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(DHA J-7 CEPO). DHA J-7 CEPO and all accrediting organizations do
not support or endorse any product or service mentioned in this
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= Commercial support was not received for this activity.
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Learning Objectives DHA’;
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At the conclusion of this activity, participants will be
able to:

1. Assess the need for a dedicated COVID-19 Unit

2. Discuss TAMC's bed expansion plan in the Adult
ICU/ COVID-19 Unit

3. Explain Buddy Team Nursing

4. Discuss the “Just in Time” training initiatives that
took place
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* A dedicated unit allowed for standard operations to
continue throughout the hospital.

" |tisolated those infected and allowed for an expertly
trained and practiced team.
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Bed Expansion DHA’,;.
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= Phase 0: 0 COVID-19 positive patients (pts). Standard
operations.

» Phase 1: 1-6 COVID-19 positive pts. Dedicated COVID-19 Unit.

" Phase 2: 1-7 ICU level COVID-19 pts. Separation between Ward
and ICU patients who are COVID positive. 15 ICU pts total

" Phase 3: 8-16 COVID-19 positive pts. Movement of non COVID-
19 patients to PCU. 10 non-infected ICU pts placed in Crisis care.
25 ICU pts total PCU becomes ICU.

" Phase 4: 16-32 Covid-19 Positive Patients. 2 pts per room. Crisis
care. 9 clean beds in PCU. 41 pts max

" Phase 5: expand to PCU. Up to 43 ICU COVID positive pts.
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ICU Covid surge flow plan: Phase 1 (14 pt max
mixed acuity ~ 10 adult critically ill)

* Trigger: Stable Cold Hot
baseline

operations ( e N

AICU A/B- 8 patients

COVID Unit (6 pts):

AICU C/D=mixed skill set COVID
positive ward. Any COVID

Usual care and

standard, 0%

. d 0 P - positive patientthat needs
increased mortality ‘ PICU — 4 peds patients (Covid in admission including behavioral
risk

neg pressure) health to critical care.

Minimum adult CCRN
needed: 28

Dedicated nursing staff and
MEPRS code assigned to unit

Minimum Adult CC PCU- 9 pts, non-criticallyill
physician needed: 3 \

Phase 1: 1-6 COVID-19 positive pts. Dedicated COVID-19 Unit. °
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ICU Covid surge flow plan: Phase 2 (15 adult
critically ill pts only max)

* Trigger: 26 Covid
positive COld HOt
Inpatients
P 4 N
| / e \
AICU A/B- 8 patients AICUC/D = <6-7 pts.
Contingency Critically ill Covid Positive
only.
standard of care, S d - Cohort IzU teams
10-20% increased ( h - *request surg resident
mortality risk PICU — 4 peds patients (Covid + t
peds in neg pressure) eam
Minimum adultICU RN \ J - 6C2reopensforward
needed: 33 status COVID
™\ patients(either transfer
Minimum Adult CC PCU-9 ptS not from COVID unit or new
physician needed: 4 o ’_ admission from ER)
critically ill \ /
J

Phase 2: 1-7 ICU level COVID-19 pts. Separation between Ward and ICU patients
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Bed Expansion
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|ICU Covid surge flow plan: Phase 3 (25 pt max,

* Trigger: 2 6-7
Covid Fositive
critica

critically ill only)

Cold

Crisis Standard of

Ca re, ~25-50% increased
mortality risk

Minimum ICU RN needed: 26
+ 54 extenders OR blended
(more ICU RN = less
extenders)

Minimum adult CC physician
needed: 4 (12 hour shifts)
*Staff (extenders) limited

peds in neg pressure vs AICU

PICU — 4 peds patients (Covid +
space pending attending)

~

CU- Becomes ICU for up to
9 clean adult pts.

(v

(SURG Attending/Team with
CCM Consult)

. )

—

Hot

AICUC/D —8 pts
Critical Covid Positive only
(Critical Care Covid team)

AICU A/B- 8 pts
Critical Covid Positive only
(Critical Covid team)

Phase 3: 8-16 COVID-19 positive pts. Movement of non COVID-19 patients to PCU.
10 non-infected ICU pts placed in Crisis care. 25 ICU pts total PCU becomes ICU.
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Bed Expansion
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ICU Covid surge flow plan: Phase 4 (41 pt max)

* Trigger: 214
Cowd FOSItlve
criticallyill

Cold up to 13

Crisis Standard of
Care, ~50-100%
increased mortality
risk

37 + 87 extenders, less
with blended

Minimum Adult CC
physician needed: 4 +
extenders

*introduce anesthesia
vents vs EMB/transport
vents

*CVVHD(6-12) *
CVVHD(6-12) and staff
limited

Minimum ICU RN needed:

