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Uncertainty
Not known beyond doubt

Not having certain knowledge

Not clearly identified or defined

https://www.merriam-webster.com/dictionary/uncertain
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Complete Ignorance CertaintyPresent State of Knowledge

Uncertainty
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Uncertainty

CertaintyPresent State of Knowledge Perfect State of Knowledge

Reducible Uncertainty Irreducible Uncertainty
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War is the realm of uncertainty; three quarter of the factors on 
which action in war is based are wrapped in a fog of greater or 
lesser uncertainty.  A sensitive and discriminating judgment is 

called for; a skilled intelligence to scent out the truth”

Gen Carl von Clausewitz
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Learning Objectives

▪ How to use a deliberate planning process in periods of 

uncertainty

▪ Adapting to changes on the ground

▪ Leveraging communication to advance and influence your 

strategic plans
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Military Decision 
Making Process

(MDMP)
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Planning & 
Decision Making 
Process

▪ Planning is the art and science of understanding a 
situation, envisioning a desired future and laying out 
effective ways of bringing that future about.

▪ All planning is based on imperfect knowledge and 
assumptions about the future. 

▪ Planning cannot predict exactly what the effects of the 
operation will be, how things will behave, or how 
people will respond.

▪ The understanding and learning that occur during the 
planning process have great value.

28



29

Planning & 
Decision Making 
Process

▪ Planning is the art and science of understanding a 
situation, envisioning a desired future and laying 
out effective ways of bringing that future about.

▪ All planning is based on imperfect knowledge and 
assumptions about the future. 

▪ Planning cannot predict exactly what the effects of 
the operation will be, how things will behave, or 
how people will respond.

▪ The understanding and learning that occur during 
the planning process have great value.

29



30

Planning & 
Decision Making 
Process
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Planning & 
Decision Making 
Process

31

Step 1:
Frame the Problem

Step 2:
Mission Analysis

• Timeline
• Issues/Priorities

What End State 
Looks Like

• Health Systems 
Intelligence 
Requirements

• Knowledge products 
about SARS CoV-2

• Initial Planning 
Guidance 

• Estimates on 
patients and health 
systems demand

• Assumptions 
regarding the 
pandemic and 
response

• Evaluation criteria for 
COA

• Develop initial 
information collection 
plan 

Step 3:
Course of Action 

Development

• Planning 
Guidance from 
Step 2

• Assumptions
• Evaluation Criteria 

for COA

• Assess Assets
• Broad Concept 

of Operations
• Course of 

Action Proposal

COA Approval and Execution
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Desired 
End State

1. Frame the environment
2. Frame the problem
3. Envision the “Endstate”
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You Are Here
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Maximum Uncertainty

Complete Ignorance CertaintyPresent State of Knowledge

Uncertainty
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Desired 
End State

Re-establishing the vitality and vibrancy of 
the Greater St. Louis region, Characterized 
by:

1. Overall health and well-being – 
with a substantial decrease in 
new transmissions

2. Elimination of shelter-in-place orders
3. Re-activation of local economy
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Analysis
▪ Initial Intelligence – What do I know?
▪ Review Assets – What do I have?
▪ Determine Constraints – What are my limits?
▪ Critical Facts and Assumptions – What can I 

assume?
▪ Risk Management – What are the risks?
▪ Developing Themes and Messaging – What do I 

want people to know/understand

Potential Solution - Course of Action (COA)

37

Organized 
Approach to
Planning
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COVID: Initial Intelligence Preparation
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Analyzing variables to determine effects on operations

“The general who wins the battle makes many calculations in his temple before the battle is 
fought. The general who loses makes but few calculations beforehand.”
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Consensus Model Characteristics
Main assumptions of the model Value Definition

Day 0 3/17/2020 Date when known inpatients COVID-19 at BJC, Mercy, and SSM Health >2

Estimate of current inpatients with COVID-19 
(diagnosed or not) on Day 0 4 Known number of COVID-19 inpatients at BJC, Mercy, and SSM Health

Number of people in region 2,800,000 St. Louis MSA population

Doubling time 2.1 Number of days it takes to double the number of cases. Based on BJC, Mercy, SSM 
Health hospitalization between 3/17-3/26

Date of intervention 7 days after day 0 “Stay at Home” order issued for St. Louis City and County on 3/23/2020

