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Guidelines and Implementation

Society of Rural Physicians of Canada
Société de la Médecine Rurale du Canada

CAEP | ACMU

FOR IMMEDIATE RELEASE
Ottawa, ON: March 21, 2020

Canada’s rural population, which includes many Indigenous communities, requires equitable access and care close to
their homes. Infrastructure, human resources, geography and weather impact rural medical outcomes. During the
COVID-19 pandemic, it is crucial that urban and rural referral sites support each other and act as a unified system of
emergency care. It is critical that Canada’s rural Emergency Departments (EDs) remain open and staffed. It is of national
interest to avoid unnecessary rural patient transfers to urban and tertiary care centres already at full capacity. Similarly,
robust repatriation of patients back to their rural origin will optimize tertiary care capacity. Some rural regional
hospitals have ICUs, in-situ ventilator capability, and a core generalist specialty service but require specific attention and
support.

Rural Canadian resources are ill equipped for the pandemic. Rural EDs are much smaller and have limited human health
resources making it difficult to mitigate staff illness, self-isolation/quarantine requirements and burn-out. The staffing
models and service impacts are also different. Full scope rural family practice generalists cover multiple community roles
simultaneously. In addition to ED coverage they provide office practice, inpatient and long-term care, maternity and
obstetrics, OR assisting, chemotherapy, remote clinic oversight, Indigenous population outreach and transfer medicine
to name a few.

Rural Canadian hospitals are now struggling with supply chains of basic medications (MDI, antibiotics, sedation agents),
testing supplies and Personal Protective Equipment. Coupled with more prolonged testing turnaround times and fewer
resources for managing and educating staff, there needs to be increased attention to rural access to care during the
COVID19 pandemic.

Recommendations:

1. National licencing/credentialing: establishment of emergency pan-Canadian licensure of health care workers.
Create a standardized national system for rapid / dynamic intra-provincial and cross-provincial regulatory
licensing. Improving provincial health authority credentialing and privileging for multiple jurisdictions (rural to
urban, urban to rural).

2. Utilize new grads: mandate that recently graduating MDs with provisional licenses (because of delayed formal
certification exams) can do locums, be assigned billing numbers and sigh employment contracts.

3. Increased Funding and coverage: Federal and provincial funding mandated to respond immediately to increase
number of temporary rural positions. The majority of rural EDs are staffed with single physician coverage.

4. Create Rapid Rural Relief Teams: creation and deployment of centralized provincial teams that include MDs,
core generalist specialties, RNs and Respiratory Therapists.



Where to get Information?
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Staffing Issues & Capacity

BY KELVIN GAWLEY
Posted Mar 12, 2020 2:46 pm PDT

Rural and Community Emergency  @mmo
Medicine is going to be key in our ba =
success as a country .

Underserviced / Deteriorating
Fast

Cross Border Licensing Essential | ,i?’ k/
and pathways / Quarantine T N
Issues need to be resolved

Royal College of Physicians and Surgeons of Canada should explore alternatives to in-person
oral exams: petition

A delay in testing could keep doctors from responding to COVID-19 and getting on with their

Rapid testing of health staff

Doctors 'desperately want this exam to go ahead as scheduled'



Keep Workforce In Play

HEALTH

|f you have 1 or 2 that do Coronavirus: Ontario lags behind all other
: provinces in COVID-19 testing
obstetrics, support them by
taking shifts until needed 0P
N

™

Be ready for the travel,
guarantine and loss of
normal locum help

Need to get licensing
worked out immediately

GET TESTING TO RURAL | = R

— WATCH: Trudeau says Canadians' actions today will determine where we are a month from now



Triage and Patient Flow

®* Right NOW
®* Hospital Flow
* ER Flow

® Disposition / Decisions




Hospital Flow Flow

PPE supplies in closet outside of PAR, in ER stores area,
mobile PPE cart near maternity.

