful for increasing worker confidence and may discourage unnecessary
absenteeism due to fear of becoming ill. In healthcare and emergency service sectors, workers
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who provide direct patient care or have high‐risk exposure must be identified, and plans must
be made for providing personal protective equipment and rapidly identifying unprotected
exposures in order to initiate post exposure prophylaxis rapidly to prevent illness.
The primary public source of antiviral drugs for a pandemic treatment response will be
the public supply of antiviral drugs that have been stockpiled through the state and the federal
Strategic National Stockpile. These stockpiles can be used only for treatment. The ethical
principle underlying the treatment strategy assumes that public sector stockpiles should be
prioritized for treatment because it represents the most efficient use of a limited drug supply,
because prophylaxis for some while others are denied treatment would not be perceived as
equitable, and because other mitigation measures can be implemented to protect workers and
reduce the risk of exposure and infection. The CDC has determined that post‐exposure
prophylaxis, while reasonable and desirable, will have to be funded by private sector
employers, including health care institutions. Given the high likelihood that antiviral drug
supplies will be limited at best in an influenza pandemic, priorities must be set for the
distribution of such drugs. A principle of fairness suggests that all persons who are in a similar
situation will have similar access to the medication that is available from public sector
stockpiles. Availability of treatment will not be based on gender, race, ethnicity, citizenship, or
ability to pay. (See also Appendix 3, U.S. Department of Health and Human Services, “Guidance
on Antiviral Drug Use during an Influenza Pandemic”, Table: Settings and strategies for antiviral
drug use during an influenza pandemic.)
The ethical principle of autonomy calls for organizations and businesses to take steps
toward pandemic influenza preparedness, including purchase and stockpiling of antiviral drugs
where appropriate. Promoting autonomy contributes to overall national preparedness,
resiliency, and can increase the amount of antiviral drugs available potentially leading to
community benefits. While autonomy may result in unequal access to public sector stockpiles
are targeted to provide a safety‐net for all Americans to receive treatment. Unlike vaccines,
where each tier would be protected in turn as more vaccine is produced, for antiviral
medications, the number of priority groups that can be covered theoretically would be known
at the start of the pandemic based on the amount of drug that is stockpiled. Additional supply
that would become available during the pandemic could provide some flexibility.
Although, ultimately, it is the responsibility of health care employers to stockpile
antivirals for employee and personal protective equipment, the Task Force further recommends
that the SCDHEC and the SC Hospital Association establish a joint working group to identify and
encourage the development of antiviral stockpiles and funding necessary to implement this
recommendation.
In lieu of funding availability, healthcare facilities should support solidarity by adopting
mutual assistance agreements among themselves and community providers to share
institutional resources.
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This recommendation is consistent with our main goals of pandemic influenza response:
minimizing influenza rates, while at the same time contributing to the essential healthcare
component of South Carolina's critical infrastructure. While this recommendation could
conceivably lead to other South Carolina citizens not receiving antiviral medications that are in
short supply, the maximum availability of health care workers during a pandemic will contribute
in the fairest manner to the interests of all citizens who seek health care during that critical
period.
D.

Triage

An important consideration in the ethical decision making process is the determination
of which influenza patients will receive care with the limited hospital resources. Triage, or the
“sorting” of patients based on severity of illness combined with likelihood of survival, will be
done on two levels: pre‐hospital, or prior to hospital admission, and in‐hospital triage.
Pre‐hospital triage includes the process of identifying resources for care for individuals
who do not need hospital care, identification of other resources to care for individuals when
hospital resources are exhausted, and provision of health education to the public to assist them
in making decisions about their own care.
Pre‐hospital triage also provides guidelines for out‐patient and emergency healthcare
workers on treatment, resources, stewardship and handling difficult ethical issues when they
arise. Current public expectations about access to care and the levels of health care that may
be provided in a pandemic must change to reflect the realities of a public health crisis.
The implementation of pre‐hospital triage in a pandemic significantly differs from
traditional, daily, hospital triage in that, the triage, or sorting, is being done by the individuals
themselves, who have no professional ethical obligations related to their own care.
1.

Need for Pre‐Hospital Triage

Pre‐pandemic planning indicates that the number of hospital beds available to manage
the consequences of an influenza pandemic will be inadequate. Given the scarcity of hospital‐
based resources, clarity regarding the goals of pre‐hospital triage is essential in the preservation
of public trust, and possibly even public order.
Triage begins with an explanation of options to those in the public and the healthcare
fields who are doing the sorting. Pre‐hospital triage activities should provide accurate and
timely information to the public regarding disease prevention measures necessary to reduce
disease transmission. They should include home care information and resources for
community‐based provision of care. Planning for pre‐hospital triage should strive to assure that
allocations of treatment resources are made with the goal of reducing illness, hospitalization
and death. Additionally, healthcare planners must develop and implement standardized pre‐
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hospital triage procedures to assure that those seeking treatment are sent to an appropriate
care location.
Since the first “sorting” is done by the ill or those caring for them in the community, it is
critical that the public receives sufficient information to perform self‐triage activities. Options
for care that may be considered by the public or chosen by healthcare providers may include:
•
•
•
•
•
•
•

Self‐care,
No care,
Outpatient/primary care,
Care in the Emergency Room,
In‐patient care,
Care in an off‐site non‐traditional facility, or
Palliative (hospice‐type) care.

Assignment to any of these venues or systems will imply varying outcomes to those
being sorted, and may be seen as having varying values. An equitable system assures that the
capacities and levels of care available from these systems are clearly explained and understood
by all those who may be sorting themselves or others to these options.
2.

Planning for Pre‐Hospital Triage

Pre‐hospital triage procedures, in order to be accepted and successful, must be
developed and adopted well in advance of a pandemic. The first task is to develop and
disseminate public information in a timely manner. Pandemic planners assume stewardship of
knowledge resources as they identify appropriate public information materials (disease
prevention messages, home care information) and methods to disseminate information to the
public.
A second critical step in planning for pre‐hospital triage is to identify systems of care.
This includes identification of appropriate traditional and non‐traditional healthcare facilities
(alternate care sites, community care centers/shelters) to treat those with influenza, as well as
defining and assigning roles to relevant partners for the operation of the above facilities.
Development of pre‐hospital triage systems well in advance increases the likelihood of
adherence to the ethical frameworks outlined by this taskforce. Public engagement and
involvement in advance are essential to building public good will and trust, as planners support
the principle of collaboration. Consistency in application of “sorting” standards, and basing the
triage procedures on sound scientific evidence supports the principles of equity, fairness and
reciprocity. Non‐traditional healthcare facilities with defined goals, admission criteria,
management standards and regulatory criteria support the principles of collaboration and
stewardship.
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3.

