
CRISIS CARE PLAN 

The goal during Crisis care is to focus on delivering the best care for the patient 
population. The proposed strategies aim to pose the least risk to the patient and provider. 
Chinese hospital anticipates the greatest challenge during Crisis care will be related to 
severe staffing restrictions. Additional beds are available however staffing those beds will 
result in severe ratio non-compliance. Crisis care may be triggered after a HICS debriefing 
is completed and ED beds have reached full capacity, all 4 beds in observation area are 
in use, all 6 beds in ICU are in use, 6th floor unit has 6 patients, third floor census is 18 
and second floor census is at 23.  

 

SPACE 

• ICU is capable of accommodating 6 patients and a maximum of 6 ventilators. 
• PACU in the main hospital building (4 beds) and PACU (3 beds) in the ‘79 building 

(old hospital) may be used for critical care. 
• Emergency Department (ED) has 7 beds and 4 observations beds. The Support 

Health Clinic adjacent to the ED may be used for additional triage space and 
patient care. Tent area outside of the ED may be used for triage surge. 

• 4 observation beds in the ED may be used to cohort COVID positive patients until 
inpatient beds are available for admission. 

• 2 additional beds adjacent to the ICU are capable of monitoring patients. High flow 
oxygen patients may be placed in Rooms 608 and 609. All ICU rooms are negative 
pressure rooms, Rooms 600-609 are also negative pressure. 

• 6th floor has a total of 12 beds and may be designated as the COVID unit (no 
telemetry available except for Rooms 608 and 609). 

• A maximum of 12 telemetry patients and an additional 6 med-surg patients can be 
placed on 3rd floor. 

• 4th floor has 18 beds for med-surg level of care (no telemetry). Significant 
limitation in opening this unit is staffing. 

SUPPLIES 

• Supply availability will continue to tracked and substitute supplies will be 
considered. 

• PPE and oxygen levels will be tracked and continue to be provided. If PPE 
availability is low, we will work with the MHOAC. 

• Equipment will be reassigned to nursing units from clinics and other outpatient 
settings .Examples include vital sign machines, anesthesia machines, IV pumps 
and portable oxygen tanks. 

• Specialty equipment including ventilators, high flow oxygen systems and CAPRS 
may be triaged. Helmut oxygenator, Nasal cannula under non-rebreather masks 
and Bipap use will be considered based on patient need.  



 
 

STANDARD OF CARE/STAFFING 

• Elective cases requiring post surgical admission may be rescheduled or canceled.  
• May reassign staff from perioperative services to other patient care units. 
• Nursing leadership may step in as house supervisor and house supervisors may 

become charge nurses or staff nurses. 
• Implement use of telemedicine where needed. 
• 12 hour shifts for supervision may be instituted. 
• New graduate nurses may receive abbreviated orientation and deployed to lowest 

level of care units. New graduates would be placed per diem with 3-6 months 
regular schedule without FT penalties. 

• Consider ancillary staff implementing 12 hours shifts. 
• Monitor staff’s ability to provide room turnover, trash control, restocking duties, 

replenish linens. 
• Increase EVS and Nutritional services staff as needed. 

 


















































































