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I. Keynote Opening Comments

· Harvey Fineberg, President, Institute of Medicine

Dr. Fineberg welcomed the group and expressed IOM’s support for this process and pleasure in hosting the National Stakeholder Sessions in July and September. Dr. Fineberg noted that he learned the importance of dialogue with stakeholders and the general public from his experience working on issues related to the swine flu.

· Bruce Gellin, Director, National Vaccine Program Office, Department of Health and Human Services (HHS)

Dr. Gellin noted the importance of this public process to pandemic planning and assured the group that their work would inform the national plan.  
II. Welcome/Introductions 

· Co-Chairs Welcome

· Ed Marcuse, Professor, Pediatrics University of Washington, Associate Medical Director, Seattle Children’s Hospital

Dr. Marcuse welcomed participants and noted his support for diverse stakeholder dialogue on policy questions involving tough, value based trade-offs such as individual freedom vs. societal good.  He also noted that the meeting’s success hinges on free and open deliberation and he looks forward to chairing what he hopes will be a rich discussion during the plenary sessions.

· Roger Bernier, Senior Advisor for Scientific Strategy and Innovation, National Immunization Program, Centers for Disease Control (CDC)

Dr. Bernier provided background information and context setting for this pilot project.  He coined the term the Racine 16 to thank and recognize the group of people who participated in the original Vaccine Policy Analysis Collaborative (VPACE) project, which developed recommendations regarding public engagement, and who have been instrumental in shepherding this pilot project to date. He urged the group “to use this opening to demonstrate the real value added from engaging both the stakeholder public and the general public on these issues.”  Dr. Bernier’s full comments are included as Attachment B.

· Group Introductions

· Mary Davis Hamlin, Senior Associate, The Keystone Center 

III. Review/Refinement/Ratification of Operational Protocols (Brief Presentation/Discussion)

Dr. Marcuse and Ms. Hamlin reviewed the Draft Operation Protocols and secured the group’s support for the articulated purpose, design, roles, and deliberating guidelines.  The Operation Protocols are included as Attachment C. 

Participants asked about how the work of this pilot is being folded in with other efforts.  A 2005 version of the pandemic plan is being prepared to present to the Secretary of Health and Human Services. The work of our project, as well as recommendations from the Advisory Committee for Immunization Practices (ACIP) and National Vaccine Advisory Committee (NVAC), will be folded into the process before final decisions are made (see Attachment D – detailed response to the above questions drafted after the July session).

Dr. Bernier introduced Mark DeKraai and Miriam Wyman, the two evaluators who have been asked to assess the pilot project.  The evaluators asked the participants to fill out a pre-meeting evaluation, which is included as Attachment E.

IV. Establishing a “Base Case” – Influenza 101: The Characteristics of a Regular Flu Season (Brief Presentation/Discussion)

Dr. Marcuse provided an overview of the approach for addressing the vaccine prioritization questions.  He noted that we will first present a “base case” centered on a regular flu season, including speakers giving the essential facts about influenza, and our standard approach to vaccinations. We will then provide a legal and ethical framework to guide our subsequent deliberations. Finally, we will then fold in potential aspects of a pandemic event to illuminate the unique challenges that we might face as a society. 

· Flu 101

· David Shay, Medical Officer, National Center for Infectious Diseases, CDC

(Presentation slides are available on the web at:

http://keystone.org/Public_Policy/Featured_Projects/PEPPPI/pepppi.html)

· Standard Vaccination Policy/Assumptions during Regular Flu Season

· Bill Atkinson, Medical Epidemiologist, National Immunization Program, CDC

(Presentation slides are available on the web at: http://keystone.org/Public_Policy/Featured_Projects/PEPPPI/pepppi.html)
Highlights from Presentation/Discussion

· With the influenza virus there are minor changes all of the time known as “drift.” When a major change occurs, a “shift,” a new surface protein emerges, a condition that is necessary for a pandemic event.  Those most at risk are under 1 year, over 65, pregnant, or have a chronic illness.

· There is an average of 36,000 flu deaths per year - 90% of those among 65+ years old. The vaccine is 70-90% effective in preventing illness among individuals less than 65 and less effective for the elderly (30-40%), but does reduce hospitalizations and death.