Potential Burdens of Triage

While equality and fairness are core ethical values, it is recognized that these may not
be present in a public health crisis. It can be assumed that not all persons will have access to
appropriate education or public information materials and needed resources. This handicaps
the ability of these persons to “sort” themselves or their loved ones appropriately into the best
model of care.
The principle of fairness in pre‐hospital and hospital triage demands that individuals
receive explanations about why they or their family members are not eligible for certain
treatments. It is understood that receiving an explanation does not always lead to acceptance,
but is does assure that the same standards are applied to all those seeking care, when the
explanations are standardized.
The potential burdens of triage can be minimized if the public is engaged in
development of public educational materials prior to a pandemic. This collaboration may
enhance the stewardship of resources in a time of crisis. Planners must assure involvement of
“hard to reach” populations in development of materials and resources and the methods to
distribute information concerning influenza prevention, treatment and pre‐hospital triage.
Those making “sorting” decisions in a time of crisis must be provided with accurate
information in an efficient and timely manner (real time) during Pre‐Pandemic, Pandemic and
Post‐Pandemic times. To this end, development of a pre‐hospital triage tool is needed; it must
be based first on those clinical and epidemiological factors related to controlling the spread of,
and lessening the impact of, the disease on the unaffected population.
Public Health and key healthcare partners would be expected to take the lead in guiding
the establishment and management of non‐traditional healthcare facilities in which individuals
may be sorted prior to any hospital treatment. The goals of these facilities include (1) provision
of care for persons who cannot provide care for themselves, and (2) provision of care to those
whose illness exceeds the capacity of their caregivers in the home. It is expected that public
health and key health care partners will set aside self‐interest and territoriality to promote
collaboration to achieve these goals.
Finally, it is recognized that inequitable distribution of resources may be a part of
assuring that the healthcare system is best prepared to respond to a prolonged event. For
example, workers providing certain key services, such as laboratory workers, vaccine or antiviral
producers, healthcare providers and law enforcement personnel who have critical roles to play
in the control and impact of this disease may be “sorted” to higher priority groups for
treatment, or prophylaxis, etc. The “good” of public order may be valued more than the “good”
of free will in a time of crisis.
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4.

Primary Care’s Role in Pandemic Triage

Primary care provider settings include physician’s office, community health centers,
outpatient clinics, urgent care centers and other community health care providers. If a member
of the public, self‐triages to a physician’s office, community health center or clinic, then the
primary care provider must determine the triage status of that person.
A major primary care responsibility is assessment and referral of influenza‐like illness by
category. An adult self‐assessment tool (Appendix 5a, Clinical Practices: Adult Self‐Assessment
Tool) may be used to facilitate this process. If the tool identifies no influenza‐like illness, the
patient needs no treatment, but receives educational material on influenza. If the patient
needs additional assessment for diagnosis, clinicians should consider starting treatment and
referral for further diagnosis (x‐ray or lab testing). If the patient has identifiable influenza‐like
illness, clinicians start treatment and assess for discharge home (alone or with community
supports) or referral to surge center; sufficiently ill or vulnerable patients require follow‐up in
24 to 48 hours to assess status. If the patient has identifiable influenza‐like illness with high risk
criteria, clinicians should arrange transfer to hospital for additional assessment or admission.
The pediatric patient population may require additional assessment based upon physical
examination, co‐morbid conditions, individual risk factors, and the effect of the pandemic virus
in this population.
5.
The Demand for Acute Care, The Role of Triage and The Allocation of Critical
Resources in the Hospital Setting
Most patients presenting to the hospital emergency departments may encounter a
triage screening process utilizing the primary screening tool. Based upon that assessment,
patients may be triaged home, into an alternate care site, or into the emergency department
for further assessment or hospital admission.
Based upon FluAid/FluSurge, the forecasting models developed by the CDC, pandemic
influenza infection (attack) rates may approach 35% of the general population. The FluSurge
forecast assumes each hospitalized influenza patient requires an average of either 5 (non‐
Intensive Care Unit) or 10 (Intensive Care Unit) days of hospital care with 100% using an acute
bed for 5 days, 15% using ICU beds for 10 days, and 7.5% using ventilator support for 10 days.
Many hospitals currently operate at full capacity with very little capability to expand their
abilities to care for a surge in patients (surge capacity). Pandemic influenza easily will
overwhelm hospital resources.
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Impact of Pandemic with 25% Attack Rate on Hospital Resources: Additional Resources
Required in Week 5
Location

Population

Total Licensed Licensed
Hospital Beds ICU Beds

Statewide
Region 1
Region 2
Region 3
Region 4
Region 5
Region 6
Region 7
Region 8

4,320,593
467,598
884,891
845,496
552,667
307,362
334,792
603,178
224,589

11,764
1,141
2,682
2,437
1,799
653
751
1,771
530

1,176
70
273
276
187
57
71
203
39

Additional
Hospital
Admissions Per
Day in Week 5
Only
433
49
88
91
55
31
36
58
24

Additional
Admissions
Needing ICU
Beds Per Day in
Week 5 Only
612
69
125
129
78
44
51
82
34

Additional
Mechanical
Ventilator
Needs Per Day
in Week 5 Only
306
34
63
65
39
22
26
41
17