Doubling time after intervention 11.7 days Number of days to double the number of cases after “Stay at Home” order

Clinical assumptions of COVID-19 patients  
  

Average days of length of illness 14

Based on scientific literature and expert opinions of BJC, Mercy, SSM Health, 
Washington University infectious disease physicians and epidemiologists

% hospitalized patients among all COVID-19 infections 6
% ICU patients among hospitalized patients 30
% ventilated patients among ICU patients 75
Average days from infection to hospitalization 10
Average days from hospitalization to ICU 1
Average days from ICU to ventilation 1
Average days of hospitalization 11
Average days ICU stay 8
Average days on ventilation 10
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STL MSA Hospitalized Census: Short Term Worst Case 

(Logistic model initially based on Italian experience; subsequently adjusted with US experience data)

Available Capacity 
(2,336 beds) Reached: 

April 4, 2020

Crisis Capacity 
(4,403 beds) Reached: 

April 10, 2020

Projected Worst Case
Short Term 

Hospitalization Peak:

April 10th 

Would Hit ICU & Vent 
Capacity Sooner



41

COVID: Available Assets

41

Space, Staff, and Stuff
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Space: Hospital Beds

BJC Mercy SSM TOTAL

Hospital Beds “Normal Operations”

ICU Beds “Normal Operations”

Current Census

Open Capacity for COVID patients

Open Capacity + Crisis Interventions XXXX XXXX XXXX XXXX
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BJC Mercy SSM TOTAL

Physicians

Critical Care Physicians

Advanced Practice Providers

Registered Nurses

ICU Registered Nurses

Crisis Capacity
Top-of-license, MAs, LPNs, recruiting, locums, 
retired, travel, increased care ratios, etc.

X X X X

Staff: Physicians, Nurses, and Other Staff
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Stuff: Ventilators

BJC Mercy SSM TOTAL

Ventilators

BiPAPs

Anesthesia Machines

Crisis Capacity
Dual patient ventilators, additional supply, etc.

X X X X
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Stuff: Personal Protective Equipment (PPE)

BJC Mercy SSM TOTAL

PPE: Days on Hand

Anticipated Burn Rate

Crisis Capacity
Adjustments to protocols, additional supply, etc.

X X X X
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Community Resources

▪ Other medical assets

▪ Other abilities to care for patients

▪ Other methods/locations to care for 
low-acuity patients

Partners Outside  
Healthcare
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COVID: Constraints
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Restrictions placed on the system
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▪ EMTALA

▪ Standards of Care
▪ At what point do these change?

▪ Resupply of PPE

Restrictions 
on the System
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What we know and what we believe
COVID: Critical Facts & Assumptions
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1. We have limited capacity to care 
for COVID patients

2. We have limited ventilators

3. We have limited staff

Facts
Statements of truth or 
statements considered to be 
true at the time 
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1. We will have more patients than we can 
care for

2. We will run out of ICU capacity, ventilators, 
and PPE

3. We will need to manage public 
misinformation and negative sentiment

4. Our workforce will degrade over time
▪ Exhaustion
▪ Infection
▪ Non-infectious loss

Assumptions
Suppositions on current situation or 
presuppositions on future course of 
events, assumed to be true in the 
absence of positive proof
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COVID: Risk Management
Implementing threat mitigation strategies
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▪ What are we willing to do to save the highest 
number of lives?

▪ What are our triage guidelines?

▪ Legal risk

▪ How do we minimize risk to workforce?
▪ PPE
▪ Housing for exposed / infected workforce

Risks
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COVID: Communication Strategy
Appropriate and timely messaging to stakeholders
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▪ What is our unifying or dominant 
idea to express our purpose for 
action?

▪ What is our message to support our 
theme?

Theme & 
Message
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COVID: Course of Action
Feasible, Acceptable, and Suitable
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▪ Feasible – will this plan accomplish what 
we intend within established time, space 
and resource limitations?

▪ Acceptable – does this plan balance risk 
with action? Is it acceptable to the public?

▪ Suitable – Can the COA accomplish the 
mission within the planning guidance?

Requirements
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▪ How does this lead to accomplishing our 
mission?

▪ How do we prepare for success (shaping) 
now?

▪ How do we sustain for success?

▪ What are the tasks performed and 
conditions achieved for success?

