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Disclosures relevant for this presentation

| am the National Medical Director (CMOQO) for HCA Healthcare’s 143 ASCs
that operate in 16 States and 39 markets representing over 800K procedures
annually
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Take home messages from tonight

« The COVID-19 pandemic continues — adaptability and resilience will
be required for some time

 Your re-engagement strategy must be thoughtful, programmed, agile
and rigorously applied to be resilient. Resiliency ensures a
continually safe environment capable of effective and efficient care

» There are many tools and resources available to assist you
* The “new normal” may not be like the “old normal” for a while, if ever

* People need to feel safe to engage; it's our responsibility to be safe
so they can feel safe and their trust in us is justified

Disclaimer: This presentation is not a detailed “road map” but a
discussion of general themes for you to consider as you reopen your

ASC and we collectively reopen society
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Procedural Care in America — Current State

Decreases in procedural volume have resulted from pandemic
» Fear of being infected
Risk of contributing to virus spread

Desire to create hospital capacity for COVID-19 patients (beds, vents,
clinicians)

Need to preserve PPE

Government restrictions



Procedural Care in America — Current State

While appropriate, the decrease in procedural care has led to
 Disruptions in scheduled procedural care
» Backlogs of cases leading to increased demand for return
« Ambiguity over appropriateness, timing and case selection

* Confusion about when, how and under what circumstances scheduled
care can resume/accelerate

« Ambiguous, contradictory, and sometimes absent guidance from trusted
entities (government, regulators, professional societies and individuals)

» Devastating financial ramifications for health systems, ASCs, caregivers

Uncertainty and fear are the result



CMS Guidance, Opening Up America

+ CMS released recommendations on re-opening facilities to provide
non-emergent non-COVID-19 healthcare

OPENING UP AMERICA AGAIN
Centers for Medicare & Medicaid Services (CMS) Recommendations
Re-opening Facilities to Provide Non-emergent Non-COVID-19 Healthcare: Phase |

+ States or regions that have passed Gating Criteria (symptoms, cases,
and hospitals) may proceed to Phase |

The United States is experiencing an unprecedented public health emergency from the COVID-19 pandemic.
Healthcare facilities in some areas are stretched to their limits of capacity, and surge areas have been needed
to augment care for patients with COVID-19. To expand capacity to care for these patients and to conserve
adequate staff and supplies, especially personal protective equipment (PPE), on March 18 the Centers for
Medicare & Medicaid Services (CMS) recommended limiting non-essential care and expanding surge capacity
into ambulatory surgical centers and other areas. However, CMS recognizes that at this time many areas have
a low, or relatively low and stable incidence of COVID-19, and that it is important to be flexible and allow
facilities to provide care for patients needing non-emergent, non-COVID-19 healthcare. In addition, as states
and localities begin to stabilize, it is important to restart care that is currently being postponed, such as certain
procedural care (surgeries and procedures), chronic disease care, and, ultimately, preventive care. Patients
continue to have ongoing healthcare needs that are currently being deferred. Therefore, if states or regions
have passed the Gating Criteria (symptoms, cases, and hospitals) announced on April 16, 2020, then they may
proceed to Phase |. The Guidelines for Opening Up America Again can be found at the following link:
https://www.whitehouse gov/openingamerica/#criteria
OPENING UP AMERICA AGAIN

* ASCs should consider alignment with other in-market facilities
(“community standard”)

use of all

d virtually, these rec

healthcare systems and facilities as they consider resuming in-person care of non-COVID-19 patients in regions
with low incidence of COVID-19 disease.

is strongly encouraged. However, for care that cannot be

— the first in a series of recommendations — may guide

Non-COVID-19 care should be offered to patients as clinically appropriate and within a state, locality, or facility
that has the resources to provide such care and the ability to quickly respond to a surge in COVID-19 cases, if
necessary. Decisions should be consistent with public health information and in collaboration with state public
health authorities. Careful planning is required to resume in-person care of patients requiring non-COVID-19
care, and all aspects of care must be considered — for example:

Proposed State or Regional Gating Criteria
(Satisfy Before Proceeding to Phased Opening)

*  Adequate facilities, workforce, testing, and supplies
*  Adequate workforce across phases of care (such as availability of clinicians, nurses, anesthesia,
pharmacy, imaging, pathology support, and post-acute care)

The following recommendations aim to give healthcare facilities some flexibility in providing essential non-
COVID-19 care to patients without symptoms of COVID-19 in regions with low incidence of COVID-19.
Healthcare systems or clinicians have flexibility to re-start clinically necessary care for patients with non-
COVID-19 needs or complex chronic disease management requirements in accordance with the following