The South Carolina populations that are at high risk for seasonal influenza include:
1) people of all ages with heart conditions and chronic lung conditions, such as cystic
fibrosis, asthma or emphysema;
2) residents of long‐term care or other chronic care facilities, due to their environmental
exposure regardless of their age or chronic conditions;
3) people with compromised immune systems, such as diabetes, other metabolic diseases,
cancer, renal disease, anemia, HIV, or sickle cell anemia;
4) children on aspirin for conditions like juvenile rheumatoid arthritis because of Reye’s
syndrome risk;
5) children less than two years old , all of whom have a general lack of immunity;
6) pregnant women in the second and third trimester due to their increased risk of cardio‐
respiratory diseases and stillbirths;
7) healthy people aged sixty‐five years and older because of moderately increased risk of
respiratory complications.
During pandemic influenza, an unknown proportion of other people within South
Carolina will develop health complications. This will depends upon pandemic strain
characteristics and susceptibility of the population. Although the current H1N1 pandemic is a
lower severity, planning must address a high severity pandemic. This planning assumes that,
with the FluSurge estimate for a 35% attack rate, admitted patients will immediately affect ICUs
and rapidly increase pressure on the acute bed supply. By the end of week one influenza
patients may require 37% of ICU bed and 16% of acute care bed capacity. To meet pandemic
demands, hospitals must develop phased surge capacity. (See Appendix 4, Capacity:
Approaches to Optimizing Hospital Capacity.) Gaining surge capacity will require deferral of the
care of non‐influenza patients and dynamic use of influenza triage, with admission and
discharge criteria constantly adjusted to hospital capacity. This may also utilize nontraditional
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alternate care sites, such as ambulatory care centers, surgery centers, dialysis units, or
increased use of monitored home care.
These approaches to optimum hospital utilization affect physical capacity, hospital
staffing, and clinical practices phased to pandemic stages. Despite these efforts the most
critical shortages will be shortages of respiratory support, including ventilators and critical care
beds.
Triage reflects responsible allocation of resources and occurs daily in the health care
environment. Routine triage focuses on how best to serve individual patients. Clinicians direct
all available needed resources to care for each patient, giving priority to the most severely ill
and treating everyone equally as possible within categories of severity.
Disaster triage shifts focus from preserving one life toward preserving as many lives
possible with available resources. This occurs because using limited curative resources on one
person with expected high probability of dying may cost the lives of several others. Similar
triage happens in community settings experiencing small scale disasters whenever immediate
needs overwhelm available resources. When pandemic influenza exhausts hospital surge
capacity and usual health system resources in South Carolina, the Governor may invoke the
Emergency Health Powers Act and signal clinicians to start community–focused triage state‐
wide. (The declaration of the Emergency Health Powers Act may occur in a severe pandemic, or
may not be declared, depending on many factors, including pandemic severity level and
demand for resources.)
Disaster or community‐focused triage ensures fair and equitable allocation of scarce
resources and maximizes benefit to the population at large. This approach reflects federal and
state goals for pandemic influenza to minimize serious illness and overall deaths. During
community focused triage, designated triage officers will use pre‐determined clinical decision
rules to make allocation decisions, with separate medical personnel rendering treatment.
Hospitals will designate personnel to serve in the role of triage officer. Triage officers will not
provide direct patient care while serving in this role, but will rotate into treatment roles to limit
bias in triage decisions. Adoption of the clinical decision rules for use in community‐focused
triage requires transparency and public endorsement. (See Appendix 5, “Specific Clinical
Practice Guidelines.”)
Community‐ focused triage for critical care does not challenge or contravene ethical
doctrine but is a practical application of ethics. Use of a clinical decision tool ensures fairness
and justice. Under circumstances which may expose vulnerable people to inequitable
treatment, clearly defined and transparent criteria protect such individuals from inequities.
Community‐focused critical care triage does not deny care, because all patients receive care.
Every human life has value, and every human being deserves respect, caring and compassion.
Patients triaged from critical care will receive out‐patient treatment, non‐critical acute care, or
palliative care.
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In the United States an overwhelming crisis, such as pandemic influenza, justifies
community‐focused triage ethically, legally and morally, when all resources approach or risk
exhaustion. This protocol is not a first step toward resource rationing under ordinary
circumstances.
Triage officers require training for outpatient and hospital settings. Standardized
outpatient evaluation will identify patients who need hospitalization and who should receive
treatment at home or in outpatient facilities (see Prehospital Triage). Admission orders,
following initial surge center or emergency department evaluations, may include non‐invasive
ventilatory support; however, triage officers will determine who may received critical care,
specifically ventilator support, based upon Sequential Organ Failure Assessment (SOFA) as a
decision rule. See a more detailed description of SOFA in Appendices 5e and 5f.
The SOFA score triage tool uses general physiologic parameters. SOFA applies to a wide
range of critical patient conditions and is not a disease‐specific scoring system. Although not
ordinarily used to ration critical care resources, under pandemic conditions SOFA design
permits such allocation, particularly use of ventilators. Critical ventilator decisions will include
both withholding access and withdrawing ventilator support. Greater pandemic severity will
require more frequent SOFA scoring. As the pandemic evolves, local hospitals’ ethics
committees and consultants periodically should review triage criteria and clinical decisions to
ensure fairness.
In the rare case that a triage officer and/or the attending intensivist may believe an
initial assessment of mortality risk does not match a particular patient, a committee or process
should be established to review the case.
SOFA‐based triage offers prognosis for short‐term survival to “save the most lives.”
However, during severe pandemics ventilator allocation may require choosing between
patients with equal SOFA scores. In these cases other ethical criteria may apply, for example,
maximizing the number of “life‐years” saved and prioritizing younger patients to offer
opportunities to live through life’s stages. Appendix 5g “Specific Clinical Practice Guidelines,
Multi‐principle strategy for ventilator allocation”, illustrates this multi‐principle strategy for
ventilator allocation.
Severely ill people, ineligible for critical care including ventilator support will be triaged
into palliation. They will receive care to relieve the suffering caused by life‐limiting illnesses
and to maximize quality of remaining life. Severe pandemic influenza will impose pressures of
overcrowding, limited resources, and large numbers of dying adults and children; the need for
palliative care will expand. However, palliative care deliberately neither hastens nor postpones
death. By providing relief from pain and other distressing symptoms, palliative care affirms life
and regards dying as a normal process. When deaths occur, palliative care helps as possible
with family bereavement. The need for end of life palliative care will be widespread during a
pandemic and such care will be needed in multiple health care locations ranging from hospitals
to non‐traditional off site settings and even to patients' homes. Because no comprehensive
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pandemic palliative care plans currently exist in South Carolina, the task force urges DHEC and
the SC Hospital and Pharmacy Associations, to convene a Work Group to develop such plans,
including medicinal protocols.
E.