· When a vaccine supply was cut in half in October 2004, CDC came up with a priority list:

· 6-23 month-old children

· Pregnant women

· Residents of nursing homes and long-term care facilities

· Healthcare workers with direct patient care

· Persons 65 years and older

· Household contacts and out-of-home contacts with those <6 months

· Two-thirds of health care workers are not accessing the vaccine.  There were various perspectives shared regarding why this might be true:  vaccine not available, not free, concerns about side effects, poor education, inconvenience.  One participant noted that the Hepatitis B vaccination rate rose from 17k/year to 400k/year with mandatory education and free availability by employers.  One participant added that there remains a lack of understanding among health care workers regarding their potential role in transmitting disease, not recognizing their ethical obligation to protect patients.

· Health care workers hold the same misconceptions as the general public regarding influenza vaccinations: 1) concerns about getting the flu from the shot; 2) concerns that the vaccine does not work; 3) conviction that it is only for elderly and sick.

· Is there risk of virus transmission from live nasal vaccine?  There was a lot of concern with live vaccine.  After 2 seasons of investigation, there were no documented transmissions so we are trying to get more usage of nasal virus, especially in hospitals.

· We need to start education on flu vaccine within nurse practitioner schools.

· Were we more successful last year because of the specter of the shortage?  We did a better of job of vaccinating high risk patients.

· How much have we learned about how the system worked in the first 2 weeks of shortage?   We need to build local coalitions to have a better system of distributing among the haves and have-nots.  In the past, private mass providers have sometimes immunized those not at highest risk.

· In Canada last year, there was unprecedented demand for vaccine.  In fact, we could not have paid for better promotion for flu vaccine.  

· There is a public perception that things did not work well last year.  It would be good to analyze what worked on a state-by-state basis.  

· It is important not just to think about what to do with a shortage, but also how to prevent a shortage.

· Why does influenza happen at certain times of the year?  We don’t know. We do know that in the US, the flu season is 10-11 weeks.  Pandemics have often lasted 8 weeks, and can include more than one wave.  

· What are the side effects of vaccination?  A rare 1 per 100,000 doses administered can have neurological effects.  Some recipients get severe reactions to egg protein in vaccine and others get low grade fever.  Only 20-30% of those vaccinated exhibit flu-like symptoms (fever, cough), but it is not the actual flu.

· How can we tease out the issues unique to Native American tribes?  Health care on reservations is not as good as in major cities.  Native Americans have many health issues, with challenges related to ethnicity.  There are many real access issues.

· Flu vaccines for many are an out-of-pocket expense and we do not have a good public infrastructure to address this. 

V. Providing a Framework for Considering Alternative Vaccination Priorities (Brief Presentation/Discussion)

· Legal Considerations 

· Peter Jacobson, Professor of Health Law and Policy, University of Michigan School of Public Health

(Presentation slides are available on the web at http://keystone.org/Public_Policy/Featured_Projects/PEPPPI/pepppi.html)

Highlights from Presentation/Discussion

· There is a tension between protecting community health versus intruding into personal liberties.  Public health is a collective endeavor in an age of individualism.

· Generally, most public health services are delivered at state level.  Regionalism is likely to emerge as an issue in vaccination.

· During the 1957 epidemic, we produced millions of vaccines in just 4 months by circumventing the bureaucracy related to biological standards.  During a pandemic event, we can use a national state of emergency. Due process should not be ignored but the law does allow government to move quickly. Local health officers have the authority to close/seize buildings—could be most powerful person in a county in certain circumstances.  Civil liberties still must be respected.

· Public health officials have power because they use it infrequently.  In a pandemic situation, the question will not be about mandating vaccination but instead trying to make use of limited vaccines in the face of major demands.

· Can the government commandeer media in an emergency?  It is doubtful as the first amendment would not allow it.

· Jacobson versus Massachusetts provides the legal framework for enhanced federal intervention in a pandemic event, but state legislatures need to be educated about this framework prior to the event.

· Ethical Considerations 

· Daniel Wikler, Mary B. Saltonstall Professor of Population Ethics, Harvard University

(Presentation slides are available on the web at http://keystone.org/Public_Policy/Featured_Projects/PEPPPI/pepppi.html)

Highlights from Presentation/Discussion

· State power requires a public trust (including the truth about governmental claims, competencies, and acting in the public interest)

· Distribution of vaccines must be viewed as fair (shared values, no favoritism)

· This group’s challenge is determining how much priority should be placed on goals such as health outcomes versus maintenance of civil order versus critical infrastructure versus reducing impact on normal activities and pursuits, etc. Or, if I’m not as economically useful to society, do I count less?