SYMPTOMS CASES HOSPITALS

Downward trajectory of influenza-like
illnesses (ILI) reported within a 14-day period

AND

Downward trajectory of covid-like syndromic
cases reported within a 14-day period

Downward trajectory of documented cases
within a 14-day period

OR

Downward trajectory of positive tests as a
percent of total tests within a 14-day period
(flat or increasing volume of tests)

Treat all patients without crisis care
AND
Robust testing program in place for

at-risk healthcare workers, including
emerging antibody testing

general considerations:
General Considerations

e In coordination with State and local public health officials, evaluate the incidence and trends for
COVID-19 in the area where re-starting in-person care is being considered.

*  Evaluate the necessity of the care based on clinical needs. Providers should prioritize
surgical/procedural care and high-complexity chronic disease management; however, select
preventive services may also be highly necessary.

1 4/19/2020



https://www.cms.gov/files/document/covid-flexibility-reopen-essential-non-covid-services.pdf

CMS Guidance, Opening Up America

States or regions that have passed Gating Criteria (symptoms, cases, and hospitals) may
proceed to Phase | with the following expectations per CMS Guidelines:

« Screen all patients for symptoms of COVID-19 and conduct temperature checks
« Sufficient resources should be available without jeopardizing surge capacity

« Universal masking should be in place

« Staff should utilize N95 masks for aerosolizing procedures

» PPE conservation efforts should be in place

« Staff should routinely be screened for COVID-19

» Social distancing measures should be in place in common areas

* Visitors should be limited and screened upon entry

» Adequate supplies and equipment should be available

« When adequate testing is available, test patients before care and and staff routinely
 Elective care should cease if there is a surge
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CMS Guidance, Opening Up America

States or regions that have passed Gating Criteria (symptoms, cases, and hospitals) may
proceed to Phase | with the following expectations per CMS Guidelines:

« Screen all patients for symptoms of COVID-19 and conduct temperature checks
 Sufficient resources should be available without jeopardizing surge capacity

« Universal masking should be in place

 Staff should utilize N95 masks for aerosolizing procedures

» PPE conservation efforts should be in place

 Staff should routinely be screened for COVID-19

» Social distancing measures should be in place in common areas

* Visitors should be limited and screened upon entry

» Adequate supplies and equipment should be available

« When adequate testing is available, test patients before care and and staff routinely
 Elective care should cease if there is a surge
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SAMBA's leadership in reopening ambulatory anesthesia

SOCIE TY FOR
AN Bjnestiesn
71

Outpatient » Office Based + Non-Operating Room

Society for Ambulatory Anesthesia (SAMBA) Statement on Resuming
Ambulatory Anesthesia Care as Our Nation Recovers from COVID-19
4/18/2020

"" Anesthesiologists’ m

Supported by:

The Federal Government has just issued “The White House Guidelines for
Opening Up America Again® in which resuming elective surgeries was
mentioned more than once. Anesthesiologists and medical directors play an
essential role in maintaining quality and safety for patients and staff at
ambulatory surgery centers (ASCs) and other outpatient surgical facilities,
hospitals, and office-based practices. Thus, The Society for Ambulatory
Anesthesia (SAMBA) is offering this guidance to our member facilities and
members.

SAMBA supports the federal call to resume care of patients for postponed
time-sensitive and elective surgeries as appropriate, with priority given to the
former. SAMBA advocates for a stepped approach when reopening ASCs and
other facilities where these surgeries are performed. Elective surgeries should
begin only in areas where local, state and federal officials have authorized the
resumption. Therefore, this is expected to take place only in communities
where there is a low incidence of COVID-19 admissions to hospitals, a
trending decrease in positive cases, and adequate supply of PPE.

ASCs specialize in outpatient surgery. They are not only suited for low to
moderate risk procedures, but also care for higher risk patients having
increasingly complex surgeries. We need to be cautious in performing
surgeries that have the potential of patients needing transfer to a higher level
of care. Hospitals may still need to care for COVID-19 patients should

resurgence occur. Therefore, SAMBA recommends gradually starting with
low risk, shorter procedures and then moving to more advanced ones as the
pandemic is monitored. SAMBA recommends exploring options for
anesthesiologist-led remote preoperative patient evaluation utilizing
telemedicine platforms to minimize patient visits.