Public Risk Communication Recommendations

A pandemic virus is, by its nature, a new virus. Because of this, there will be very little
known about it severity and ability to cause illness during the early stages of a pandemic. In
order to remain as transparent as possible SCDHEC and its partners must educate the public on
this lack of information, why so little is known about the virus, what is being done to learn
more, and what people can do protect themselves. These protective messages must be
consistently stated throughout the pandemic.
The public’s response to the threat posed by the 2009 outbreak of H1N1 in South
Carolina was very helpful in preventing the rapid spread of the illness. Those who were asked to
either voluntarily quarantine or isolate themselves did so without resistance, thereby assisting
public health’s efforts to slow the spread. Similarly, the media frequently stressed the simple
protective steps that anyone could employ ‐‐‐ covering your cough, washing your hands, staying
home when sick, staying away from others who appear to be sick, and living a healthy lifestyle
through diet, rest and exercise. Without a doubt, this cooperative spirit among the media and
public helped prevent a potential growth in the number of cases.
Public health will not control the information flow during a pandemic. Technology will
enable a much faster flow than during any previous pandemic period. Very little information
will be available early in the outbreak. It becomes necessary to attempt to guard against the
spread of rumor and disinformation. With many viruses typically named for the animal of origin
(e.g. “swine flu” and “bird flu”), information must reflect the safety of the nation’s food chain
through the use of biosecurity measures on U.S. farms. Without such information, those
industries could be falsely stigmatized or economically damaged by the public’s refusal to eat
their products.
The public will rely heavily on their healthcare provider to sort through the array of facts
and myths to provide the most accurate information possible. Public health must respond with
accurate information in a timely manner by way of the state’s Health Alert Network and other
available channels. Subsequently, that information should be shared with the public through
the media in the continued effort to remain transparent.
F.

Legal Recommendations: Limiting Liability in Pandemic Influenza

The Task Force believes it is important to address the potential tort liability of licensed
health care providers (LHCP) during a Pandemic Influenza Public Health Event (PIPHE). We
begin with a brief review of tort liability and how clinical practice guidelines, described
elsewhere in this report, relate to a medical malpractice lawsuit. Various professional,
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regulatory, and state statutes may also provide an avenue of potential tort immunity for LCHP.
Public policy reasons are also discussed as to why LHCP should be protected from tort liability in
a PIPHE.
1.

Medical Malpractice in Post Crisis Litigation

Tort liability is a serious issue affecting our contemporary health care system when a
patient suffers harm or dies during the delivery of health care services or procedures.
Medical malpractice claims are generally based on negligence theories which focus of the
breach of duty of care to patients. In South Carolina, any LHCP can be sued, but in order to be
successfully sued, the injured party must prove: 1) the LHCP owed a duty of care to the
injured party; 2) the LHCP breached the duty of care; 3) the breach of the duty caused the
injury; and 4) the injured party suffered damages.
In medical malpractice cases, the duty of care is the degree of care observed by a
competent practitioner acting in the same or similar circumstances. 1 A breach of that duty is
the failure to do what an ordinarily careful doctor in the defendant's field of medicine would
have done under the same or similar circumstances or the doing of something that an ordinarily
careful doctor would not have done under the same or similar circumstances. 2
To determine what “an ordinarily careful doctor” should have done in a particular
setting, the fact finder looks to the “generally accepted medical practices and procedures.” 3
Generally accepted medical practices evolve from various resources and are known as clinical
and medical practice guidelines. They are “statements describing specific diagnostic or
therapeutic maneuvers that should or should not be performed in certain specific clinical
circumstances.”4 In malpractice lawsuits, the parties and medical experts may disagree on
which is the “generally accepted practice or procedure” in certain specific clinical
circumstances.
One way to address the concerns that LHCP have about potential liability is to obtain a
statewide consensus of the LHCP and their professional groups regarding any pandemic
influenza clinical and medical practices (pandemic flu guidelines – PFGs) developed specifically
1

King v. Williams, 276 S.C. 478, 482, 279 S.E.2d 618, 620 (1981).

2

Medical Malpractice Civil Jury Charges citing Clark v Ross, 284 S.C. 543, 328 S.E. 2d 91 (Ct. App. 1985).
Charleston Bar Website.
[www.charlestonbar.org/CM/ArchivedNewsletters/CivilCharges.doc#_Toc83807102] (accessed 8.4.09)
3

Medical Malpractice Civil Jury Charges citing Durham v. Vinson, Op. No. 25872 (S.C. Sup. Ct. filed Sept 13,
2004); Bessinger v. Deloach, 230 S.C. 1, 94 S.E.2d 3 (1956); Jernigan v. King, 312 S.C. 331, 440 S.E.2d 379 (Ct.
App. 1993). Charleston Bar Website
(www.charlestonbar.org/CM/ArchivedNewsletters/CivilCharges.doc#_Toc83807102]. (accessed 8.4.09)
4

Chassin, M.R. Standards of Care in Medicine, Inquiry, 25 (1988): 438.
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for pan flu triage and treatment. These groups include, but are not limited to, the South
Carolina Hospital Association, the South Carolina Medical Association, the South Carolina
Nurses Association, the South Carolina Academy of Family Physicians, the South Carolina
Chapter of the American College of Physicians, the South Carolina College of Emergency
Physicians, the South Carolina Society for Respiratory Care, and the state medical and nursing
licensing boards. The practical effect of such a consensus would be that the PFGs become the
de facto appropriate clinical and medical practices and procedures during a PIPHE in South
Carolina. In any subsequent medical malpractice law suit, then, the question would not be
whether the LHCP followed appropriate guidelines (the PFGs), but whether the LHCP followed
the PFGs appropriately. The LCHP potential tort liability in a PIPHE is no more and no less than
what it is normally and is a question of fact to be determined by the fact finder. The Task Force
supports the PFGs described in Appendices 8 and 9 of this report.
Recommendations:
1.

2.

3.

2.