Flow Chart for St. John Hospital : COVID-19 Response Plan

Aerosol: N95 mask, gown,
. gloves, goggles/face-shield,

Direct Patient Care: COVID-19 Patient: surgical

Patient arrives at SJH Staff/Doc entry ?

surgical mask, gloves, ) mask, gown, gloves, . ; MARCH 30, 2020
googles goggles/face shield apron Doors open 8am-4pm Procedure - under consideration. d
AMBULANCEl WALK-IN l C‘:‘:c'i'iz":';‘-“ai ’ MATERNITY l ONCOLOGY l No entry
labour and mtd
delivery of hospital
Assessment in Screened by ER or COVID+ Pt Screened by ER or Pt calls ahead L ZE
Ambulance by nurse or Floor nurse at hospital pre-booked to Floor nurse at hospital Screened at Sunroom
physician. Resp. Pt. should NO Resp main entrance UHNBC YES Resp main entrance NO Resp YESR door by Onc nurse
be called ahead symptoms t symptoms foa
e called ahead. symptoms ympto symptoms NO Resp
YES Resp / \‘ & needs symptoms
NO Resp symptoms assessment YES Resp
symptoms S:Enspizgs;r?s Is this a Is this a symptoms
planned planned
) @ C-section? C-section?
Assessment in ; NO YES Receive
; YES Is this Pt an NO YES Pt goes
Register as Decontamination |¢— Assessment treatment
ey v Urgent Case? l/ \ / \A in ER h.or.'ne o
Move to ER via INTUBATE HERE 2 If Pt showing Delivery in Decontam Individual o i
. ’ Delivery in Scheduled plan will be ab picks up
Main Hospital or Rm 147 resp symptoms L&D et or tidona’s
doors and back BAY 1 Full PPE on arrival, 149 P made wit B2
NO from Mat Doc Bay 1 GPO
door to ER Ante Room is dirty KIL in DOC-T?D consult OB (3rd cart prepped) List ocke
Trauma Rm YES i or'ltclu:'ncal team. Possible: Contact Doc OR
reserved for Admit Patient returns to car w——— « Delay section, from Mat List
non-Resp and calls NH #. l swab and l l OPERATING ROOM
ROSe and order Observation RM Swabs done by Appt. reschedule
setsin ER (RM 140, 141, 143 by Heather Floris at « do C-section
back-up) Is this an in full PPE Is this an Recovery in ®
urgent urgent OR No elective surgeries
YES C-section? YES C-section? Only planned or urgent
C-section _secti
Intubate N(')/ \Y‘ES N(.)/ \Y‘ES C-sections
HOUSEKEEPING ®
SR Move to ® .
g:tric:;:;gliigr“; i Reco{rery o Delivery and recovery in Recovery in Delive.ry and l
INTUBATE HERE :
terminal clean. Ventilitor here t::r: l:r7l OR Ii?lz:rer:ﬁm recovery in
- only take Lifepak in ek { Contact Doc from Mat List dbech i OR
l YES il o REREee - 3 staff on call, 1 runner
1 RN & 1 LPN per . i
Pass s o P:t 3 3 3 3 3 Recovery in OR or PAR
Pt Passes - Double- P . o ’ } _ o ‘ + Decontamination process to be posted
@® bag (aerosol) NO ONE INTERACTS If needing more ':me in hospital move to If needing mo;e time in hospital move to « Intubation kits are pre-assembled
Morgue 48 hours WITHOUT PPE ON!!! m147 m 135,136

*pku screen and cord removal at PHU



ER Flow

COVID - 19 Admission/Ventilation

Does patient require immediate intubation?

Decision Tree

Assess and treat suspected COVID patients in separate areas

No other relevant medical issues
e Has access to food, water, communications, safe shelter

Is at baseline level of function

e (02 saturation at baseline and no decompensation with

activity, or greater than 94% on RA

Respiratory rate less than 20

Heart rate < 110 (no other pharmacological confounders)

BP not below base line or expected reading for age/Sex.

Does not appear clinically decompensated

from non COVID patients.

| DISCHARGE with indications when
to return to ED.

Patient can walk 30 meters with less than 10% drop _’
in saturation (even if CXR or US +ve)

DISCHARGE with advice to do walk
test at home with home (ideally
with 02 sat probe) and indications
when to return to ED.

Consider keeping a list of
discharged patients for daily
telephone check until improved or
hospitalized.

