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Learning Objectives

1. Identify key planning issues and successful strategies in creating medical surge space for both
adult and pediatric populations

2. Understand the differences between current capacity challenges and acute surge events

3. Identify shared planning components that may strengthen Regional capabilities
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Rate (per 100,000) of Confirmed COVID-19 Cases by County (n=42,944)*
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MGH COVID Census
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Surge: General Care Conversion
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(CoVID)
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Surge: ICU Unit Conversion
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Magnitude of the Challenge
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How to Staff an Acute Surge in Critically Ill Patients

Adult intensivists paired with

pediatrics, embedded meds-
Critical Care Attending peds residents

(Pulmonary, Anesthesia, Surgery)

Medicine, Neurology,

4 N /7 Oncology, Gl, Anesthesia,
Responding Clinicians Surgery, etc.

(Attendings, Fellows, Residents, CRNAS)

- ™ Perfusionist-supported CVVH
Nursing teams, Proning Team

(1:1 pair ICU and floor nurse with 2 critically ill
. patients; >600 nurses redeployed across the hospital) y

Mix of ICU vents, travel vents,

i anesthesia vents, etc.
Vent Staffing /

(Respiratory Therapists, CRNAs, Anesthesiologists)
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What Does that Volume Really Mean?

Medications
* Propofol
Hydromorphone

Sani-Cloth’

GERMICIDAL DISPOSABLE WIPE

i/ inst:
LARGE WIPE Effective aganst:

BACTERICIDAL, TUBERCULOCIDAL, AND VIRUCIDAL® IN 2 MINUTES
ACTIVE INGREDIENTS.

entral venous catheters R R —

* Sterile gowns e £
VARNING s %

¢ Ca Istat \ "«Mm,?i}égﬂm"““mnusmnw pDI'

e Sani-wipes
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MGH COVID-19 Patients at 7am — Outlook through Apr 26

MGH COVID-19 + Cases (census peak projection)
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# Ventilators (at 7am daily)
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Care Adaptation: Proning Team

» Fully staffed team to complete position
changes

» Multidisciplinary team with OR nurses,
OR assistants, physical therapist,
occupational therapists

»Ensured standard of care delivered in
surge ICUs and with less experienced
ICU staff (e.g. in non-medical ICUs)

)
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COVID19 Update &

Proning Resources

Prone positioning of ARDS patients leads to improved oxygenation and has
recently been found to decrease mortality. Recognizing that this is a new
therapy for many units, there are multiple resources available to help.

Prone Positioning Protocols available on Apollo: voalte
| e
» Prone Positioning Protocol: Intubated Patients o ST
* Prone Positioning Protocol: Non-intubated Patients
Proning Team *MEW* Starting April 10 =

s Ayailable support unit staff in proning/supining patients
o Teams comprised of OR RNs, OR Assistants and
Ambulatory PT/OT.
o Pager number: # 26943
» ‘When paging please indicate:

Emaspency Dapartment
Healt Pubecnce

*  Unit name J

# Patient name/room number

* Specify if planned time or urgent proning

need
s | T
& Call back number and resources nurse's Rediology C

22



Care Adaptation: Procedure Team

Scaled & Rapid
Deployment

Voluntary & Multi- Structured
disciplinary g Safe

——— e

Surg Communication
Anes
IR Structure

214 Procedures

1 58 Consults
1 D 2 Patients

1Y
Procedure

Checklists
n"n"‘ ’n"‘
ece MR e PPE

———— Stewardship
0600-1800 1800-0600

COBRA | CoVID BUNDLED RESPONSE FOR ACCESS

i1 23
Courtesy of Drs. Haytham Kaafarani and Casey Lockhurst

All
ICUs
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Unanticipated Challenges

by Zip COde Oi: 140

Uioov
3
02421

Chelsea Case rate = 1, 890 per
100,000 people

Statewide rate = 488 per
100,000 people

» Large Spanish-speaking only inpatient population, no visitation
» Spanish-speaking physician and Spanish-speaking palliative care teams integrated into care
» Primary interventions in the affected communities to “flatten the curve”
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MGH TREATMENT GUIDE FOR CRITICALLY ILL PATIENTS WITH COVID-19

