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Executive Summary

A severe influenza pandemic will have profound impact on the health care delivery system. Shortages of life-sustaining medical resources, including hospital beds, trained health care providers, intensive care unit resources, medical supplies, equipment, and medications, and are expected.  Rationing of scarce resources and alterations in the standards of health care delivery are widely acknowledged to be necessary components of the response to large scale health emergencies; yet, there has been little public dialogue on these issues and detailed guidelines are not yet available. To address these gaps, Public Health – Seattle & King County (PHSKC) engaged the public to better understand their values and priorities regarding the delivery of medical services and how those services will be allocated during a severe pandemic influenza. The public engagement process is critical to help ensure the incorporation of the community’s values and priorities into the policies, plans, and guidelines that Seattle – King County develop for the region.

The engagement process included input from a total of 153 participants in four (4) public engagement forums drawn from diverse citizens in the community and vested stakeholders
 (Appendix A – Participation & Recruitment). The meetings were designed to allow individuals to think through the difficult decisions that need to be made by medical professionals during a disaster in an interactive format. They discussed the priorities for the rationing of scarce resources among peers and provided recommendations and insight on how those decisions should be made.  The format was a combination of individual survey, small group discussion and large plenary discussion - allowing for participants to inform each other’s opinions over the course of the meeting.  An evaluation of the project was completed by the independent University of Nebraska Public Policy Center and included a survey distributed to all participants before and after each forum (Appendix B – Survey Evaluation Results).  The process was guided by a steering committee representing medical services and care providers, health care experts, and emergency responders from state and local government, academia, and community based organizations (Appendix C – Steering Committee Members & Charter).   

In summary, several common themes emerged from the engagement forums.
 The following section summarizes highlights.  
1. How should decisions be made about rationing of limited, life-saving resources and what are the goals?

Much of the meetings’ discussion was about how to prioritize groups of people for medical treatment.  There was overall support among meeting participants concerning the importance of survivability as a treatment prioritization criterion.  The goal expressed was to treat as many people as possible even if that results in lowered standards of care. There was mixed response among the citizen and stakeholder participants on whether hospitals should take into account the number of years a person would live if they survived and if younger people should get treatment priority over older people.  After significant deliberation, the majority of participants agreed that the number of years a person would live if they survive (also discussed in terms of the age of the patient) should only be a factor in the absence of any other priority criteria.  Overall, participants reflected a high degree of faith and trust in medical care givers (doctors and nurses in particular) to make appropriate determinations based on their expert opinion about survivability.

The question of prioritizing people for treatment according to their role in society was met with mixed reactions.  Many participants were supportive of doctors, nurses, and first responders receiving prioritization because they can help support the healthcare infrastructure that provides treatment to the greatest number possible.  There was also discussion, however, about the need for many different roles in society.  Participants began to shy away from supporting a system that would prioritize treatment based solely on the role that one played in society.  The issue of equity became more strongly supported than determinations based on role.  
2.  What decision criteria are least important or off limits?

All participants agreed that decisions using criterion that discriminates according to race, gender, cultural, legal status, nationality, or language are not acceptable.  Participants also strongly expressed that the ability to pay was among the least important considerations.  Alternatively, a person should not receive preferential treatment based on their ability to pay. 

Participants overwhelmingly rejected “first come, first served” as a basis for determining access to scarce, life-sustaining medical resources. They also felt that random selection should not be used because it would not ensure the best use of resources. 

3. Should decisions about medical treatment be consistent?

Across all forums, the participants raised the need to establish standards or guidelines that health care facilities could follow consistently across the state to allocate medical resources.  

4.  Other Prioritization Factors

Other prioritization issues were discussed, including:

· The prioritization system should be relatively simple to support successful implementation and administration and not overly influenced by emotional decision-making during a time of crisis.

· Decisions should be made based on expert opinions about medical condition and survivability and a prioritization system should be based on fair and equal access.

· Groups discussed giving priority to health care workers as a means of best serving the needs of society in a time of medical crisis.

Background

The year long Seattle-King County Public Engagement Project on Medical Service Prioritization During Influenza Pandemic began in September 2008 and was supported by a grant from the Centers for Disease Control (CDC).  The project was designed and implemented to better understand the public’s values and priorities regarding the delivery of medical services during a severe pandemic influenza, including priorities for access to limited life-sustaining medical resources.