Relocate to non-acute COVID treatment area
02 at 15 |/min with reservoir, keep 02 sat > 94 * 10% drop in saturation and >94% on RA
Labs/ABG/ECG and imaging as required
Reassess in 6 hours with walk test
Refer to admitting service if applicable

Patient can walk 30 meters with less than

L/

v

Continue treatment, reassess in three
hours for possible discharge

Unable to do walk test or responds poorly *
with satn. less than 90%

L

v

Does not
pass walk

Initiate ventilatory support! using appropriate precautions
Transport sedated patient using appropriate precautions to
area dedicated to ventilated COVID patients.

Refer to admitting service.

test

Passes walk test and
maintains saturation

b oo ¥

Admit to ward

Admit to ICU

L

DISCHARGE, advise
when to return to ED.

Continue treatment
. e
Patient decompensating? m Refer for admission




Decisions for Larger Rural or
Community

LH Simplified Algorithm for Supportive
PUI or Confirmed COVID-19 Respiratory Therapies in COVID-19

Pneumonia Requiring Admission

Yes Consider Ward Admission
> Monitor for deterioration:
RR>30, sat < 94%, shock

02 sat >94%
on <5LPM 02

o -
-

v v

( Get ABG w P/ F < 200 _( Consider ICU Admission

J 'L For Invasive Ventilation

P/F > 200 |

Consider Ward Admission
For Trial of HFNC -
CCOT/ICU to Consult ROX Index = Sa02/Fi0O2
RR

Monitor for deterioration:
RR>30, sat < 94%, shock

2 hrs

v

q 6-12 hl‘S Calculate ROXi < 4.88 _( Consider ICU Admission

ROX Index 'L For Invasive Ventilation

Monitor for deterioration:

RR>30, sat < 94%, shock ‘ ROXi > 4.88




Small ER Question

Hi there Thank you for advocating Wﬂ
forus. Re small rural ER. S, ;‘ .

. S

t.;'f

Please comment on intubating a
patient in overt respiratory failure
with only direct laryngoscopy
available & prolonged wait for

tra nsport to a b|gger Site . Source: Laurie Mazurik, Critical Care
Transport and Emergency Physician at

February 4, 2020

Protected Code Blue Principles in

2020

Sunnybrook Health Science Centre



Advocacy

Drive safety / change locally

Forget normal chain of
command / usual pathways

Contact MPP / MP

They will want to hear from
you as they want to help and
trust and know ER is the front
line

Keep requests simple




Get Out There

ik Liked ¥ | X\ Following ¥  # Share

=

That said, it was a beautiful, sunny weekend in Kenora, with lots of

B a8
N 4 \” y frustrations, worry and COVID issues mixed in. Thank ...
Continue Reading

® Often trusted and influential
members of the community 440 |

Dr Sean Moore

®* They want to hear your

Services
Opinions Retians

Shop

Offers

Photos

®* Work with news and
photographers

Events
About
Community

Groups

ol i
romote Boos
People Reached Engagements

Visit Ad Center

-_—

Blair Bigham

Blair Bigham is a resident emergency physician and freelance journalist who reports
on the undertold stories of patients, caregivers and the systems that help or fail them.




Transport Considerations

>4

®* Need to have transport at the
Provincial and Local
Command Centre / Tables

f e
* This needs to be worked out in f Z
advance and coordinated

®* Make choices they can work
with - intubation, etc



Transport Considerations

® Plan A rural - get them out

® Plan B rural - care as long as
you can, use telemedicine
links to help guide

¢ Keep simple protocols

® Mortality will be significant




Question

@ Dr. Don Burke - Joule Innovation grant recipient 2

What Covid specific realtime
support /resources will be
available for an acutely ill
patient?

Dr. DonABurke
Cﬁtical Outreach & Diagnostic Intervention
2018 Joule Innovation grant recipient

MORE VIDEOS
L .
aant

Anywhere except Quebec atthi Eaia T @ o e O O

time. Meet physician innovator Dr. Don Burke

MARCH 25, 2019

D OW n Ioa d a p p 1-888 In 2018, Dr. Don Burke received a $25,000 Joule Innovation grant for his initiative, Critical Outreach &

) 6 Diagnostic Intervention (CODI). CODl is an on-demand, immediate support service connecting rural

o.+ .0 , _ . .
‘ege’ point of care service that connects rural physicians and intensivist in British Columbia. The CODI app

physicians and intensivists in British Columbia. CODI provides an on-demand, virtual 24/7, immediate

ROS e aims to provide better patient outcomes, fewer unnecessary hospital transfers and reduced health care
costs.