The South Carolina Board of Medical Examiners under the Medical Practice Act
should recommend and approve the South Carolina Pandemic Influenza Ethics
Task Force Report as the clinical guidelines for implementation during a PIPHE
The South Carolina Board of Nursing under the Nurse Practice Act should
recommend and approve the South Carolina Pandemic Influenza Ethics Task Force
Report as the clinical and nursing guidelines for implementation during a PIPHE.
DHEC and LHCP should endeavor to obtain a state‐wide consensus on the use of
these PFGs and assessment tools among LHCP, professional groups and regulatory
boards.

Pandemic Influenza Guidelines and Statewide Implementation

Although consensus by LHCP and professional organizations on the PFGs may aid in
successfully defending a medical malpractice lawsuit after the pandemic ends, LHCP have raised
concerns about the adherence by other LCHP regarding implementation of the PFGs in a pre‐
consensus situation. These concerns stem from several issues: 1) the extent to which the PFGs
differ from everyday medical and clinical guidelines; 2) the primary trigger for statewide
implementation of the PFGs; and 3) the consistency of statewide implementation.
a.

Differences between everyday medical and clinical guidelines and PFGs

Everyday medical and clinical practice guidelines are utilized within the context of
everyday healthcare delivery uncomplicated by a scarcity of medical resources, including health
care delivery personnel. The PFGs address the scarcity of medical resources available in a
PIPHE to treat patients and provide objective guidance on the necessary allocation and
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rationing decisions, especially upon when to withhold or withdraw ventilatory support. 5 With
the PFGs, medical priorities focus on providing care and allocating scarce resources, supplies
and personnel in a manner that saves the greatest number of lives as opposed to focusing on
just a single life. In this sense, the PFGs differ greatly from everyday medical and clinical
practice guidelines.
b.

The Trigger for Implementing PFGs

The trigger for statewide implementation of the PFGs should be clearly articulated,
understood and agreed upon by professional organizations and regulatory boards dealing with
healthcare delivery in South Carolina. The primary trigger for implementing the PFGs is DHEC
confirmation of an onset of pandemic influenza cases anywhere in South Carolina that is
accompanied by the local exhaustion of medical resources to treat the pandemic patient surge
load.
Pre‐pandemic planning must address the equitable implementation of the PFGs across
the state. The logistical difficulties inherent in achieving a consistent statewide implementation
should be examined by all stakeholders to minimize the effect of differing availabilities of
medical services in lesser medically equipped communities. Failure to resolve the logistical
difficulties will create inequities in patient treatment and risk the potential of one county
exhausting its resources while an adjacent county has available resources for an influenza
patient surge.
c. Preventing Inconsistent PFGs implementation
LHCP are concerned that some practitioners may implement the PFGs while others
defer to the everyday medical and clinical guidelines out of fear of liability. Inconsistent
implementation of the PFGs will result in health care inequities and could lead to an increase in
successful medical malpractice suits after the pandemic influenza crisis has passed. For these
reasons it is strongly suggested that all LHCP actively encourage position statements and public
support on implementing the PFGs in a PIPHE by their respective professional organizations and
regulatory boards.
To strengthen consistent statewide implementation and increase liability protection
for LHCP, relevant professional organizations should seek visible support for their members
from their respective regulatory boards. The South Carolina Board of Medical Examiners and
the South Carolina Board of Nursing are the two main regulatory bodies given statutory
authority to oversee health care practice and delivery. Under the Medical Practice Act 6 and

5

See for example, Devereaux, Asha V., et al., Definitive Care for the Critically Ill During a Disaster: A
Framework for Allocation of Scarce Resources in Mass Critical Care, Chest 2008; 133;55‐66.
6

Medical Practice Act. Title 40. Chapter 47. Article 1.

34

the Nurse Practice Act 7 each board can publish advisory opinions and position statements
relating to practice procedures or policies authorized or acquiesced to by any agency, facility,
institution, or other organization that employs persons authorized to practice under each of its
respective acts. Additionally, each regulatory board should apply their respective codes of
professional ethics to guide health care professionals during a PIPHE, pursuant to the powers
given to each under Section 40‐1‐70 (4). 8
Recommendations:
1. DHEC should determine the use of its authorities under its basic public health
authorities and the Emergency Health Powers Act, Sections 44‐4‐100 to ‐570,
trigger a statewide implementation of the PFGs for triage and treatment
during a PIPHE.

to

2. South Carolina’s LCHP, professional organizations and regulatory boards
should identify, articulate and obtain consensus regarding a clear primary
trigger(s) for implementing the PFGs
G.

Present Statutory Provisions

Presently, there are two South Carolina statutes that directly limit the civil liability of
some classifications of LHCP. These statutes are limited in their applicability and would not

Section 40‐47‐10 (I)(1 & 3). In addition to the powers and duties enumerated in Section 40‐1‐70,
the board may:
(1) publish advisory opinions and position statements relating to practice procedures or
policies authorized or acquiesced to by any agency, facility, institution, or other organization
that employs persons authorized to practice under this chapter to comply with acceptable
standards of practice;
(3) adopt rules governing the proceedings of the board and may promulgate regulations for
the practice of medicine and as necessary to carry out the provisions of this chapter
7

Nursing Practice Act. Title 40. Chapter 33. Article 1.
Section 40‐33‐10 (I)(1) In addition to the powers and duties enumerated in Section 40‐1‐70, the
board may:
(1) publish advisory opinions and position statements relating to nursing practice
procedures or policies authorized or acquiesced to by any agency, facility, institution, or other
organization that employs persons authorized to practice under this chapter to comply with
acceptable standards of nursing practice