SAMBA strongly endorses testing all patients before elective procedures as
feasible. Every person who has not tested negative is considered a potential
carrier of the virus. We thus strongly recommend maintaining standards as
expressed by the CDC, ASA, and APSF:
1. Maintain safe distancing between patients and visitors.
2. Continue screening patients for symptoms and measuring
temperature.
3. Limit visitors to either none or only one individual per patient.
4. Avoid crowding in waiting areas by removing and separating
chairs 6 feet apart.
5. Strongly encourage the use of level I masks in all public areas
within the facility.
6. Strongly encourage the use of level 3 masks in clinical areas.
7. PPE, including N95 masks, should continue to be worn for
aerosolizing procedures, such as airway management, upper
endoscopy, bronchoscopy, and ENT procedures.
8. Schedule procedures to allow time for droplets to settle during
aerosolizing procedures and for proper cleaning.

Medical directors need to be engaged with the administrative leadership to:
1. Maintain a sufficient supply of PPE for safety of patients and staff.
2. Maintain sufficient supplies of medications necessary for clinical
care.
3. Implement extra environmental cleaning (e.g., elevator buttons,
doorknobs, waiting areas).

SAMBA recently hosted a webinar on infection control at ASCs which can be
found on our website. We urge you to view this webinar to review best
practices for infection prevention, such as proper handwashing, and other
strategies in the prevention checklist.

Minimal staff are recommended to return to currently closed facilities in

sufficient time ahead of service start dates to perform preparatory steps

including but not limited to:

. Proper cleaning of the facility

. Resterilization of equipment

. Adequate inventory of medications and supplies

. Inspection of facility functionality and maintenance of back-up
generators and medical gas supplies

5. Checking expiration date on medications, disposables and implants

BN -

Staffing should be adjusted according to surgical demand, as the
recommended return to service is gradual. It remains unknown whether the
economic impact of the pandemic shut down will impact elective surgical
volumes, and the lingering fear of infection may impact patients” desire to
have totally elective surgeries in the early stages of resuming care.

In conclusion, SAMBA supports the federal call to resume care of patients for
time-sensitive and elective surgeries, as appropriate, in collaboration with
local and federal health authorities. Return to service should be done in well-
planned endeavors considering safety of patients and staff, wellbeing of our
communities and the good of our nation.

Basem Abdelmalak, MD, FASA
SAMBA President

Leopoldo Rodriguez MD, FASA
SAMBA President-Elect

BobbielJean Sweitzer MD, FACP
SAMBA Vice-President
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Tools — Reopening Checklists

A B C D

A B C D

Comments

PR Date of Completion
1 Limitations or further comme

If the ASC has been closed, consider the following below before reopening to provide normal

Ensure all equipment lights and flat surfaces are dusted prior to
services:

59 (first case.

3 | 60
Has there been a downward trajectory in the rate of new COVID-19 cases in the relevant Have sterile supplies stored in the OR's been inspected for
. ) - d ?
4 geographic area for at least 14 days before resumption of elective procedures? Zi amage or expasure
Has any resumption of elective procedures been authorized by the appropriate municipal, county If supplies were damaged/exposed, has action been taken and
5 and state authorities? 63 |completed? (i.e. replacement, reprocessing etc.)
64

If the facility enrolled as a hospital, and the public health emergency (PHE) has not been lifted at
the federal level, did you notify your MAC in writing of your plan to revert back to an ASC prior to

65 |Has an evaluation for electrical hazards been conducted?

6 the end of the PHE period (Note: If the PHE is over, facilities will automatically revert back to ASCs). Are the scrub sinks functloning properly? (this includes water
If the ASC contracted with local healthcare system(s) to provide hospital services and you plan to 67 running at appropriate temperatures)
7 stop before the PHE is over, did you notify the hospital and terminate any agreement? 8
- - - - " 69 Are there enough air per hour?
8 Has the ASC notified the state licensing entity of the reopening date? =
9 If applicable, has the ASC's accrediting organization been notified of the reopening date? If necessary, has your ASC implemented new processes for
Has the ASC's Governing Board determined if the ASC will reopen in phases or at once based on 71 i i i
72

10 information provided by the appropriate municipal, county and state authorities?