PRFSENTATION

NOTABLE SX
* ~65-80% Cough e ~45% Febrile initially
* ~15% URI Sx s ~10% GI Sx
* Anosmia
*  Acute worsening after early mild sx

INCREASED RISK FOR SEVERE DZ
* Age>50
* Comorbid diseases:

* Cardiac, pulm, renal

* Diabetes, HTN

* |Immunocompromise

LABS INDICATING SEVERE DZ

Elevated D-dimer, CPK, ferritin, trop
* LDH >245, CRP > 100
*  Abs lymphocyte count <0.8

DIAGNOSTICS

DAILY LABS
¢ (CBC with diff (esp. lymphocyte ct)
e CMP s PT/PTT
e CK * D-dimer

MONITOR FOR WORSENING
DISEASE OR DRUG TOXICITY PRN
* Triglycerides ® Ferritin
s EKG s CPK
e LFTs * Trop

ONE TIME TEST FOR ALL PTS
Tracheal aspirate if intubated

¢ Additional tests for trial
enrollment as needed

¢ Additional testing per ID guidance

RFESPIRATORY FAILURE

Transfer to ICU for HFNC vs Intubation
Monitor RR.WOB, Fi02,02 Flow
CoNSIDER EARLY INTUBATION IF FAIL TO IMPROVE ON HFNC

LUNG PROTECTIVE VENTILATION
* Vt4-6 mUkg predicted body weight
* Plateau pressure <30

Driving pressure (Pplat-PEEP) <15
Target Sa02 90-96%, Pa02>60
Starting PEEP 8-10 cmH20

* Post resuscitation: diuresis as tolerated by
hemodynamics/Creat, No maintenance fluids

( CONSERVATIVE FLUID STRATEGY ]

4 PEEP TITRATION h
* ARDSnet low PEEP table

. Best PEEP considered w/ ICU attending inputjJ
( PRONE )
* Early if cont. hypoxemia (P:F<150)

or elevated driving/plateau pressure
(Supine ~qgAM, longer proning duration allowej,

v

(" ADDITIONAL THERAPIES

* Paralytics for vent dysynchrony, not routine
_ * |nhaled NO (no epoprostenol)

WORSENING A R PROING
ECMO CONSULT PATIENCE

Anticipate possible
prolonged intubation

if continued hypoxemia
or elevated airway
pressures

HFEMODYNAMICS

Norepinephrine first choice pressor
IF WORSENING:
* 7 myocarditis/cardiogenic shock
Check POCUS, EKG, TTE
* 7 Intestinal ischemia
Consider imaging/surgical consult

USUAL CARE

Empiric abx per usual approach
Sedation PRN vent sychrony
Daily SAT/SBT when appropriate
ABCDEF Bundle

CHANGE TO USUAL CARE

No routine daily CXR

VTE PROPHYLAXIS as per
hematology guidelines

MINIMIZE staff contact in room
BUNDLE bedside procedures

AVOID nebs, prefer MDIs

Appropriate guideline-based isolation
for aerosol generating procedures
including intubation/extubation

e

PAGER NUMBERS

ICU CONSULT:26955  ECMO0:2?151  BIOTHREATS:26876

THERAPFEUTICS

Remdesivir
Dexamethasone in patients
on oxygen or vent and <14 days from
ARDS onset

¢ Consider Tocilizumab if CRP > 75
mg/L on steroids not improving.
and no contraindications
(immunosupression, infection)

*  No benefit to hydroxychloroquine,
high dose vitamins or ivermectin
specifically for COVID-19

A living document by Divison of Pulmonary and Critical Care in collaboration with the Dept. of Anesthesia,Critical Care, and Pain Medicine, Division of Cardiology, and Respiratory Care. May be updated or modified as situation evolves.