8

Professions and Occupations. Title 40. Chapter 1. Article 1.
Section 40‐1‐70 (4) Powers and duties of boards. The powers and duties of regulatory boards
include but are not limited to: (4) adopting a code of professional ethics appropriate to the
profession or occupation which it licenses or regulates
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cover all LHCP providing health care under the PFGs. The two statutes are the Emergency
Health Powers Act (EHPA) 9 and the Medical Malpractice Insurance Act.10
The EHPA deals specifically with appointed LHCP and provides civil liability protection
during a “public health emergency” declared by the Governor. Once the EPHA is triggered,
DHEC is granted authority to appoint and prescribe the duties of LHCP as volunteers to assist
with the response to the public health emergency. DHEC appoints volunteer health
professionals under S.C. Code Ann. 44‐4‐570 by entering into a memorandum of agreement
(MOA) with the volunteer with duties prescribed by various DHEC policies and standing medical
orders. A LHCP appointed under this statute “will not be held liable for any civil damages as a
result of medical care or treatment including, but not limited to, trauma care and triage
assessment, related to the appointment of the health care provider and the prescribed duties
unless the damages result from providing, or failing to provide, medical care or treatment
under circumstances demonstrating a reckless disregard for the consequences so as to affect
the life or health of the patient.” 11
South Carolina’s Medical Malpractice Insurance Act provides liability protections for
volunteer LHCP. No LCHP “who renders medical services voluntarily and without compensation
or the expectation or promise of compensation is liable for any civil damage for any act or
omission resulting from the rendering of the services.” This statute does not cover an act or
omission that was the result of gross negligence or willful misconduct. The LHCP who seeks this
protection must enter into an agreement to provide a voluntary non‐compensated service prior
to rendering the care.
Due to the lack of specific liability protection for LHCP during a response to a PIPHE, the
Task Force recommends that the LHCP professional organizations and regulatory boards
consider legislation modeled after Virginia Code Section 8.01‐225.02. “Certain liability
protection for health care providers during disasters”:

9

Emergency Health Power Act Title 44, Chapter 4, Article 1.

10

Medical Malpractice Insurance Act. Title 38. Chapter 79. Article 1.
Section 38‐79‐30 Volunteer Health Care Provider not liable for civil damages; exception.
No licensed health care provider, as defined in Section 38‐79‐410, who renders medical services
voluntarily and without compensation or the expectation or promise of compensation is liable for
any civil damage for any act or omission resulting from the rendering of the services unless the act
or omission was the result of the licensed health care provider's gross negligence or willful
misconduct. The agreement to provide a voluntary non‐compensated service must be made
before the rendering of the service by the licensed health care provider.

11

Emergency Health Powers. Section 44‐4‐570 (C)(1).
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In the absence of gross negligence or willful misconduct, any health care
provider who responds to a disaster shall not be liable for any injury or
wrongful death of any person arising from the delivery or withholding of
health care when (i) a state or local emergency has been or is subsequently
declared in response to such disaster, and (ii) the emergency and
subsequent conditions caused a lack of resources, attributable to the
disaster, rendering the health care provider unable to provide the level or
manner of care that otherwise would have been required in the absence of
the emergency and which resulted in the injury or wrongful death at issue.
In support of specific legislation, there are several public policy considerations that
justify limiting the liability of all LHCP appropriately implementing the PFGs. These
considerations are based on certain ethical principles: 1) the LHCP obligation to provide care; 2)
fairness; and 3) reciprocity. Inherent to all codes of ethics for health care professionals is the
duty to provide care and to respond to suffering. Health care providers will have to weigh
demands of their professional roles against other competing obligations to their own health,
and to family and friends. Moreover, health care workers will face significant challenges related
to resource allocation, scope of practice, professional liability and workplace conditions. Ethical
principles dictate that society should support those who face a disproportionate burden in
protecting the public health and welfare and take steps to minimize the excessive burdens
when providing health care under extraordinary circumstances.
Recommendations:
1.
Within existing DHEC policies and standing medical orders under the
EHPA, DHEC should:
a. clarify “appointee” and “appointment” as these terms relate to appointing
volunteers in the specific context of a PIPHE;
b. delineate which classifications of LHCP are to be appointed;
c. confirm the MOA process by which LHCP, as defined in S.C. Ann. §
44.4.130(L), are to be appointed under Section 44‐4‐570 of the EHPA; and
d. determine what duties would be prescribed to the appointed LHCP.
2.

The South Carolina LHCP and their professional organizations and regulatory
boards should explore the need for a legislative initiative to provide additional
statutory or regulatory liability protection for the professionals each governs and
regulates.

The Pandemic Influenza Ethics Task Force understands it is an advisory body and that
these recommendations do not constitute legal advice to any Regulatory Board or to DHEC.
However, the Task Force recognizes the well founded concerns of LHCP, as outlined above, and
encourages the professional organizations, regulatory boards and DHEC to take the steps
recommended in this report.
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H.

Notes on Public Response to Draft Report

Regional Public Forums
In April of 2009, the South Carolina Pandemic Ethics Task Force held public forums in
Myrtle Beach, Greenville, Charleston and Columbia to present the Task Force’s initial
recommendations for the decisions that may be made in a pandemic.
The Myrtle Beach and Greenville public forums were held prior to the occurrence of the
H1N1 novel virus in South Carolina. These public forums were attended by a few members of
the general and health care public. At these forums, attendees primarily questioned the
distribution of antivirals and ventilators, how many were available and who would receive the
public stockpiles of antivirals.
There were no specific concerns related to the
recommendations, but the forums did provide an opportunity to discuss some of the issues that
might arise in a pandemic.
Immediately prior to the Charleston and Columbia public forums, the first cases of H1N1
novel virus were identified in South Carolina. These public forums were well attended; many of
the questions and discussions were focused on the H1N1 virus and influenza prevention.
However, questions were again raised on the distribution of antivirals, especially to special
populations; with no disagreement noted on the Task Force’s recommendations. Questions
were raised about SCDHEC’s plans to reach non‐English speaking communities in a pandemic.
There was general agreement that health care providers would have to make difficult decisions
and the recommendations as listed in the public summary regarding this decision‐making were
supported by the attendees.
State Summit
The Ethics Task Force report was presented in a public summit held in Columbia, South
Carolina, on July 15, 2009. The Summit was publicized in the media and advance notices were
sent to pandemic planning partners. A live webcast of the summit presentations was made
available for persons who could not attend the summit in Columbia.
As in the regional public forums, there were no disagreements voiced over the
published recommendations. There were, however, many questions about response to a
pandemic, particularly to the H1N1 influenza pandemic. Questions included concerns over
availability of a vaccine and information related to that vaccine, and the roles of various
agencies such as churches and synagogues and home care providers. A question was raised by
a volunteer agency over the protection of volunteer physicians from malpractice. This question
was answered by an attending SCDHEC legal representative who assured the attendee that the
Emergency Health Powers Act provides limited liability for health care providers who become
SCDHEC volunteers.
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APPENDIX 1: U.S. Department of Health and Human Services, Centers for Disease Control
and Prevention, Pandemic Influenza Severity Index.
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APPENDIX 2: Vaccine Target Groups, Estimated Populations, and Tiers for Severe, Moderate
and Less Severe Pandemics as Defined by the Pandemic Severity Index (PSI)
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APPENDIX 3: Settings and Strategies for Antiviral Drug Use During an Influenza Pandemic and Rationales.
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APPENDIX 4: Capacity: Approaches to Optimizing Hospital Capacity
Capacity