Rural Outreach Support




Guidelines and
Implementation

% HOME MEMBERSHIP EM COMMUNITY ADVOCACY RESEARCH EDUCATION RESOURCES WHO WE ARE USER DASHBOARD

CAEP | ACMU

Rel ia b I e I nfo rm ati O n fa St Clinical Flow Charts, Guidelines and Protocol-
o )

~ g

CAEP, ACEP, EMCrit - Vo

March 25, 2020 March 25, 2020 February 4, 2020
COVID Intake Flowchart with History, Surviving Sepsis Campaign: Guidelines Protected Code Blue Principles in
Physical Exam and Order Sheets on the Management of Critically Il 2020
Adults with Coronavirus Disease 2019 Source: Laurie Mazurik, Critical Care
n n To obtain an editable word document
Z (COVID-19)COVID-19 Critical Care Transport and Emergency Physician at

contact chova@caep.ca

Clinical Guidelines Sunnybrook Health Science Centre
Source: https://www.ceep.ca/2019-ncov
l I Source: Pending Publication in
——

ccmjournal.org

" " BRIGHAM HEALTH
VID information for Y i
y WOMEN'’S HOSPITAL
Canadi hysici
March 25, 2020 March 25, 2020 March 24, 2020
F a Ce b O O k COVID-19 Critical Care Clinical POCUS use in Code C/CoVid-19+ COVID-19 and Persons Experiencing

Guidelines Patients in the JGH Emergency Homelessness or Vulnerable Housing
Source: Brigham and Women'’s Hospital DEpArtmEnt Source: CAEP Members-Andrew Bond,
Source: Jewish General Hospital, Edward Xie, Kate Hayman, Jennifer

Montreal Hulme, Hasan Sheikh, Aaron Orkin


mailto:RURALMED@LISTS.MCGILL.CA

Guidelines and
Implementation

Protected Code Blue
ER Flow / Hospital Flow

Sepsis Management / Covid
order sets

Watch EM RAP / CAEP etc

INITIAL EXPERIENCE '///['] COVID-19

W fraely based on Gnm li'.rf: video-conference With intensivists
mv from Lodl. Pavia, Lecco & Monza, March 10 2020
graphics by M Velia Antonini @F0AMecmo

c@v'm it i5 Uke a tSunami mcan‘tmw-st&ndrlg&uﬂmmth\

Continuously incre demand, as beds avallable these re-defins whals tal
organlzaflon to cope with mg,atil.'c patients, positive patients without the need of 02, 2
just O or KIV/IMV; need for increase (COVID dedicated) intensive care areas fo admit 10u patients.
i.m sub-intensive care unit. day Surgery wards, recovery rooms [Severely reduced

converitional .su:gk‘.a] activity. just mr&cmigsj —

BH] L WY SARS-CeV-2

xd to b prepared befors patirts flood)
BEBER| yo e °mf[“ o ﬁ,,',wpﬁfmm area whers fo admit patients (ut be ready to find

BBBFT]| afernstive soiutions dey by day o5 situation svelves) Salective friags or COVID pts
know/define in advance clean & dirty Yaﬂuaﬁ clean & dirty areas
Take care of your hurnah resnurc&s be able to flgure out your PPE nee.d' &

practl-:.c donning and doffing proCedures providers & area Safe: protect tin
quara ine parSonnel eve expoSed Irwug,etslc&:m:ulssohgtulmna rpﬁtiah

m nized in & network: Support of Emrrwndine. hospitals may be crucial te drain huge amount of critical
pati transi‘c:ﬁng. tham to other ICU, guided by main coordination center. AlSo non-COVID ptS need fo be managed.