Version created 09/30/21

0SS
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What Lessons Can Be Learned

COVID-Specific Response
Elements

» Single Disease

» Decrease in Other Clinical Volume
» Staff llinesses and Family Challenges
» Rapidly Evolving Evidence

)
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Generalizable Response
Elements

Use of Modeling / HSE for Strategic
Planning

Expertise Sharing Across Specialties
Flexible Use of Clinical Space/Teams
Institution-wide Response to
Support Teams

Regional Capacity Management

Eye toward Equity Always

26
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Pediatric RSV Surge - A Steep Trajectory

* Pushing pediatric patients from PICU to general floors
earlier than usual

* Increased rapid response calls

* |[nitiating NIV on general floors while trying to make
room in PICU

Hospitalization rate per 100,000

* Prolonged ED stays while awaiting beds with stretched
ED resources to care for them

. . . . . .'..-""-'
Prolonged wait times in community EDs for patients SRR B b

awaiting beds and transport RSV-NET Surveillance Se

_.. —_—

Dats last updated 22 | Accessibility

Increased transport refusals from community

)
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From Adult to Pediatric Capacity Crisis: Building on Lessons
Learned

Pandemic brings adult

patients to the PICU

Numiag & Putiens Core St

)
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Press Conference and Media Outreach to Alert
and Educate the COmmunity ;r)e;x-:t;pacwnenhospitalesdeBostonporaumentodecaSOS

de RSV en ninos

S M rptts Sl o B o ot BL)  San v - F v =

NEWS oo o o e - SN ‘We're in uncharted territory” Doctors warn of
spike in children hospitalized with RSV

‘Capacity disaster Massive increase in
RSV cases has local hospitals struggling
to keep up

mfYye e
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Patient/Family Handouts

ﬁuw
I Mass General for Children s

Respiratory Syncytial Virus (RSV): What You
Need to Know

Resgiratory syncytal virus [RSY) s 2 very common Siness that sifects the airesys n
Babres and chidren. In this handout, leam sbout REV, nchudng what £ 1 and he
Wmatoms most commondy seen in babues and chideen. You will 350 learn how doctors
lagrose and real RSV, possitée complications of RSV sed when 10 Call the Socior

What is respiratory syncytial vieus (RSV)?
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How is RSV spread?
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What ace the symptoms of RSV in children?
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Tips to Prevent Respiratory Syncytial Virus
(RSV)

Respiratory syncytisd viess (REV] 18 comman ilinees That sNects The sirways. s sider
children and teens, KOV 5 often mild with cold lke spmptoms that affect the wooer
Alrway (sach as runy neswe, stutfy Aone oF Cough ). M Baties and clen woder age S
though, K3V can be mile o very soriows. S5V Can 330 cause bronchoitn (rfa=maton
of the lowee sirways and lungs), In thes Sandout, learn 1HL 0N Now 19 provest B3V

What Is respiratory syncytial vires ?
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How can | prevent RSV?
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Standing up a Pediatric Intermediate Medical Care Unit
(IMCU)

S —
—

Staff Supplies Systems
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Best Practices for a Pediatric Surge IMCU

* Cohorting patients
* Criteria for placement in PICU vs IMCU
* Technology integration

* Ventalarms

* EHR

=)

l

33



Best Practices for a Pediatric Surge IMCU

e Nurse extender role
e PICU RN consult
 Temporary traveler support

* PICU attending overnight coverage on
wards

Respiratory care support Staff

Educational resources for staff

)

Edit entity or department by going to Insert > Header & Footer 34
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Statf Education

* Guidelines for HFNC and NIV in IMCU

* Guidelines for CAB in IMCU

* Educational videos

 Formal in-service education for RNs/MDs

e Didactic lectures on NIV

=)
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Respiratory Syncytial Virus (BSVi
Educational Video Modules

CPAP Primer

8.
e

e

i

B Y

i

Module 142
Phiysclogy, Masory, Burden of
Poow) arvd Trarte Viideo

Module 18

AP amon Ogerationed
Approech, Nursng Polnbess wnd
Fusilegs Video

Module 1C
CPAP Pramer OBA Video

Module 22

N sing wnplicaetions foe Pationts
Rocohsing NIFFY Video

Module 2R

P NG Mnplc et foe Fationes
Hoconing NIPFY OaA Yadeo

Module 343

CPAP Mactine
Damonats st bon Video

Module 35

CRAP Mactima GRA Video

Conference
- Module 12
?fuft’, Brome Moditis Clinkcal
i{ 2 Patway
\,-f;.\- Vidwe
) Module I8
?}3 Broew holite Clncal
A A Pathway Q&M
harey  Video
La® Modale 2
g_".“?gg MGEC Floor 4o NG
i‘:é$ Waarsiwg) Palfvmny
B4 78 Video
Module 33

MOM Pedatre Gonorad
Care Foor Continuous
Albutesol Video

Module 38

MGH Pectatre Genersd
Core Faoor Continuous
Albutescol OBA Video

These modules were recorded in November 2022 at
Massachusetts General Hospital.

