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A.  PURPOSE:
This policy is intended to provide guidance for all hospitals and EMS agencies regarding hospital diversion issues.  A goal of this policy is to insure the prompt and efficient delivery of emergency medical care to the citizens of this region in a manner that prevents unnecessary delays and/or overburdening of portions of the system when EMS services and/or hospitals are temporarily overwhelmed with patient volume.  Patient care, safety, and outcome will be the central consideration in all diversion decisions. 

B.  SCOPE:

This policy pertains to all acute care hospitals and all licensed EMS agencies as defined in Virginia Department of Health regulations.  The policy will have the highest impact on the hospitals and agencies of planning district 1, planning district 2, and planning district 3; however, it is recognized that diversion status of the hospitals within these areas can have a significant impact on neighboring hospitals in surrounding areas and states. 

C. POLICY ELEMENTS:

1. INDICATIONS:  Acute care hospitals (those with emergency departments) occasionally become overwhelmed by excessive patient volume, which exceeds the capacity for medical staff to adequately treat and monitor patients.  This may be due to a lack of hospital resources, inability to provide patient specific services, or a shortage of qualified healthcare providers.  To alleviate this temporary situation and insure optimal care for all patients, a receiving hospital—after completing a process established by the medical facility—may declare a diversion of acute patients, whereby ambulances are diverted to other area hospitals.  

a) Diversion criteria should be based on the defined capacities or services of the hospital.

b) When the entire healthcare system is overloaded, all hospitals should open.  When all area trauma centers are on total/ED divert, all trauma centers should be re-opened.
c) Divert status should be declared only after the hospital has exhausted all internal resources to meet the current patient load, including any necessary call-backs of staff, step-downs, expedited discharges, opening of "virtual" beds, and similar mechanisms to address the patient load.

d) Hospital diversions should not be based on financial decisions. Hospitals should not go on divert status to hold available bed space for anticipated elective admissions or withhold call-backs or delay opening additional resources due to cost considerations. While on diversion, hospitals must make every attempt to maximize bed space, screen and defer elective admissions or procedure, and use all available personnel and facility resources to minimize the length of divert status. Hospital medical staff will cooperate in promptly assessing all current admissions for appropriate early discharge.

e) Diversion is temporary and the hospital must return to open status as quickly as possible

2. CONTRAINDICATIONS: 
a) Final determination of the patient’s destination must rest with the provider actually caring for the patient.  Advice may be sought from the on-line medical control physician.  Patients determined to be unstable by EMS provider should be transported to the closest, most appropriate hospital, regardless of hospital diversion status.
b) Unstable patients and/or patients with airway obstruction, uncontrollable airway, uncontrollable bleeding, shock, who are in extremis, or with CPR in progress should be taken immediately to the closet appropriate hospital without regard to the hospital’s diversion status. 

c) Prehospital EMS providers may disregard diversion if a patient is in extremis, if there are significant weather/traffic delays, or if experiencing a mechanical problem.  An EMS provider who believes acute decompensation is likely to occur if the patient is diverted to a more distant hospital ALWAYS has the option to take the patient to the closest Emergency Department regardless of the diversion status. The Attendant-in-Charge also has the option to ask via radio or phone to speak directly to an Emergency Department Physician and request online medical direction in determining the most appropriate receiving facility.  Good clinical sense and optimal patient care are the ultimate considerations.
d) Certain hospitals and EMS agencies may have internal policies/agreements that supersede diversion status. The EMS agency should contact their primary transport hospital(s) to determine what internal policies concerning diversion exist.

e) An agency may be required to disregard diversion to insure that a locality does not have a lapse in public safety availability. 