73 H f
11 Have the below been notifed of the reopening date and hours/days the ASC will be open: e e e E—

12 - medical staff 75 |Identify backlog of cases
13 - staff 76
14 anesthesia 77 Has center started scheduling cases
78
I
15 - physicians' offices/schedulers 79 Has center contacted physicians offices for restart date
16 - vendors 80
17 Has the ASC verified the local/transfer hospital is able to accept emergency transfers? 81 Have cases been pre-certified
. N . . . 82
Has accurate and complete information regarding a reopening date and any changes in the normal 83 Are you planning extended days?
18 operations of the center been provided on the ASC's website? 84
Has the list of canceled procedures to determine re-scheduling priority been evaluated? (Some non 85 Plan for scheduling low and high risk cases
19 essential procedures may now be essential due to time or change in the patient's health status.) L.
Do you have a plan to help find space for surgeons from
20 Based on the priority list, does the ASC have the necessary staff required for these procedures? 7 |c youhavea plan to he'lp P €
21 Do any ASC staff have childcare/family care concerns?
Has the ASC communicated goals with staff, listened to their concerns and established a safe Has a detailed report of expenses incurred due to the COVID-19
22 environment where staff can verbalize fears, questions and concerns in the future? 88 crisis been by the ASC?
23 Does the ASC have the appropriate anesthesia coverage for these cases? L
- Have all computers and telephone systems been checked to
24 Have scheduled patients been contacted to ensure they can travel safely to/from the ASC? 00 [P
Has the ASC considered creating a letter to patients to reassure them that the ASC has conducted 91
extensive cleaning, training, etc., to serve them in a safe sanitary environment? (Consider posting z; Update phone message to reflect opening
94 Ensure Vivify- GO has been set up and is in use
95

‘Check OMP for updates. If necessary, email Patti McCreadie to
turn on OMP auto prompts for your ASC.

ASCA Checklist to Help Reopen Your ASC Health System Opening Checklist


https://www.ascassociation.org/asca/resourcecenter/latestnewsresourcecenter/covid-19

Tools — Reopening Checklists

Checklist items include:

« [Initial tasks — surveying pandemic infection, check State and local govt., notify staff/vendors

» Central Sterile Processing/high level disinfection — retest equipment, HVAC, check supplies

» Procedure rooms - check air exchanges, clean all surfaces, check supplies, check gas lines

» Business Office/Scheduling — identify case backlog, check adequacy of scheduling, discuss extended hours
* Pharmacy — assess current inventory, reactivate badge access, review med ordering

» Radiology — ensure equipment inspected and functioning

» Patient Care Areas — clean and disinfect surfaces, medical gas; proper spacing of beds

» Risk/Safety-IC — update emergency plan, remove high-touch items; develop new P&P with approvals

» Facilities — check generator, relight pilots on heaters, check drains, “out of service” items like anes machines
« HR/Staff Training — COVID & PPE training, test staff?, N95 fit testing

» Expiration Checks — meds, implants

» Supply Ordering — strategy and implementation for new par levels

» Consignment - notify vendors of reopening, training for COVID P&P, restrictions on ASC visits

» Credentialing/EDHP — check for expirations, new applicant processing



Policies, Procedures and other documentation

N |

A araHC

ACCARD CEAFICN AFHICIATION
foraumorazosy mucrs coas

» Relevant P&P areas to add/edit include
» Screening/monitoring of patients, staff

Staff self-monitoring and reporting

PPE use

Distancing (physical and barriers like
Universal Masking)

Enhanced Disinfection/cleaning (if needed

ASCA COVID-19 Recommendations for ASCs and
AAAHC Standards Crosswalk

Amidst the COVID-19 pandemic, the Ambulatory Surgery Center Associstion

CA) recently rele
essary Surgeries. Thes:
ten recommendations provide sound guidance for infection control and prevention that align wi
AAAHC Accreditation Standards.

yeur

‘We encourage you to consider these recommendations and the Centers for Disease Control and Prevention
(CDC) references when reviewing, developing, implementing, and evaluating your emergency preparedness

plan and infection control processes. The grid crosswalks the Standards with the ten recommendations and
will support your efforts in conducting a gap analysis.

AMAHC's 1085 Strong, qualily every day philosophy stresses the provision of accreditation tools, resources,
and relevant education that promotes patient safety and improves the quality of health care.

AARHC 2017-18 Accreditotion Handbook for
ASCA Recommendation Medicare Deemed Status Surveys

ro-ssenall patkrtsfor | SULAL. Tha watten riscranagemant program andiar poliies | SLA1L goverring bod

oves amriten

Patient testing and medical clearance

» Use an available checklist or crosswalk
» Once again, AAAHC has an excellent one

‘Symptome or highvrisc
expasure prior tothei v,
Degiing at e physictarts
ofica and during any pre
acrrissian phone calls or
ther remcta methass

TiAZ

inform the patientto cal
ahoad ana dcuss t 718
s 1o reschadube thal

appointmant K they develop
‘Symptoms of a resplratory
Infoction fe.g, Cough sore

throat,fovar).