Physical
Capacity

Hospital
Staffing

Clinical
Practices

Activity
• Defer any services for non‐life‐threatening conditions where no
severe adverse health consequences are anticipated for the delay
•

Discharge Alternate Level of Care (ALC) patients to Long‐Term Care
homes when beds are immediately available

•

Discharge acute inpatients to home care when care can be provided
safely in that environment

•

Discharge acute patients to family and self care when care can be
provided safely in the environment

•

Create “flex beds” from reserved beds or recently closed beds

•

Use ventilator capacity anywhere in the hospital where sufficient
oxygen capacity exists (e.g. ER, post‐anesthetic care units), cohort
infectious patient and noninfectious patients

•

Deploy freed‐up beds for influenza patients

•

Re‐deploy clinical staff from deferred services

•

Defer staff holidays and leaves of absence until pandemic ends

•

For staff willing to work extra hours, establish 12‐hour shifts up to the
maximum recommended number of days per staff

•

Training non‐clinical staff to provide support services such as meals,
personal care, and patient movement for treatment, site cleaning and
support for health care workers and their families, so the workers can
do their job (e.g. child care, pet care)

•

Recruit clinical agency staff in coordination with other hospitals in the
immediate geographic area

•

Encourage members of the public to take home health care courses
before the pandemic so they know how to prevent infection and
provide supportive care for family members who are ill; train family
members of hospital patients to provide home health care

•

Cross‐train clinical staff for influenza care and other essential services
during a pandemic and other large‐scale emergencies

•

Adopt clinical care practices to optimize hospital capacity
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APPENDIX 5: Specific Clinical Practices
APPENDIX 5 a: Adult Self‐Assessment Tool
Adult Self‐Assessment Tool
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Continuing Influenza‐Like Illness Assessment
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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)
Identify the types of services that could be delivered by phone (e.g.,
counseling, some assessment services)

Deliver services
in different
ways

Identify the types of prescription medications that can be renewed without
having the patient come into the office
Inventory your staff’s competencies to identify services that could be
delegated to other providers/ staff members competent to provide them
[SC Delegation of Controlled Acts policy for more information.
Identify primary care services that can safely be reduced or deferred during a
pandemic [see Ontario Table 11.3]

Defer some
services

See the laboratory/diagnostic services that will be reduced or suspended
during a pandemic [see Ontario Chapter 14, Table 14.2]
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).

Deliver new
services
Develop plans
to ensure
continuity of
care for all
patients,
including
vulnerable
patients

Take into account new services you may have to provide during a pandemic
(e.g., services currently offered in hospital).
Maintain a list of vulnerable patients (e.g., people who live alone, people who
are handicapped, people who require ongoing monitoring for a health condition,
frail elderly)

Actions During the Pandemic
(phase 6, when pandemic influenza
is in your community)
Provide as much care and advice as
is safely possible by phone.
Consider home visits to patients
whose health may be compromised by
coming into the office.

[Work within Delegation of
Controlled Acts policy to delegate
tasks.]
Decide which services to defer –
and the length of the deferment –
based on the severity of the pandemic,
and triage patients accordingly
Access information in real time
from the local medical officer of
health about the severity of the
pandemic in your district and how to
handle services
Do not send patients to the hospital
for non-essential services.
Implement plan.

Implement plan

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)
Practitioner as employer
Be familiar with recommended occupational practices for employer
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;

Use appropriate
occupational
health

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
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]

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).
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)
Clean more frequently and follow
environmental guidelines for cleaning
[see Ontario Chapter 7]
Access DHEC district equipment
stockpiles when necessary

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]
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Strategy

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

Use appropriate
occupational
health continued

Use 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]

Actions During the Pandemic
(phase 6, when pandemic
influenza is in your community)
If supplies of equipment such as
N95 or comparable respirators run
out, provide surgical masks
Practitioner as employee
Follow recommended practices,
including appropriate use of
personal protective equipment

Participate in risk assessment and training policies and procedures, cough
etiquette, and 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
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)
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 part of the
community’s
pandemic plan

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

Implement role in the plan

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
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)

Communicate with
patients

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

Use 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.
Put information about deferred
services during the pandemic on
answering machine, on doors and
in offices.
Use information provided by
DHEC (e.g., fact sheets) to ensure
patients & public receive
consistent messages.

Maintain an up-to-date list of all staff contact information
Communicate with
staff

Inform staff about the plans to maintain services during a pandemic
Consult with and inform public health district office
Use DHEC fact sheets to provide information on influenza, occupational health
and safety/infection prevention and control

Maintain business
continuity plans

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

Update staff daily
Use information provided by
DHEC (e.g., Important Health
Notices, directives) to ensure staff
receive consistent messages
Implement business continuity
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APPENDIX 5 c: Primary Assessment Record – Adult
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APPENDIX 5 d: Secondary Assessment Orders for Hospital – Adult
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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 III –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 ≥ 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



Sofa score (0-24)



tracks organ failure in six system



validated predictor of mortality in ICU
settings



Predictive values
– Mean > highest > Δ –SOFA > initial score (less than 11)
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SOFA Score
JAMA. 2001;286:1754-1758

Critical Care Triage Tool
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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
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Critical Care Triage Tool
Critical Care Triage Tool
(96 hour Assessment)
Color
Code

Criteria

Priority/Action

• Exclusion Criteria*
Blue

or

• SOFA > 11*

Palliate & d/c
from CC

• SOFA < 8 no Δ
Red

Yellow

Green

• SOFA score <11 and

Highest

decreasing progressively

•

SOFA <8 minimal decrease

Intermediate

(<3 point decrease in past 48 hours)