· Dr. Wikler presented various dilemmas to provide the opportunity for the participants to consider the value trade-offs that might be presented in a pandemic event.

Example 1:

You are chief of a ward with 100 patients.  50 of these patients need 2 pills to survive. One pill does not help them. 50 of these patients need 1 pill to survive. You have 50 pills. You can’t get more. Who should get the pills? On what basis should they be chosen?

How many of you would give the one pill to the fifty that need one pill to live? Many of the participants indicated this preference, based on the “save the most people/maximize life” goal.  This decision was based on the assumption that all people are equal and do not bring different values like age, job, etc.  Others noted that they did not want to discriminate against the “two pill” patients, based on fairness, and said that half of the pills should go to the one pill patients and the other half should go to the two pill patients.  This was general defended by a social justice argument.  Finally, others felt that a lottery provided the most fair and just allocation scheme.

Other participant comments:

· We will likely find in Atlanta that the average citizen will ask: why don’t we have enough pills?  Why can’t we have enough?  We need to prepare answers to those questions.

· It is most important that we determine how to explain our rationale to anyone that is left out of an allocation scheme.  Is there an explanation that reasonable people can understand? 

· People may be willing to make decisions that put themselves at greater risk.  We should not underestimate ourselves and others.

Example 2:

Five children are playing on a trolley track as the trolley approaches. If the trolley is diverted to a spur, their lives will be saved; but one child is playing on the spur. The driver has a heart attack. You would be able to divert the trolley. Should you do so?

Most participants in the room indicated that they would intervene and try to save the five kids.  Again, the basis for that decision was saving the most people, maximizing life.  Others believed that it was fairer not to intervene, and to allow the situation to play out.

Example 3:

You are a surgeon with five patients who need 5 organs. You could carve up one healthy patient and save all 5. Should you?

Most participants did not believe it is acceptable to kill a healthy patient, even though it would in fact save more lives.  Several noted that the qualitative difference is the principle of “doing no harm.”   

· Dr. Wikler noted that these examples and others are posted on a Moral Sense Test website, developed by a researcher named Hauser.

VI. Past/Future Pandemics

A film narrated by Dr. Alan Hinman entitled “Pandemic Influenza” was viewed with follow-up discussion led by Dr. David Shay.

Highlights from Presentation/Discussion

· The avian flu’s key risk factor is humans’ proximity to chickens. In 9 countries, 100 million poultry have died or have been culled.

· The current concern is in 7 countries: Vietnam, Thailand, Laos, Cambodia, Indonesia, Malaysia, and China.  S. Korea and Japan have controlled outbreaks. Activity has increased during cooler months. As of June 28, 2005 there are 108 confirmed cases, 54 deaths (Cambodia, Thailand, and Vietnam). The virus is found in swine in China, and European cats can be experimentally infected.  It is resistant to antiviral drugs (amantadine and rimantadine).

· Is an H5N1 pandemic inevitable?  One participant did not think H5N1 (avian flu) is likely to present the next pandemic.  Most pandemics are from H1, H2, or H3.

· Can we identify critical warning events early enough to “respond”?  Which pandemic preparedness steps can/must be taken now?  We can’t do a pandemic plan other than as a “living document” based on the best evidence currently known.  At the beginning of an outbreak, the plan may need to be reviewed and changed periodically.

· What are the ethnic, genetic, and socio-economic markers for those who survived the 1918 Spanish flu?  It did impact the healthiest persons because in those individuals the immune system was the healthiest and their death was caused by the extreme response of a healthy immune system.

· The international perspective has to be part of addressing pandemic issues, since a pandemic is likely to originate in Asia.

· Will there always be a next pandemic? There have been 3 in the last century.  

· We need to plan around how to work with communities where English is not the first language.

· If flu is a private sector responsibility, we need to talk about how non-profits should be involved.

· If fowl are a source in SE Asia, what about pigs? Influenza is an aquatic bird disease.  Bird viruses don’t infect humans very well.  Pigs have both receptors and can get a virus from a bird and then give it to humans.