7181

wwn_cde gour g
coroRmREIZON N
Infaction-control/cantrah
recommendations.hemd

‘aciiress methods by whicha pathert may be dsmizsed
From care o refused care:

Tha witten kection prneniion and control program
s releank ta the orgariiatis
by formal, dooumened Infostian revention sk
asseszmart,

The witten kfection prvention and control program
descrites hownfacions and communicatio diswisas
are peventod, demtiod and managed.

Tha program roquires Nmmaciats Implementation af
‘COMmaCtive 3nd prOVEnthe MOaSUIES Whan pratioms are
Identied.
Safngards arg In piacy t: profct pamisnes and otners
from ossInfoction.

A& MU, the DrgAntzafc has wiiten Folids and

PrECRcures that ansune

FAF1. T lsketion or irmeclae ransfor of patients
With comPnniCatle dsoases.

718,

tisk managemant pragramandfor polides that address
methads by mhich a patiert may b disissed from care
ar refusod carn.

The mritten Infuction pravention and corrcl program b
o

7185, i complance with all applicable state and
Sockeral rocirements.

7186, fiesp oviding a plan of actian
for proventing, Ideniféng, and managing

Infections and commLnicatle dsassas and

far Immecdatoly Impleenting coractivg

7187, Focusnd an direct Iarvenion ta prevet
riection. a5 neaded

7188 Conststont whihand adhares to professianally

standarcs of practice. (416.51ial)

7189 The rea.t of a formal, documantad infecticn
prevertian rsk assessment ta ercars that the
farcgram s refank ta the organkzaion.

Palckes are place for the lsolatin ar Immadiate transfer
of patients with a commwnicable dissase
ProviInn have bogn mace for the Kolon of Immadate
Sransfor of paenks wha communicable dissaca:

ASCA COVID-19 RECOMMENDATIONS FOR ASCs AND AAAHC STANDARD'S CROSSWALK



Workflows and Efficiencies

« Strongly suggest simulations (real or tabletop exercises) to identify
constraints/opportunities and workflow modifications

» Screening, distancing, PPE, care protocols will impair “normal”
throughput
 Patient preparation
« Room turnovers with intubation/extubation, cleaning etc.
« Capacity constraints (lobby, PACU/phase |l bed spacing)
 Discharge logistics with limited visitor policies

 Patient follow-up
 Discussed more fully later but in short, we don’t know much about this disease
and its effects on patients undergoing procedural care
» Consider scheduling patterns and case assignments
« High risk cohorting, room flipping, extended hours, etc.
 Creativity will serve you well
[Lesocrshel
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Workflows and Efficiencies (cont.)

 Expect different financial performance
« Cases likely longer -> fewer cases/day (increased labor costs)
« Supply costs likely up (e.g. N95 cost vs. Level 3 or 1)
« Cancellation rate possibly up

* Tension between old financial performance and new reality

* Pressure to achieve former budget and production goals could lead to
breaches in infection prevention, etc.

« Safety of patients and staff must remain the priority
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Safety — Physical and Psychological

Two relevant perspectives
* Physical

» Rigorous infection prevention, patient and staff screening, universal
masking, physical distancing, testing, etc.

» Psychological
* People want and need to feel safe
» Concept of psychological safety always applies to patient safety
 Is even more important now

“Psychological safety is a belief that one will not be punished 1 . Amy Edmondson
. . i . 1= Harvard Business School Professor
or humiliated for speaking up with ideas, questions, concerns A

or mistakes.”



COVID-Free vs. COVID-Safe

Until there is much better point of care testing, a great vaccine or
herd immunity it is impossible for us to guarantee a COVID-free
environment

However, we can strive for a COVID-Safe environment
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Creating Safety for Resumption of Routine Patient Care:
Universal Protection Framework Development

Universal Protection: A new standard that promotes patient safety & confidence across all sites of care

Infection Prevention Access Control Distancing Patient Flow
* Areas of Focus: * Areas of Focus: * Areas of Focus: * Areas of Focus:
o Universal Masking o Separate Entrances o Social Distancing o Workflow
o Personal Protective o Screening: Colleagues o Patient Cohorting o Wayfinding & Signage
Equipment & Patients
o Policies & Procedures o Visitation Policies

Comprehensive Communications & Marketing Strategies Across All Sites of Care

HCA--

Healthcare™



COVID-19 Safe Environment

We are taking an abundance of caution to ensure the safety of our patients, families, caregivers and visitors.