Edit entity or department by ging to Insert > Header & Footer
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PICU Nurse Consult Role

To provide education and support to staff
on the pediatric floors, NICU, Adult ICUs,
and Community Hospitals to ensure safe
and appropriate care was provided to all

pediatric patients regardless of location.

)
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Staff Wellness and Support

e Staff wellbeing rounds
* Inter-unit gestures of appreciation

 C(Celebrations of success

=)

l
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Best Practices for a Pediatric Surge IMCU

L

Supplies

* Fostering close relationships with essential
services:

* Respiratory

* Pharmacy

* Materials Management

=)

l
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Best Practices for a Pediatric Surge IMCU

* Hospital Incident Management Team
(IMT) and activation of Hospital Incident
Command System (HICS)

« Communications and consistency of key
messages

Systems

)

l
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The Commonwealth of Massachusetts

Executive Office of Health and Human Services * Some younger pediatric patients
Department of Public Health b . Iv admitted
250 Washington Street, Boston, MA 02108-4619 may be appropriately admitted to a

neonatal intensive care unit (NICU)

CHARLES D. BAKER MARYLOU SUDDERS
Gaovernor Secretary
KARYN E. POLITO PRy for management.
Lieutenant Covernor Commissioner

Tel: 617.824-8000

o e  Hospitals, in accordance with 105
Memorandum ) )
CMR 130.700, may admit patients
TO: Hospital Chief Fxecutive Officers who are fifteen years and older to
Hospital Chief Medical Ofticers . .
Hospital Chief Nursing Officers the general med/surgical unit
FROM: Estevan Garcia MD. DrPH, MPA, FAAP, Chief Medical Officer . . . .
Elizabeth Daake Kelley, MPH, MBA, Director, Bureau of Health Care Safety and setting provided that pediatric
Quality . . .
SUBJECT:  Guidance on Management of Pediatric Respiratory Iliness Patients durning times of expe rtise Is aval |a b I e fo rconsu It
Capacity Constramts . .
PR DPH requests hospitals also consider
The Massachusetts Department of Public Health (DPH) continues 10 appreciate the essential role you ad mission Of these Older teens to

have mn supporting high-quality care amid health care delivery constraints. In recent weeks, Massachusetts .
has faced :?gniﬁcim ;cd(ilamc .inpalicnl capacity constraints. iwanicularl_\' in pediatric intensive care units general ICU sett ngs’ Whe n
(PICUs). DPH has developed this guidance document to provide hospitals with strategies designed to approp ri ate.

maximize pediatric capacity and to ensure pediatne patients are safely cared for in the most appropriate

setting. Hospitals should review the recommendations and work to implement them wathin their

OTZaMZatons:

)
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MGB Pediatric Capacity Daily Snapshot

46 o 7 12 o 5

12 ko) 2] -3 o =] 0 o
| El o o [+) 0 0 0 ()
Total 62 o 7 20 37.74% o 0.00% o 5 -
Occupancy %"
MGH 14 14 o ) o 2 14.29% 0 0.00% 6 4 o
Total 14 14 12} o o 2 14.29% 0 O.00% & 3 o

PR B F A B

mtm_;_dom g (tast 24 hrs) -

(Med Sonx

Hospitals Transfered to: Maine Medical Center

icu

Hospitals Transfered to:

Transferred into MGE (last 24 hes)

ihSed-Surg

acu

Med Surg

acu

QOO jw s O]
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PICU Bed Request Triage Process

M patient is in MGH ED, the pedi EO will call the PICU fellow andthe PICLL  **If OSH has an adult ICU, comped them to admit the patient to their adultICU
feigu wilfolow the same workflow 3 for  paient atan OSH except that.{Salem Hosital and NWHshould 90 this even f pt must board in ED untiICU bed

ment of MD Connect is unnecessary opens); non-MGB hospitals may not feel comfortable doing this