· There is no evidence to suggest that regular seasonal influenza differs from pandemic influenza in the length of the incubation period. 

· We should stockpile a vaccine that is based on our best guesses about the virus, even though it may be wrong.  

· The Pandemic Flu plan is a “living document” and must have a process to incorporate or include opportunities for change.  If the epidemiology is different, we will have to change prioritization decisions.  The anticipation is that some of these issues will be the same, no matter what the pandemic looks like.  Regardless, one assumption remains that there will be very little or no vaccine at the beginning of a pandemic.  

· It is true that the first wave will probably hit the US with no vaccines available, and that we can expect subsequent waves.  There will probably be several waves.  If we look at history, strains tend to develop abroad.  We need to have good surveillance so as to gain as much lead time as possible.  

· Reporters will need to do an extraordinary job in telling this story.  It is worth talking to reporters and educating them about these problems now. There is always a tension in journalism—opportunity to explain what’s going on or to advance careers.   

· In Nebraska, a public process on this topic found that there was great trust in public health officials to address uncertainties during a pandemic event.  

· We also need to remember to consider infection control.  Better preparation could limit the spread of the infection.

VII. Vaccines in a Pandemic Event (Brief Presentation/Discussion) 

· Alan Hinman, Senior Public Health Scientist, Public Health Informatics Institute, Task Force for Child Survival and Development, NVAC

(Presentation slides are available on the web at http://keystone.org/Public_Policy/Featured_Projects/PEPPPI/pepppi.html)

Highlights from Presentation/Discussion

· Dr. Hinman noted that the HHS Pandemic Plan that was released left open several questions that need further consideration.  An NVAC/ACIP subcommittee has been charged with addressing the below questions:

1. What are the priority groups for pandemic vaccine when supplies are limited?

2. What are the priority groups and strategies for antiviral drug use?

3. What is the public sector role in pandemic vaccine purchase and distribution (also needles and syringes)?

· Dr. Hinman assured the group that our project’s work will clearly have an impact on any final decisions made by HHS.

· We should assume that imported vaccine will not be available during a pandemic event, two doses may be needed for protection, and the first vaccine will be available in 4-8 months.

· Only sanofi pasteur has a completely domestic supply chain and can produce an estimated 3-5 million doses/week (280 million people in US). We can anticipate that we can only protect 1% of population per week.

· Those elderly most at risk are least likely to respond to vaccine.  Whereas vaccinated school children could impact transmission.
· It is estimated that 25-30% of persons will become ill (20-30% of working age) in the first major wave. Rates of hospitalizations and deaths depend on age and risk group—each major pandemic (1918, 1957, 1968) has resulted in fewer deaths and hospitalizations that the one preceding it—but we don’t know the impact of the next one. A pandemic event will likely impact the maintenance of Critical Infrastructure Services.   Also the US is now more of a service than a manufacturing economy, so we can not compare potential societal impacts with those of past epidemics.  We might need to vaccinate where impacts are greatest, rather than who is most vulnerable.

· We have a national petroleum reserve, we have navy ships in mothballs, why can’t we stockpile anti-virals, and use companies that are mothballed to make more flu vaccine?  For anti-virals, the issue is the willingness of government to purchase enough for a stockpile to force an increase in production. 

· Do hospitalization rates include urban/rural populations?  Not really, but would need to look at alternative places to care for lots of people—no ability to handle surge of patients.

· If we had vaccines available upfront, how long would it take to administer to the population?  In 1976 vaccinated 40 million quickly.

· To control the transmission of a disease, you often vaccinate those in contact with an ill person.  Would we do the same thing in a pandemic event?  Vaccines need 3-4 weeks to take effect before you’re exposed to the virus.

· How do the various consulting processes work together?  National groups, state groups, this pilot project.  Which group takes priority?  How are we going to resolve conflicts among views?  We are still in the process of determining how to coordinate all the efforts.  The hope is that there will be more similarity than differences among various efforts.

· Wouldn’t a population immunized against pneumonia also do well against flu?  Yes, but we don’t do a good job on pneumococal vaccination. 

· For states to do a good job, we need to know how federal government is going to approach ordering, prioritizing, and distributing supply of vaccine.