• No longer ventilator

d/c from CC

dependent

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.
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APPENDIX 5 f: SOFA Score by Date: Time
Date:Time
Resp
Coag
Liver
CV
Hypotension
CNS
Glascow
Renal
SOFA

GLASCOW
Eye Open

Verbal

Motor

SCORE

Date:Time
No –
1
Pain‐
2
Voice‐ 3
Spont‐ 4
No –
1
Sounds‐ 2
Words‐ 3
Confuse‐4
Orient – 5
No –
1
Extend‐ 2
Flex‐
3
Wdraw‐ 4
Localize‐ 5
Obey‐ 6
E+V+M

70

APPENDIX 5 g: Multi‐Principle Strategy for Ventilator Allocation

White, D. B. et. al. Ann Intern Med 2009;150:132-138
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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
<1 yr (4)

Life cycle (LC)

12‐40 yr (1)
41‐60 yr (2)
61‐74 yr (3)
>75 yr (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

N 1. Medical Service:
Attending:
Resident:

Pager ID
Pager ID

Y

N

2. DIAGNOSIS: Palliative care (v66.7)

Y

N

3. TREATMENT GOALS: Comfort care until discharged with hospice

Y

N

4. CODE STATUS: Full Code

Y

N 5. VITALS: Daily Comfort assessment and RR Q4 hours and PRN Routine

Y

N 6. 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

Y

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

Y

N 8. ACTIVITY:
Out of bed ad lib
Out of bed to chair
Bed rest
Other

Y

N

Y

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

Y

N 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:

Allow Natural Death (AND Orders required)

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

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

Patient Name
MRN
PATIENT ID LABEL

Page 2 of 3
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
Ibuprofen

650 mg

PO

mg

PO

PR

PEG

PRN

Q4H

PEG

PRN

Q6H

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

Mild pain or temp > 101° F
Mild / moderate pain or if fever
unresponsive to acetaminophen

Q12H

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)
Doses available (microgram/hour): 25, 50, 75, 100

Q3 days Pain (opioid tolerant ONLY)

Fentanyl lozenges micrograms TM (transmucosal)
Doses available: 200, 400, 600, 800,
1200, 1600 microgram lozenges.
Usually start with 200 or 400 microgram

PRN

Q1H

Morphine Sulfate

mg

SC

IV

PRN

Q

H

Pain or dyspnea

Hydromorphone

mg

SC

IV

PRN

Q H

Pain or dyspnea

Gabapentin

mg

PO

Q H

Neuropathic pain

Q H

Pain or dyspnea.

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

PRN

Pain (opioid tolerant ONLY)

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

Risperidone

mg

PO
PO

IV

PEG

SC

PRN

Q H Restlessness due to
terminal delirium

PEG ODT PRN

QH
Restlessness due to
terminal delirium

C. NAUSEA AND VOMITING
Metoclopramide

mg

PO

PEG

IV

PRN

Prochlorperazine

mg

PO

PEG

IV

PR PRN

Haloperidol

(PR dose 25 mg, other routes, 10 mg)
mg PO PEG IV SC PRN

Physician Signature

Pager ID

AC & HS Nausea and / or vomiting
Q8H

Date

Nausea and vomiting (first
line if nausea and vomiting
due to opioids)

Q H Nausea and / or vomiting

Time

AM/PM
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Adult Palliative Care Orders

Patient Name
MRN
PATIENT ID LABEL

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.>

Y N 12. MEDICATIONS (Review Drug Sensitivities):
Medication
Dose
Route Frequency

Comments

D. BOWEL REGIMEN
Docusate Sodium

100 mg

PO

PEG

PRN

BID

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

Senna
(Senokot ®)

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

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

Bisacodyl
(Dulcolax ®)
Suppository
Lactulose

10 mg
mL

Loperamide

2 mg

PR

PRN

Q12H

If no bowel movement in
past 36 hours

PO PEG

PRN

QH

If no bowel movement in
48 hours

QH

Diarrhea

PO

PEG

PRN

E. OTHER SYMPTOMS
Lorazepam

mg

PO

IV

Midazolam

mg

IV

25 mg

PO

Chlorpromazine

SL PRN

Q1H

SC

PRN

QH

IV

PRN

Q6H

Anxiety
Seizure and CALL Physician
Hiccups

Scopolamine
1 patch 2 patches TD (transdermal)
Q 3 days Excessive secretions
Dose: 1.5 mg per patch. SC, Q4H, twice, until TD mechanism effective.
Atropine 1%
ophthalmic
solution

2 drops

Glycopyrrolate

SL (sublingual)

0.1 mg 0.2 mg

Baclofen
Diphenhydramine

IV

mg
25 mg

Dexamethasone

mg

Prednisone

mg

SC

PRN

PRN

PO
PO

IV

PRN

IV

Q4H

Excessive secretions

Q4H

Excessive secretions

QID

Spasms

Q6H

Itching

QH

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
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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
For use only with Adult Palliative Care Orders

4

Before starting continuous opiates at End‐Of‐Life for pain & dyspnea document the following in the medical
record:
[ ] goals of treatment to include continuous opiod therapy for pain and/ dyspnea for end
of‐life care
[ ] 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 [ ] @
2. Medication: [ ] Morphine 1 mg/ml [ ] Morphine 5 mg/ml

ml/h

[ ] Hydromorphone 1 mg/ml

[ ] Other

3. Loading Dose: [ ] no
[ ] yes

mg IV q 10 min until patient reports or exhibits relief of pain / dyspnea
Maximum total loading dose

4. Pump settings:

5. Pump settings:
6.

Incremental dose

mg

Lock‐out interval (delay)

minutes

1 hour limit

mg/hr

Initial basal rate

mg

mg IV h hour

If pain / dyspnea not controlled, patient may receive bolus of
[ ] Morphine
mg Q10 min x 3
[ ] PRN for pain/dyspnea [ ] Q hour [ ] Q 2 hr
[ ] Hydomorphone

mg Q10 min

[ ] PRN for pain/dyspnea [ ] Q hour [ ] Q 2 hr

[ ] 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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