=)
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Consistent Pediatric Care Across the System

* Subspecialty consults

* Pharmacy/Child Life/Pediatric Social Work

* Family-based rounding & visitation policy
e Questions re: consent/sharing info with parents

* Code carts/response

Weight considerations

Letter to families of pediatric inpatients

=)
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The Commonwealth of Massachusetts
Executive Office of Health and Human Services . Il |
Department of Public Health -..all general emergency
250 Washington Street, Boston, MA 02108-4619 departments are expected to
CHARLES D. BAKER MARTLOU SUDOERS develop and implement high flow
KARYNE. POLITO MARGRET R. COOKE nasal cannula oxygen capacity for
T o172 8000 pediatric patients requiring such
Memorandum support.

TO: Hospital Chief Executive Officers . .

llt\s:\:tal (”h;ct'Mcdma‘l Utﬁcl’r? ¢ DPH encourages a” pedlatrlc

Hospital Chief Nursing Officers . . . . .
FROM: lés;e]\-‘a.: Garcia MD. DiPIL, MPA. FAAP, Chief Medical Officer hospitals with pediatric expertise to

(I;l‘nl;;ll:‘clh Daake Kelley, MPH, MBA. Director, Bureau of Health Care Safety and develop a teleconsulting service to
SUBJECT: t?txidubcc (‘m §1;u:|‘tz\cmcn| of Pediatric Respiratory Hliness Patnents duning times of su ppo rt their referring hOSpita IS in
DATE: management of pediatric emergency
Tlté .\fl;l\\nchll\'c(tx [.)qmnmc‘nl of Puhli.c Hc.'_lllh (DPH) culminuc.s 10 fl';)lwrcciallc the cs\cn.li.'nl n.)Ic }'fvln d e pa rtment an d | n patie nt care. Ea Ch
have n supporting high-quality care amid health care dehivery constraints, In recent weeks, Massachusetts
has faced significant pediatric inpatient capacity constraints, particularly in pediatric intensive care units hos p ital should work with their local
(PICUs). DPH has developed this guidance document to provide hospitals with strategies designed to . . .
maximize pediatric capacity and to ensure pediatric patients are safely cared for in the most appropriate leadershi P to review a ppropri ate
setting. Hospitals should review the recommendations and work to implement them within their
organizations: technology for these consults.

)
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PICU Teleconsult Program to Support Community Hospitals

Space

i

Staff

<

Supplies

1

Systems

)

l

Opportunity to keep
patients in community
(ward and ICU)

PICU MD/RN/RT

Existing telecarts
Loaner telecarts

Credentialing
Workflow
Documentation
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Layered Systems Strengthening Regional Capabilities

NewsEngiand

ampshire

Massac
' e Island
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HHS/ASPR* Region 1 Pedi TrAC Status Update

" A
Faciity Nemie (Lol « updatod w/in 24 houry)
Comnecticut Children’s Medical Center
MM Hospital
Om(hw
.Wmu * Memoria) Hospital
I [ Yale New Haven Children's Hospital

" Barbers Bush Children's Mospital a2 Maine Medica! Center

M Pedlatsic flooe tranier Wiatun

Possibly Accepting Transfers - Please Call (Yeliow)
Possibly Accepting Transfers - Please Call (rellow)
Possibly Accepting Transfers - Please Call (Yeliow)
Possibly Accephing Transfers « Please Call (Yeliow)
Possibly Accepting Transfers - Please Call (Yeilow)
Possibly Accepting Translers - Please Call (Yellow)

. Northern Light Easters Maine Medical Center

| Baystate Children's Mospitsl

1 Berkahice Medical Center

I Beverly Hospitel

i‘ Children’s Hoapinal

H DononMedmlw

I m)bwml

3 Coeecocml

Smw -

f mmam

[} mmm

[ mm&wum«-
) mmqm

I South shore Howpital

3 (St Luke's Hospital

B U&knmal Children's Medical Center
) WWW

5 (Cheshire Medica! Center
QECunudmaul-mm

T | Dartmouth Mea'sh Chitdren’s

§ | Eot Hospital

P Exeter Hosgital

) | Portumouth Regional Hospital

I mmmeW(mu
X uwuoww

B | Wennworth Douglass Hospital

] maum'gm

5 University of Vermont Childeen's Hospite!
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Poasibly Accept: sfers - Please Coll (Yeliow)