VIII. International Perspective (Brief Presentation/Discussion)

· Arlene King, Public Health Agency of Canada 

(Presentation slides are available on the web at http://keystone.org/Public_Policy/Featured_Projects/PEPPPI/pepppi.html)

Highlights of Presentation/Discussion

· Canada has a national pandemic plan that outlines the roles and responsibilities of all levels of government.  The first goal is to minimize serious illness and overall deaths, and the second goal is to minimize societal disruption among Canadians.  The plan also includes providing vaccines to all Canadians as quickly as possible and considers strategies for production, delivery, communication, and education.  

· Priority groups will need to be reassessed as soon as epidemiologic data on the pandemic virus becomes available.  Pandemic Influenza Committee (PIC) recommendations to all levels of government on all aspects of preparedness strategy will be followed by all jurisdictions.  Below are the proposed priority groups.

1. Health care workers (first line of defense, maintain response of implementation)

2. Essential service providers/government leaders (maintain key community services—police, fire, armed forces, emergency response, utility workers, funeral service, corrections facilities, public transport, transport of essential goods)

3. High risk groups (nursing homes, long-term care facilities, high risk medical conditions, 65 years and older, infants 6-23 months)

4. Household contacts of high risk groups

5. Healthy adults (major workforce, most economic impact, reduce demand on medical services)

6. Children and adolescents 2-18 years (lowest risk, major role in spread of disease)

· In response to international needs, the plan asserts that any vaccines that can not be used by Canada will be made available to other countries.  A component of the plan may be to block borders. Canada believes it could vaccinate the entire country within a month.

· One participant noted that teachers are not mentioned, and not being able to send kids to school will mean that some parents would have to stay home.  What about military?  They’re healthy, and not likely to be hospitalized.  Military are acquiring their own anti-viral stockpile.

· Why is there a difference in the timing between Canadian and US approval rates: 3 months in Canada, 6 months in US? It is because of licensing requirements. An international meeting w/Canada and Europe is being planned to address this challenge.

· Have you chosen consistency of implementation in all provinces over customization of the plan for individual provinces in Canada?  The plan has been endorsed by all levels of government.  We will also develop a common communication strategy.

· Did you deliberate about family members of health care workers and essential services providers?  Is there data about whether health care workers will come to work, knowing they would bring back disease to their family members?  These are very real issues and another challenge we may face.
· Were First Nation Tribes involved in the planning?  Yes, they have been and we will continue to work with the First Nation Tribes to address their unique needs.

· The group emphasized again the importance of communicating the rationale behind the plan and also expressed concern about the public’s response to the relative low ranking of children.

IX. General Plenary Discussion (after all presentations)

· As a mom with two kids, would I get immunized and not immunize my kids?  No.

· If this is like 1918, we may have to change our thinking.  Do we value kids more?  Do we decide that the frail and elderly will die anyway?  If we immunize kids, do we immunize household contacts too?

· Canada values loss of life above all else.  It may be more logical to try to keep society running as first priority.  Value judgments get thrown out when you are facing a person—e.g., easier to make the train track decision to kill the child on the spur to save 5 others than to kill the healthy adult to enable 5 organ transplants. 

· Why are we only thinking about vaccines?  Why not a mix of tools, including anti-virals.  If the goal is to immunize healthcare workers early, can we say that we have a stash of anti-virals just for you?  Is it possible to motivate certain groups with different carrots than just a promise of vaccine?

· What does mob mentality mean in all this?  Should we look at how people behave in a crisis?  Lots of people will try to save their own skin first.  How do you get enough credibility to explain to the person who isn’t getting immunized?

· We need to be careful about what language is used when talking to the public (e.g., don’t say lives are dispensable).  Need to build message around values such as resilience.

· National policy is a blunt instrument, and is difficult to implement.  

· The likely situation is that vaccine will dribble out.  What level of functioning in society is necessary?  For the US to continue to lead world markets, or just to put out fires?

· There needs to be lots of education and outreach during non-pandemic years.  Strike a balance between normal strategies and other contingencies that would need to be taken during a pandemic year.  Communication is critical.  We didn’t do a good job on the anthrax scare or with last year’s flu vaccine shortage.

· Is reaching half of the population a failure?  Adult immunization currently is less than 50%.  

· We need to learn from past experiences. President said others should go first—was that a mistake?  