®© &

Enhanced Screening Masks for All Visitors Infection Prevention Heightened Disinfection Social Distancing
We are screening everyone for Everyone who enters our facility We have removed frequently We have increased the cleaning We are adhering to social
COVID-19 before entering our will be required to wear a mask. If  touched items such as magazines, frequency of patient rooms, public distancing, and our lobby is
facility through daily temperature, you have a mask at home, please toys, vending machines, coffee and common areas, restrooms, marked, so you will know where to
signs and symptoms checks. wear it to your visit. Otherwise, we and snacks. waiting areas and any commonly stand and sit. This will also be
will provide one for you and your touched surfaces. Our factored in throughout all phases
visitor to wear throughout your disinfectants are effective in killing  of care during your stay. If you
stay. the virus that causes COVID-19 prefer to wait in your car, please

and other pathogens. feel free to do so.

G @; Q
Personal Protective Equipment Hand Hygiene Visitors Following Safety Protocols
for Colleagues

Hand hygiene is always a To reduce overall exposure, We are following Centers for Disease
We have an adequate supply of priority for us. Hand we are currently limiting Control and Prevention (CDC),
PPE for our colleagues and sanitizer and hand washing ~ Visitors to one per patient. For Centers for Medicare & Medicaid
physicians. This helps protect stations are available pediatric patients, two visitors Services (CMS) and appropriate state
you, the patient, and our team throughout our facility. may come to the facility. guidelines for performing COVID-19

from COVID-19 transmission. safe surgeries.



The Testing Conundrum

Value of testing is dependent on

« Availability

« Accuracy

« Likelihood that result remains true when needed (a moment in time)

What do test results provide?
» Value of a positive test?
» Value of a negative test?

» Decaying value of a preop test relative to dates of test and procedure
« Quarantine patient and family following test, how many days before test and after, etc.?

Will only cease as an issue when POC testing available prior to
procedure

What about the ASC physicians and staff? No risk assumed from them?



The Testing Conundrum (cont.)

Testing strategies
» Test every patient
 How and when
« Gap between test and date of service, other issues as mentioned
» Test selected patients
« High risk patients
 High risk procedures (AGP, airway cases, etc.)
* Test no one
« Maximize screening

Regardless of strategy, until there is a highly accurate POC test we
should assume everyone is a potential carrier and follow Universal
Protection approaches



A sample ASC testing algorithm

Urgent or Non-Urgent/Elective

Symptom and Contact . . Low or High Risk . Symptom and Contact
Screening Procedure Screening

Delay Procedure and refer
for testing (PCR*) and Lab (PCR*) testing within
monitoring. If unable to 48 hours of surgery
delay, test.

Delay Procedure and refer
for testing (PCR*) and
monitoring.

ity T Standard Rsk L

Surgery of the bowel with gross contamination (1) Anesthesia and Medical . . (1) Anesthesia and Medical
ga:onhawngfeﬁzEng"ad Director Approval e w“rhocs:';zasm Spcs Director Approval

Other ope procedures on the aerodigestive tract (2) COVID + protocol and PPE P (2) COVID + OR protocol and PPE

Patients with delayed procedures due to positive symptoms or
COVID tests should be enrolled in VivifyGo monitoring program

Other patient testing to screen for COVID based on the risk of
performing surgery in a potentially infected, asymptomatic patient

will be at the discretion of the treating physician. THE ﬂ
LEADERSHIP

*PCR = Polymerase Chain Reaction F R AM E

CHANGING THE FRAME FOR HEALTHCARE



Professional Collaboration and Consensus

@ AntaoaN Co ”m‘m Surapons ‘i’ Anesthesiologists’ zAORN fﬂggﬁ? eepeal

Joint for ing Elective Surgery after COVID-19 Pandemic

American College of Surgeons
American Society of Anesthesiologists
Association of periOperative Registered Nurses
American Hospital Association

Introduction:

In response to the COVID-19 pandemic, the Centers for Medicare and Medicaid Services (CMS), the U.S.

rgeon General and many medical specialties such as the American College of Surgeons and the
Amencm Society of interim ion of elective surgical procedures.
Physicians and health care and canceled non-essential cases
across the country. Many patients have mdtherneeded but not essential, surgeries postponed due to the
pandemic. When the first wave of this pandemic is behind us, the pent-up patient demand for surgical and
procedural care may be immense, and health care organizations, physicians and nurses must be prepared
to meet this demand. Facility readiness to resume elective surgery will vary by geographic location. The
following is a list of and to guide wrses and local facilities in their
resumption of care in operating rooms and all procedural areas.