(PCU- Stays ICU for up to\

9 clean pts
(SURG Attending/Team
with CCM Consult)

Hot- up to 32

. J

PICU - 4 Pediatric critical care
beds

( )

AICU C/D — 16 pts
ICU Covid Positive
(Critical Care Covid team)

\. J

J

AICU A/B- 16 pts
ICU Covid Positive
(Surge team 2: Surg vs Medicine

vs PICU Attending w/ GME team )
\ J

Phase 4: 16-32 Covid-19 Positive Patients. 2 pts per room.
Crisis care. 9 clean beds in PCU. 41 pts max
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Bed Expansion
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|ICU Covid surge flow plan: Phase 5 (54 pt max)
* Trigger: 230
criticallyill - N
/ PCU- Becomes ICU for \ AICU C/D — Double ICU rooms 16
Crisis Standard of . pts
Care, ~50-100% up to 11 clean (m ixed (Critical Care Covid team + Surge
increased mortality age w/ 2 peds beds) pts % team 3) y
risk (Crit Care clean
team+Peds) ( A
Minimum ICU RN \ / AICU A/B- Double ICU rooms 16
(adult + peds) needed: pts
47 + 117 extenders (Surge team 1)
\ J/
Minimum CC physician
needed (adult + peds): Initiate mixed age carein ICU’s, ( )
6 + extenders double PICU bed spaces PICU — Expand to 11 youngest
Covid pos critical patients
* CVVHD(G-].Z) and (PlCU surge team 2)
staff limited \ /
Phase 5: expand to PCU. Up to 43 ICU COVID positive pts
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Buddy Team Nursing DHA’,?.
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*= Charge Nurse (CN) is an ICU Registered Nurse (ICU
RN). Pt load should not prohibit ICU RN from seeing
all other patients.

" Delegates care within appropriate scope to critical
care (CC) Licensed Practicing Nurse (LPN) or RN.

" |CU RN will perform tasks that go beyond LPN's or
RN's ability.

" |[CU RN is not over-tasked and able to move freely to
assess and coordinate care.
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Buddy Team Nursing

eeeeeeeeeeeeeeeeeee

CN/ ICU RN

\

MED/SURG MED/SURG
RN RN

\

CC LPN
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Just-in-Time Training for Non-ICU DHA’,?.
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= 3-day NINJA course for Ward RNs- fundamentals to
critical care

" 10-day LPN Critical Care Course- 40 hours of didactic
education and 40 hours of Advanced Cardiovascular
Life Support (ACLS) simulation

"= LPN intravenous (IV) push
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Just-in-Time Training for Non-ICU

e
Nurses DHAZ

Defense Health Agency

6-step Training Program

. American Association of Critical-Care Nurses COVID-19 Training
Virtual resources Society of Critical Care Medicine Training for the non-ICU clinician

-
e Foundational Review

e Team-based Care

¢ Documentation

Infection Control * Donning and doffing Personal Protective Equipment
Measures * Powered Air-Purifying Respirator (PAPR)

i Basic ventilator settings review
Fair Suctioning endotracheal tube (ETT) and oropharyngeal
* ARDS and proning protocol

® Paired with ICU RN
* Two-week orientation

Classroom Instruction J
NG

p
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Key Takeaways DHA”;'
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= TAMC was able to safely address the COVID-19 positive
patient population while maintaining standard hospital
operations.

= A dedicated COVID-19 Unit established a footprint in the
hospital that minimized the spread throughout the hospital.

= Buddy Team Nursing and Just in Time Training became the
force multiplier that maximized the use and ratios of the
CCRN.
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To receive CE/CME credit, you must complete the program posttest and evaluation before collecting your certificate. The

posttest and evaluation will be available through 12 November at 2359 ET. Please complete the following steps to obtain
CE/CME credit:

1. Go to URL https://www.dhaj7-cepo.com/
2. Search for your course using the Catalog, Calendar, or Find a course search tool.
3. Click on the REGISTER/TAKE COURSE tab.

a. If you have previously used the CEPO CMS, click login.

b. If you have not previously used the CEPO CMS click register to create a new account.
4. Follow the onscreen prompts to complete the post-activity assessments:

a. Read the Accreditation Statement

b. Complete the Evaluation

c. Take the Posttest

5. After completing the posttest at 80% or above, your certificate will be available for print or download.
6. You can return to the site at any time in the future to print your certificate and transcripts at https://www.dhaj7-cepo.com/
7. If you require further support, please contact us at dha.ncr.j7.mbx.cepo-cms-support@mail.mil
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