Requirements
(cont.)
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▪ Assess our assets
▪ Space, Staff, Stuff

▪ How is it organized across the space?

▪ Where are we vulnerable?

▪ What additional resources do we need?

▪ How do we allocate resources?

Steps
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▪ What are the critical events?

▪ What risks are we willing to accept?

▪ Lines of Effort
▪ General, lack specifics
▪ Rely on units to develop and refine tasks

Broad Concept
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Broad Concept (cont.)

Healthcare systems will focus on Acute Care
▪ Specifically on maximizing intensive care resources

▪ Lines of Effort (Dependent on Phase of Operations)
▪ Supplies – PPE and ventilators
▪ Space – Maximize hospital capacity 
▪ Staff – Consolidate staff and redeploy to meet demand 
▪ Medical Care – Develop clinical pathways and protocols to maximize care and survivability 
▪ Standards of Care – Triage resources and patients
▪ Community Assets – What do they bring to the effort? Alternative care sites?
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Shaping Activities - Federal/State/Local

Notional Operation Plan Phases

Shape
Phase 0

Initial Surge
Phase I

Critical Mass
Phase II

Prevent Failure/Stabilize Operations
Phase III

Stability/Reopen
Phase IV

Plan 
Begins

Plan Termination

Admissions

ICU Admissions

Ventilators

Plan Begins Plan Termination
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Surge Phase             I (Shape)           II          III          IV (Sustain)                  V (Recover)

SUPPLIES

STAFF

SPACE

MEDICAL CARE

Collective Response Will Require a Phased Approach
Li
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s 
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Examples: Lines of Effort

SUPPLIES
▪ PPE substitutions/alternatives for those in contact with asymptomatic patients that 

may be positive

STAFF
▪ Adjust care ratios (e.g., from 1:2 to 1:3) to increase labor capacity

SPACE
▪ Move to double occupancy (known positives/known negatives)

MEDICAL CARE
▪ Advance discharge protocols to alternative sites for recovering patients to open beds 

faster
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Maximum Uncertainty
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Learning Objectives
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VACCINE 
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Planning & 
Decision Making 
Process

78

Step 1:
Frame the Problem

Step 2:
Mission Analysis

• Timeline
• Issues/Priorities

What End State 
Looks Like

• Health Systems 
Intelligence 
Requirements

• Knowledge products 
about SARS CoV-2

• Initial Planning 
Guidance 

• Estimates on 
patients and health 
systems demand

• Assumptions 
regarding the 
pandemic and 
response

• Evaluation criteria for 
COA

• Develop initial 
information collection 
plan 

Step 3:
Course of Action 

Development

• Planning 
Guidance from 
Step 2

• Assumptions
• Evaluation Criteria 

for COA

• Assess Assets
• Broad Concept 

of Operations
• Course of 

Action Proposal

COA Approval and Execution



79

VACCINE 



80

VACCINE 



81

VACCINE 



82



83



84



85
Morning Consult poll among a sample of 3,000 adults, September 20-22, 2021
https://debeaumont.org/news/2021/social-media-misinformation-poll/



86



87

Learning Objectives

▪ How to use a deliberate planning process in periods of 

uncertainty

▪ Adapting to changes on the ground

▪ Leveraging communication to advance and influence your 

strategic plans



88

Learning Objectives

▪ How to use a deliberate planning process in periods of 

uncertainty

▪ Adapting to changes on the ground

▪ Leveraging communication to advance and influence 

your strategic plans



89



90

▪ What is our unifying or dominant 
idea to express our purpose for 
action?

▪ What is our message to support our 
theme?

Theme & 
Message
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Communications
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Communications

• Be Consistent

• Be Clear

• Be Fact Based

• Be Available

• Argue on Logic, Not Emotion
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Alternate Models: More Optimistic and Less Optimistic 
Scenarios

93

SOURCE: St. Louis Metropolitan Pandemic Task Force | UPDATED: 12/3/20

More Optimistic: Re of 0.99, consistent with level 
in mid-Aug to mid-Sept

Less Optimistic: Re increasing 
after Thanksgiving to 1.45 Best Guess 

Re of 1.19
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Projections vs. Actuals: COVID-19 Inpatient Census for St. Louis MSA Hospitals
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SOURCE: St. Louis Metropolitan Pandemic Task Force | UPDATED: 12/3/20
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