and eventually diverged to other ﬁre.a.-"l'rospihls

EARLY) DIACNCSIS

Patients simllar to one ancther -C.:(‘R interstitiopathy. bilateral infiltrateS common
O {rarely a.swnme.tﬂc.aﬂ with graﬂ.rltatima.l n'jﬁ ticm ARG/blood tests: initially moderate hypoxemia. mild
acldosis with normal lactates, Severe base deficit. high anlon gap
elevated LDH, very high CHP. elevated GX, negative procalcitenin R U ] BS
Early dingnosis mndﬁin‘ry to ]:lropnrty manage patients & respect
Frf-dﬁ-ﬂ:m:,d' ;- in area imvolved by oufbreak. interstitial Keep negative fluld balance. with minimal \rnle:mm
ory fallure &/or flu like Syndrome = freat as requested to aweid h riusion linotro
ccm Itiw_ unless proven ctherwiss . swab to exchide vaSopreSSors generally better vs r d
mor‘e. 10 c-on'inn““ be careful, do not trust negative replacement, if no h'lﬂlﬂatﬂrﬁ of hypovolamia)
mmmmthawstmmmmus Due to high right pressures MV induced
E,o f‘or bronchoa veolar lavage/deep bronchlal aspirate/ often IVC fixed/dilated. Heart Invelved
ronchoaspirate (prefer closad suction systams!). frequently with hypo/dyskinasia Strictly

control temperaturs; conSidar eventual
Severe glicemic/metabolic derangament
S lantivirals1 inflammationr). and eventual
tory failure taks time to improve. uSually need a phase of I oot
conitrallad MV with high PEEP (1520 cmi20) before assisted breathing: R N
chack whala clinical conditions. not enly P/F. Often patients are sasy P @NI G
to vantilate, with high t'.umfl.idrm and a-sc.eptﬂ.b]c driving P, but

red to accapt low to avold excesSive AW To fmprove prone poSitioning effectiveness
E-Elmu%am with vt tgtawid o?:'e.rdlstenslon Congider laar EL;E“FPM"&E‘?‘J for 16 if no instability/
NMPAS. Be careful with early Spontanecus ventilation m ﬂs‘n am”mei:gg‘y n: anh h?pgz sﬂy :
of derecruitment, particularly lung flalds ‘-Rar:.r] time PP lis 20.22h) 1t OngaT

needed to wean: due to delayed weaning. learly) think to

: until stable P/RE0. Due to lung Injury.
trachesstomy: MV/sedation managament easiar/proning still feasibls repeated PP not easy for

aff due to PPE. particularly If
nced murSes enrolled from 1cU

m [m RAS@UN ?mnedmmmm E

— Coupls of LS pattern reportad: "
& Sonogra hic n of pu rnunary Interstitial Syndrome wi
3 Fr,rv.d‘tipilﬁﬂ -lines bath anterior & ﬁtﬂ"ﬂ lung,
ﬂf.lds. myb: coalascent, with bllateral distribu probably
FEEP rv—SpormerS‘ titrate PEEP (chack if pattern disappears as
5 o P’EEP Patients are hypoxemic but really C.umpﬁani
ﬂol'!'ﬂ-rll lung flalds (= risk of overdistension if high J| to MV, and prone pesitioning re
PEEP) + ti's-su., iIkx: Eﬁ.’m in posterior lung flelds. probably not § 1o dafe.  moSt do not need rescus ".-'UECJ“ID
recruitable with alone » mayba n?:.d prone positioning to I vs HINL pneumenia land this 15 geed as
be recruited. patients admission massive..). Consider
“onSider dally LUS (a5 feasible dus to high number of Pﬂt]ﬂh‘&.l. ta mentual nesd for veno-artertal suPPQrf chun
ﬁuidn MY Scttlngs.-’mnn ement (is PEEP titration, prone | to myocarditis/hypexic cardiac arrest. or
1 a’mf' $ manlt: fr : ‘UGT loss otI gagﬁtimfre M{i’m venc-artarial-venous ECMO i hamodynamic
early sctl complications le conSolldation SuggeStin mpalrment « no reSpendars to MV
Superinfections. bar-gtramna due to high MV Sct‘tm&Sa‘

i, e s Creeithis Connond idfrution o)
manoeuver (e PIX/Subtutanscus emphySemal, Repommercial Neberhatios L irermational Lcenss, (c)CDREH=)
Mtp fereilrmtommon nng/ L ente Dby sl nd'L 01



ldeas and Comments
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