Day II: July 14, 2005

X. Small Group Work

Ms. Hamlin instructed the group about the purpose of the small group sessions:

Based on a joint understanding of the spectrum of stakeholders’ interests/concerns and core beliefs related to key factors possible in a pandemic event, develop prioritization goals for a vaccination program (documenting underlying values/interests).  

She organized mixed-interest groups with facilitators and recorders, and also provided a handout with illustrative values, goals, and population subgroups to guide their discussion.  The small group handout is included as Attachment F.

Group 1

Facilitator: Craig Colletta, The Keystone Center

Group Participants: Amy Fine, Alan Hinman, Dan Hopfensberger, Mona Steel, Marian Warwick

The group began its discussion with a review of issues around producing more vaccines in the event of a pandemic.  They decided that social justice was a primary value and that the first and best response to a pandemic should be increased vaccine production.  The group recognized that this was not something over which they had control, but felt it important to state in order to establish context for other recommendations.

The group discussed a number of issues around prioritization, including:

· Years of productive life lost versus overall death reduction and protecting the most vulnerable

· Limiting spread of flu through vaccination

· Vaccinating children and families of front line heath care workers

Reviewing the list of values, the group identified priorities, but chose to link and redefine them. The first practical priority was a combination of utilitarianism and compassion the group termed “communitarianism” and defined as an effort to maximize health and safety while minimizing overall hospitalization and death. The second practical priority was maintenance of basic social order and national security, though the group also found the term social order problematic. 

Operationalized, these values suggested priority for vaccination be given to a combination of the most vulnerable populations and members of the “critical infrastructure.”  The group felt, however, that the term critical infrastructure was vague and should be changed to help better communicate priorities to the general public.

Group 2

Facilitator: Catherine Morris, The Keystone Center

Participants: Jennifer Logan Coyle, Laura Efros, Carol Jordon, Sarah Landry, Walt Orenstein, Sharon Parrott

Observers: Whitney Shipley, Dick Tardif, Miriam Wyman 

The group agreed that Goals must be consistent and stable, although the implementation based on changing information may result in shifting priorities.  The below goals are listed in order of relative support by group members.

Minimize Overall Mortality

The group did not define the definition of this in terms of the number of lives or the number of years of remaining life, but acknowledged that not all deaths are equal and this will force some judgment calls.  One member of the group emphasized the importance of using containment strategies in addition to vaccines, and the group agreed that all tools must be integrated into a strategy that reduces the amount of vaccine needed and secondarily reduces overall mortality.

Maintain Basic Social Order and Critical Infrastructure

The group initially focused on the question of how this translates into specific functions. The group was not willing to finalize a list regarding who is critical and who is not.  There was agreement that health workers in general are critical, and particularly those who have responsibility for direct patient care.

At one point the group considered determining who is in and who is out, by focusing on who is least replaceable (more skilled/decision makers/etc). One participant urged the group to consider who was considered critical after 9/11 or in a future terror attack, in a hurricane, etc.

Should be Based on Best Available Science

The group noted that priorities should recognize the scientific uncertainties and be responsive to new information, and that the science should be transparent.  Likewise, priorities must be based on values that are transparent and reflect broadly-shared values.  

Equity 
Vaccines should be distributed based on equity/social justice principles, not on economic standing (e.g., equal consideration to the poorest communities, language barriers, etc.)

Greatest Good Served with Limited Resources 

The group believed societal welfare must come before individual welfare; government however must set priorities, not rely on a random lottery where everyone has an equal chance.  In general, this group tended to favor society over individual choices, but recognized that there was going to be disagreement with any set of priorities and getting buy-in to the reasoning behind the public policy was critical to success. 

Interestingly, the group was unanimous that avoiding economic disruption or maintaining economic order should not be a guiding principle, except to the extent that maintaining critical infrastructure is also essential to maintaining economic order.  But the example of keeping Wal-Mart open so we could maintain spending (as our president urged us after 9/11) did not carry support. 

The group requested the following additional information: 1) the mortality risks of different population groups, and 2) information about who is considered critical by DHS, FEMA, etc.  

Group 3

Facilitator: Peter Adler, The Keystone Center

Group Participants: Geoff Evans, Jeff Levine, Barbara Loe Fisher, Ed Marcuse, Paul Offit, Merv Tano
The group used the following agenda as a starting point:

· Start-Up: Introductions, Agenda

· Who Are the Stakeholders and What are their Stakes?