Decisions to disregard a hospital’s diversion status may be referred for review by the Regional Medical Direction committee and the provider’s agency by the receiving hospital.
3. LEGAL RESTRICTIONS:  When following these guidelines for the direction of patients during periods of diversion, it is recognized that hospitals within the region are regulated by state and federal laws and regulations regarding care and transport of patients including the federal EMTALA law that may not be modified by this agreement.  Specifically, this agreement does not modify the obligation of hospitals to comply with one or more of the following EMTALA requirements:
a) Hospital-owned ambulances/air medical services are required to transport from the scene of an accident, injury or illness to the hospital which owns the ambulance unless operating under a central community plan for ambulance destinations that determine the destination hospital for the patient in the field or unless the patient or person acting on behalf of the patient formally requests transport to another destination.

b) Hospital-owned ambulances/air medical services may not be diverted by their home hospital.

c) Once a patient presents on the campus (as defined by EMTALA) the hospital may not divert the ambulance or refuse the patient regardless of diversion status.

d) Hospitals are required to accept transfers of patients under EMTALA when they possess greater capabilities than the hospital seeking to transfer the patient and the requested destination has available space and personnel or the capability of providing care, even if that exceeds licensed beds. Beds may not be held open for anticipated elective admissions or contingent in-house use. All unassigned beds are deemed available.

e) Once a patient presents to a hospital via EMS or other means seeking emergency evaluation and care, the hospital is required to provide care and appropriate documentation within its capabilities, including medical screening, additional care, stabilizing care and/or transfer in compliance with EMTALA standards.

f) In-bound EMS units/air medical units may not be re-directed to another facility if the hospital is not formally on divert status consistent with these guidelines.

4. CATEGORIES/CRITERIA OF HOSPITAL DIVERSION

a) Open:  Available to receive all in-bound ambulance traffic

b) ED Divert:  The Emergency Department of the hospital is unable to safely accept any in-bound EMS ambulance traffic

c) Critical care/Specialty Divert:  If a facility has utilized all house monitor beds, it may be necessary to declare Critical Care Diversion, thereby ceasing to accept inter-facility transfers.  In-bound EMS units with probable critical patients may be diverted to other facilities.  Hospitals should not hold Critical Care or Specialty beds for elective procedure patients. Also, due to unusual circumstances, the hospital may be unable to care for patients requiring specialty care (i.e., neuro, OR, or trauma, etc.) that would normally be within the hospital's capability; therefore, declaring Specialty Divert (i.e., CICU Divert, PICU Divert, NICU, TRAUMA Divert, OR, Neurosurgery). Ambulances are cautioned to consider this in dealing with patients who may be better served by another location. Patient/Department specific inter-facility transfers should not be accepted while on Critical Care/Specialty divert.

d)  Disaster Status/Closed to Ambulance The facility is currently involved in a mass casualty incident (MCI), and the hospital has instituted its internal/external disaster plan. All in-bound EMS units not involved in the current MCI are to be diverted to other locations.

5. PROCEDURE

a) Diversion should only be declared after the hospital has exhausted all internal resources to meet the current patient load, including any necessary call-backs of staff, step-downs, expedited discharges, opening of “virtual” beds, and similar mechanisms to address the patient load. 

b) The emergency room physician, department supervision, and hospital administration should make the decision for diversion jointly. Appropriate hospital representatives should be notified as soon as possible of the diversion status. All personnel with diversion decision power must be identified and titles prospectively documented for reference.  Diversion policies and protocols are established by the individual medical facility.
c) Once a decision to go on diversion has been made, the hospital should contact the dispatch centers in the areas likely affected by the diversion and ask that a general alert be issued to notify affected EMS agencies.

d) Hospitals should notify surrounding area hospitals that will be impacted due to the diversion.

e) Hospitals shall notify EMS agencies that will be impacted due to the diversion. 

f) Immediately upon cancellation of diversion status, surrounding hospitals and EMS agencies should be notified.  Dispatch centers should also be contacted and asked to issue a general announcement that the hospital is no longer on diversion.
D. QUALITY MONITORING

1. All hospitals shall keep a diversion record on each instance. The record should include the administrative clearance process followed for declaring a diversion, the type of diversion, and facts supporting the decision to declare the diversion.
2. This policy will be reviewed annually.  Efforts will be made to involve representatives of hospitals, EMS agencies, and Council staff.