Possibly Accepting Transfers - Please Call (Yellow)
mm. Accepting Transters - Please Call (Yellow)
mM Accepting Transfers - Please Call (Yellow)

Posuly Accepting Transters - Please Call (Yelow)
Parably Accepting Teansters - Piease Call (YeBow)
Powwibly Adccepting Translers - Plewse Cal (YeSow]
Ponsibly Accepting Transtces - Plesne Call (Yelow)

Pouibly Acceptiog Teanaors - Pleane Call (Yellow)

Ponsibly Accepting Transfers - Please Call (Yeliow)
Possibly Accepring Transters - Please Call (Yellow)
Poasibly Accepting Transfers - Please Call (Yellow)
Possibly Accepting Transfers - Please Call (Yellow)
.Powbw Accepring Transfers - Please Call (Yeliow)
Porsibly Accepting Transfers - Pesse Call [Yellow)

Pansibly Accepting Transters - Please Call (Yellow)

Postibly Accepting Transfers « Please Call (Yeliow)

Not Accepting Transfers (Red)
s-bh Accerning Transfers - Please Call (Yellow)

-bw Aecepning Ylmkn Please Call (Yellow) ;

Passibly Accepting Transfers - Please Call (Yeliow)

Pediatric KU tromber status
mw k«u« Tronsters - Pkose Call (Yeliow) Transfer Uine

Passibly Accepting Trassters - Please Call (Yellow) Y-Access Transfer Cemer
Possibly Accepting Trangiers - Please Call [Yellow) One Call Tramsder Center

Possibly Accepting Transiers - Pleass Call (Yellow) Transfer Center

Porsibly Accepting Tranafers - Please Call (Yellow) Transfer Center
Possibly Accesting Tvm Please Call (Yellow) Bed Contred Rurse

Possibly Accesting Transfers - Mu Cafl (Yellow) Transfer Center

Possbly Accepting Transiers - Please Call (Yellow) Transfer Center

Powsibly Accesting Transters - Plewse Call (Yelow) M“’Q‘!W - Please Call (Yellow]  Tramsfer Centes

Possibly Accepting Transfers - Please Coll (Yellow)

Pedsibiy Accepting Yronsfers - Please Cadl (Yellow) TYransler Center

G J
B3 11 somter Contact [ 1 anter Phose B3 Last Lot (1 E2]
BEO-6T9-5555 Intial data (not wpdased by referral center yet)
Administrative House Manager 2031919286 Fritl %9 am
Initial data (not updated by referral center yet)
intial dets (not cpdeted by referral conter yetf
BE3-964-4233 inntial dats (not updated by referral center yet)
2076626632 frillo
ntegrated Tramifer Center 2079739000 Tue 8:27 AM
B877-790-2345% initia! data (not vpdated by referral center yet
EM Opn Specialint ﬁl&“?-}lS? Tue 7:57 AM
M-F Sa-7p Bed Myr; other times Nurdng Svpy  Bed Mgr 978-816-2760; Nursing Supv 978-922-3000 Toe 4:)) PW
617.35521 70 initial data (not updated by referral conter wtl
857~ 225«14” MRW'M(MMM'W’DI cenmer yet]
Oay: Barbie Malacaria, (AVP of Nursing), Night: | Day. Mx 7497, Ngh Intial mwww«&n-!wwﬂ,
ALCess Une B4s-2752282 Intial data (not wodated by refercal cemer yet)
Ademin Superviver 9785800228 Toe $1:03 AM
mmmcm«mmw omm-m’ 'uel 8 AM
mm : sn-un-nn Toe 2:50 PM
Floor: e‘tl) I&Mﬂwntﬂﬂhcme‘ﬂ) 7)44!50-!0&!0“-&5“0&“ ot 434 oM
Transler Center 6317-24 Twe 3-30 #80
South shore Hoiphtal Putient Flow Faclitetor or $781 6245475 | Ss ) Tue 1244 FM
Transfer Center S03-985-8520 inntial data (not vpdated by referral center yet)
$08-334-0113 Intial date (ot wvpdated by referral center vet
Transfer Center TEL- 7295000 initial data (mot updated by refercal cemer yet)
[pending vodate] Initial data (not updased by referral conter yet,
Transfer Center 8009924399 Mon 728 M
603-650-5000 Mon 758 am
. Marjon Makatam Abeama (Pedistric Medical [ 603-663-54357 Toe 1:55 PM
GO3-7787311 Tot 2:28 PM
Intial data (not wpdated by referral conter yet)
60392117488 Toe 6:47 AM
O3-84-3812 Not accepting Pedi transfers into faciliny Frij2aasm
Sadie Nason, Transfer Coordinator & Kelly Hold 603.7¢0-2841 (Sadie) & innial data (MOt wpdated by referral center yet|
201-444-3000 Tue 11:44 AM
BES 628 2865 Mon 9.37 A\,
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RSV Trends