1. Timing for Reopening of Elective Surgery
Principle: There should be a sustained reduction in the rate of new COVID-19 cases in the relevant
geographic area for at least 14 days, and the facl[lty shall have appropriate number of intensive care
unit (ICU) and non-ICU beds, personal (PPE), il and trained staff to treat
all non-elective patients without resorting to a crisis standard of care.

Considerations: Facilities should evaluate the following before resuming elective surgery:
a. Timing of resumption: There should be a sustained reduction in rate of new COVID-19 cases
in the relevant geographic area for at least 14 days before resumption of elective surgical

procedures. a4

b. Any ion should be ized by the iate municipal, county and state health
authorities.

c. Facilities in the state are safely able to treat all patients requiring hospitalization without
resorting to crisis standards of care.

d. Does the facility have appropriate number of ICU and non-ICU beds, PPE, ventilators,
medications, anesthetics and all medical surgical supplies?

e. Does the facility have available numbers of frained and educated staff appropriate to the
planned surgical patient ion and facility Given the known
evidence supporting health care worker fatigue and the impact of stress, can the facilities
peffm';n planned procedures without compromising patient safety or staff safety and well-
being?

2. COVID-19 Testing within a Facility
Principle: Facilities should use available testing to protect staff and patient safety whenever possible
and a policy for patient and staff testing.

Conslderauons Facility COVID-19 testing policies should account for:

Availability, accuracy and current evidence regarding tests, including tumaround time for test

results.

b. Frequency and timing of patient testing (all/selective).

1. Patient testing policy should include accuracy and timing considerations to provide useful
preoperative information as to COVID-19 status of surgical patients, particularly in areas
of residual community transmission.

2. If such testing is not available, consldef a policy that addresses evidence-based infection
prevention techniques, access control, workflow and distancing processes to create a safe
environment in which elective surgery can occur. If there is uncertainty about patients’

AMERICAN COLLEGE OF SURGEONS

100+years

Local Resumption of Elective Surgery Guidance

Introduction

In order to focus local resources on managing the new coronavirus (COVID-19) pandemic,
“elective” surgery has been largely postponed and stopped. As the COVID-19 rates have already
reached their peaks, or will do so over the next week or two (depending on location), the
current focus for an increasing number of facilities is toward “ramping up” to prepare for
elective operations.

The current document offers a set of principles and issues to help local facilities plan for
resumption of elective surgical care.

While the effect of the COVID-19 pandemic on local cc ities or facilities is a spectrum,
we suggest facilities use this checklist as a guide to ensure issues have at least been
considered. Understanding both the local facility capabilities (e.g., beds, testing, operating
rooms [ORs]) as well as potential constraints (e.g., workforce, supply chain), while keeping an
eye on potential subsequent waves of COVID-19 will continue to be important.

Within the categories of I. COVID-19 Awareness, Il. Preparedness, I1l. Patient Issues, and IV.
Delivery of Safe High-Quality Care, there are 10 distinct issues to be addressed locally before
elective surgery may be safely reinstituted. Evaluating and addressing each of these 10 issues
will help facilities to not only optimally provide safe and high-quality surgical patient care, but
also to ensure that surgery resumes, and doesn’t stop again.




PPE Considerations

» Usage rates increased over historical levels
« Likely higher than most think even after planning
 Tight controls needed, continual planning for need

* Likely further changes in guidance surrounding reuse,
reprocessing and return to single patient only

« Key question is how long relaxation of normal usage rules remain in
effect (i.e., single patient only use) in an increasingly elective
procedural environment

* Clinician acceptance
* Include all constituents in discussions to determine appropriate use
« Know how to deal with requests for PPE not supported by evidence
« What if it threatens your ASC’s business? THE
B,
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Supple Chain Considerations

* Tight coordination with your supply chain partners is a must

 Allocations are typically driven by historical usage, can make procurement
an issue

* Ensure that you are anticipating supply needs with adequate lead time to
adjust

« Many common anesthesia medications are also in short supply now
* PPE use must be driven by safety priorities
* Resist efforts to allow PPE supplies to influence safe deployment
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Finally, Potential Clinical Anesthesia Concerns

The ultimate long-term effects of Coronavirus and its
disease — COVID-19 — remain to be fully appreciated