· What Goals and in What Order of Priority?

· What Groups and in What Order of Priority?

As the discussion unfolded, the following themes or points emerged from the discussion.

First, the group felt it was hard, if not impossible, to prioritize goals, groups, or values in the abstract. Different flu scenarios (varying by intensity, speed of spread, and population vulnerability) would call for different prioritizations. To do the exercise more properly, a number of assumptions would need to be made.

Second, the role of children figured prominently. Everyone agreed that people under threat will be concerned about children first. Even if they aren’t the most vulnerable, a plan or policy must clearly speak to how (our) children will fare.

Third, the group talked a great deal about freedom of choice and self-determination, which are fundamental American values and must be reconciled with any plans that would become intrusive or exclusionary.

Fourth, it was acknowledged that while the science of influenzas seems solid, there are legitimate questions and dissents that must be noted and examined.

Fifth, much further work needs to be done on who constitutes “critical health care providers” since it is not all clear that all providers might be equally critical.

Sixth, it will be important for tribes and indigenous people to be involved in making tough value choices as vaccines are rationalized and rationed.

Finally, whatever happens, communication planning and messages will be crucial and will require very careful attention.

Group 4

Facilitator: Jeremy Kranowitz

Group Participants: Lou Cooper, Lynda Flowers, Afton Kobayashi, Debbie McCune Davis, Richard Platt, Melinda Wharton

Observers: Mark DeKraai and Alan Janssen

An overarching theme of discussion was the need to address infrastructure.  Why is there not enough vaccine available?  The point of the exercise is to place values on whom to vaccinate first, but kind of pointless when the main issue is finding out a way to vaccinate more people faster.  The group moved this to a parking lot for future reference.

Another key issue was the importance of the method for communicating these plans. 

The group started to create a list of values, including all life is valuable, social order is important, etc.  Some of the ideas were more objectives or methods for implementation, which were posted on another sheet.

The group developed a concept for a two-tiered system that first addressed social order (immunizing critical first responders, vaccine producers, health officials).  It was noted that President Bush stepping back last year and not getting immunized was probably a bad decision in terms of maintaining social order.

The group decided that a lottery system would be the best method to immunize the rest of the country for two main reasons:

1. It was the most fair—no one is valued more than anyone else.

2. If the plan was communicated to the public that only 1% would be immunized per week, there would quickly be a firestorm of activity of people calling their Congressmen to make sure that we had adequate infrastructure.

There was also discussion about a lottery “plus” system that would allow transferability of the rights to immunization.  That way, if it turned out that you won the lottery, you could allow your child or parent to be immunized first, if that was important to you, and did not infringe on personal rights.  

There was also discussion about what might happen if one sub-group seemed to be especially hard hit by a pandemic.  It was decided by the group that the lottery system could be flexible enough that it could be altered to elevate a critical sub-group, if identified with enough time, but that the pandemic would probably spread too quickly to single out one group or another.

The group cycled back to various values that came out of the two-tiered social order/lottery theme.  Social order came out on top.  Aspects of equality, fairness, social justice, and utilitarianism were all evident in the lottery concept.

Group 5

Facilitator: Jon Abercrombie, Study Circles Resource Center
         Group Participants: Roger Bernier, Rudolph Jackson, Jeff Levi, LJ Tan, David Johnson,  

         Elena Rios

         Observers: Rose Marie Martinez

The small discussion group brainstormed to create a list of the values underlying a National Influenza Vaccination Program and a list of the goals that would be important to pursue in such a program. After a brief discussion of these values and goals, the participants were given a set number of votes to use in selecting the most important elements on the list. It was understood that the narrowing of the list was being done only as a preliminary step at this stage and that more discussion was required to fully understand the consequences of each of the elements on the list. Altogether the full list consisted of approximately 15 elements. After the preliminary voting, the list was narrowed down to 5 or 6 values/goals that were considered of greatest importance. These were:

 

Utilitarian – do the most good

Transparency of Decision-making

Fairness

Every life of equal value

Preserve community and sustainability

Flexibility and Adaptability

XI. Next Steps

· Atlanta Session

· Working with Constituencies

· Additional Data Needs

· September 7 & 8, 2005 Session
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