National CDC RSV-Net (Peaked in early Nov.) MGH: RSV+ Admissions (Sept. 1 - Dec.)

Rates of RSV-Associated Hospitalization, all seasens Number of Patients by Location

Between 9/1/2022 and 12/27/2022 by week
200

ﬁ 40
Rates presented likely underestimate actual rates of RSV,
Hoszpitalization rates arz based only on those who had positive test results
for RSV through & test ordered by 3 health care professionak not 2l people
hospitalized with respiratory illness ars tested for RSV,
The most recent 2 weeks of datz are most prone to reporting lag. Interpret
rasults with caution.
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Hospitalization rate per 100,000

S

Sep29-0. Oct6-Oct. Oct13-0.. Oct20-0. Oct27-N.. Nov3-No.. NoviO-N.. Novi7-N.. Nov24-N.. Decl-De. Dec8-De. Deci5-D.

Data last updated: 12/22/2022 | Accessibility: Hover over graph area to display options such as show data s table and copy visual.
Mote: Al/AN, American Indizn or Alasks Native: 4/P| Asian and Facific [slander. ek

For Pts <18yo at MGH since Sept 15t
e 1141 RSV+ Tests
* 268 RSV+ Admissions
e 180 <1yo
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Ongoing Adult and Pediatric Capacity Crisis
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SMS Code, Disclosure Summary, & Accreditation Statement

SMS Code for Attendance: QAQROX to 857-214-2277

Disclosure Summary of Relevant Financial Relationships

INELIGIBLE COMPANIES

Companies that are ineligible to be accredited in the ACCME System (ineligible companies) are those whose primary business is producing, marketing, selling, re-selling, or distributing healthcare products
used by or on patients. Examples of such organizations include:

Advertising, marketing, or communication firms whose clients are ineligible companies
Bio-medical startups that have begun a governmental regulatory approval process
Compounding pharmacies that manufacture proprietary compounds

Device manufacturers or distributors

Diagnostic labs that sell proprietary products

Growers, distributors, manufacturers or sellers of medical foods and dietary supplements
Manufacturers of health-related wearable products

Pharmaceutical companies or distributors

Pharmacy benefit managers

Reagent manufacturers or sellers

For more information: https://accme.org/fag/what-accmes-definition-ineligible-company

MITIGATION STRATEGIES
Mass General Brigham has implemented a process to mitigate relevant financial relationships for this continuing education (CE) activity to help ensure content objectivity, independence, fair balance and
ensure that the content is aligned with the interest of the public.

The following planners reported no relevant financial relationship with an ineligible company:
Eileen Searle, PhD, RN Charles Hardin, MD, PhD Aileen Patel, MS, RN James Leeber, MS
Paul Biddinger, MD Erica S. Shenoy, MD, PhD Stefanie Lane, MPH, MS Jacky Nally, MA, RN

The following speakers reported no relevant financial relationships with an ineligible company:
Kathryn A. Hibbert, MD  Kimberly Whalen, RN, MS, CCRN  Phoebe H. Yager, MD
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