We know it

* Presents clinically in several ways
* Frequently is asymptomatic

* Is highly infectious

* |t currently is difficult to treat

However, we don’t know
+ If there are lasting physiological effects
« If infection renders immunity
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1. Introduction

Background: The outbreak of 2019 novel coronavirus disease (COVID-19) in Wuhan, China, has spread rapidly
worldwide. In the early stage, we encountered a small but meaningful number of patients who were uninten-
tionally scheduled for elective surgeries during the incubation period of COVID-19. We intended to describe
their clinical characteristics and outcomes.
Methods: We retrospectively analyzed the clinical data of 34 patients underwent elective surgeries during the
incubation period of COVID-19 at Renmin Hospital, Zhongnan Hospital, Tongji Hospital and Central Hospital
in Wuhan, from January 1 to February 5, 2020,
Findings: Of the 34 operative patients, the median age was 55 years (IQR, 43-63), and 20 (58.8%) patients
were women. All patients developed COVID-19 pneumonia shortly after surgery with abnormal findings on
chest computed tomographic scans. Common symptoms included fever (31 [91.2%]), fatigue (25 [73.5%]) and
dry cough (18 [529%]). 15 (44.1%) patients required admission to intensive care unit (ICU) during disease
progression, and 7 patients (205%) died after admission to ICU. Compared with non-ICU patients, ICU
patients were older, were more likely to have underlying comorbidities, underwent more difficult surgeries,
as well as more severe laboratory (eg. The most common
complications in non-survivors included ARDS, shock, arrhythmia and acute cardiac injury.
Interpretation: In this retrospective cohort study of 34 operative patients with confirmed COVID-19, 15
(44.1%) patients needed ICU care, and the mortality rate was 20.5%.
Funding: National Natural Science Foundation of China.

©2020 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND

license. (http://creativecommons.org/licenses/by-nc-nd/4.0/)

acute cardiac injury, secondary infection, and acute kidney injury) and
death may occur in severe cases. [2,5- 7] The course of the COVID-19 is
long, and COVID-19 is highly contagious even during the incubation

 If it will have seasonal reappearance

If a vaccine will work
If there are interactions with anesthetic agents

In December 2019, an outbreak of the 2019 novel coronavirus dis-
ease (COVID-19) caused by the SARS coronavirus 2 (SARS-Cov-2)
occurred in Wuhan, China [1,2]. It has spread rapidly to other areas in
China and worldwide. [3,4] The most common manifestations of
COVID-19 included fever, dry cough, dyspnea, myalgia, fatigue, hypo-

and ic evidence of ia. Complicati
(eg. acute respiratory distress syndrome [ARDS], arrhythmia, shock,

* Corresponding authors.
E-mail addresses: xiazhongyuan2005@aliyun.com (Z-Y. Xia), zyxia@
(2.Xia).

hitps://doi.org/10.1016j.eclinm 2020100331

period. [8] Furthermore, asymptomatic carrier of SARS-CoV-2, account-
ing for 1% of the laboratory confirmed cases of SARS-CoV-infection, [9]
may potentially transmit the virus during incubation time, [10] which
makes the identification and prevention of COVID-19 infection highly
challenging. During the early phase of the COVID-19 outbreak, we
encountered a small number of asymptomatic patients who underwent
elective surgeries during the incubation period of COVID-19 infection,
but the clinical manifestations and prognosis of these patients were
beyond our expectation. It is our belief that these represent a specific
surgical patient population that deserves our attention.

2589-5370/© 2020 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license. (http:/creativecommons.org]licenses/by-nc-nd/4.0])
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General Industry Thoughts as We Move Forward...

* As the pandemic continues, there will be bumps in the road with
surges, supply shortages, and changing staff and patient
concerns

* The American health system is stressed beyond comprehension
— expect thoughtful leaders to consider changing current
business, delivery and payment models as well as abandoning
historical relationships. The current financial stress provides both
opportunity and political cover to do so

* There is the time to demonstrate that what we do with ambulatory
procedural care in ASCs is not only safe and efficient but the right
place for safe, effective and efficient care in the future
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What Comes After the Coronavirus Storm?

We'll eventually get to a safe harbor, but we'll find we're a changed country.

§ e WSJ OPINION
é’ » April 23,2020 7:32 pm ET

No one is certain what to do. Everyone’s acting on insufficient
information. No plan will come without cost. A lot will become
clear in retrospect. The bias should be opening as soon as
possible as safely as possible. Don’t sacrifice safe for soon.
Have a solid, sophisticated, mature definition of “safe.”
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