A. Statement of Need

Both moderate and severe influenza pandemics will have profound impacts on the health care delivery system. Using CDC’s modeling software, a Severity Index 5 pandemic influenza event estimates a 30% gross attack rate with a case fatality ratio of at least 2%.  King County has a total population of 1.8 million of which approximately 400,000 are children aged 0-18 years old.  Thus, over a theoretical 8-week time span of a Severity Index 5 pandemic, we estimate that 540,000 King County adults would be ill of which 11,418 would die.  It would result in the need for approximately 60,000 hospital beds during the course of the epidemic, and approximately 270,000 excess outpatient medical visits.  Demand for medical beds would require approximately 40% of available beds in a moderate pandemic and over 250% of available beds in a severe pandemic.  Demand for intensive care unit resources would exceed capacity in both scenarios.  In addition, shortages of material resources including medications, medical supplies and equipment, and of trained health care providers are expected.  

Rationing of scarce resources and alterations in the standards of health care delivery are widely acknowledged to be necessary components of the response to large scale health emergencies. Among all the medical services provided in a community, it is likely that many will need to be either severely curtailed or temporarily suspended during a severe pandemic. Currently there is no national or regional consensus regarding a standard approach to triage of patients, or implementation of altered standards of medical care during a disaster. Despite the significant impact on the community, to date, there has been little public dialogue on these issues, and no sufficiently detailed guidelines have yet emerged from professional organizations.   Input from the public is needed both to help determine which health and medical services should be prioritized, and how these services will be allocated among ill persons when the demand exceeds the available capacity. 

B. Steering Committee

To advise them in the process, the project staff convened an advisory committee representing medical services and care providers, health care experts, community advocates and emergency responders from state and local government, academia, and community based organizations that are responsible for recommending and implementing public health policy and programs for all people throughout the region (Appendix C – Steering Committee Members).  The committee helped identify the goals, design the process, recruit participants to the forums, and provide input to and review of the final report.

C. Project Goals

The opinions of the general public and stakeholders on this issue is a valuable part of the policy and decision making process.  The decisions will impact the public directly and they will need to contribute innovative thinking, practical solutions, and implementation support to the challenges that will be faced.  Broad participation contributes to sound, sustainable and widely supported public health management policies and practices.   The results of the project will be incorporated into the regional pandemic flu planning activities and help to inform policies in the region’s Pandemic Flu Plan.

The public engagement project’s goals were to:

1) Obtain feedback and recommendations from the community regarding the prioritization of medical services during a severe pandemic, and how those services will be allocated. 

2) Explicitly define the community’s values underlying the above recommendations. 

3) Ensure the incorporation of community values and priorities into regional planning for delivery of health and medical services during a severe pandemic. 

Based on the input from the steering committee, the framing questions used during the engagement process to focus the engagement with the public included:

1) Should we change how medical treatment decisions are made during an influenza pandemic?

2) What should the goal(s) be when decisions are made about medical treatment during an influenza pandemic?

3) How should decisions be make about rationing of limited, life-saving resources? 

4) Should decisions about medical treatment be consistent?

Methods

PHSKC convened four (4) community engagement meetings to better understand their values and priorities regarding the delivery of medical services and how those services will be allocated during a severe pandemic influenza. The meetings brought together participants from the following communities: 

• Stakeholders (30 participants; Appendix D) 

• Residents in North King County (57 participants; Appendix E) 

• Residents in South King County (49 participants; Appendix F) 

• Spanish speaking residents (17 participants; Appendix G) 

A. Recruitment and Participant Demographics

Two main publics, residents-at-large who represent no organized or special interests, as well as representatives of interested stakeholder organizations from key affected sectors, were recruited to participate in the public engagement forums.  To assist in the recruitment of residents-at-large (“public participants”), PHSKC received input from its steering committee and the Vulnerable Populations Actions Team (VPAT)
.  VPAT identified community-based organizations who might serve as partners; in turn, the community-based organizations helped recruit participants, consulted on culturally-appropriate methods, and checked translations of the materials.  Additionally, recruitment was conducted through outreach with schools and volunteer emergency response organizations, parent groups and associations, faith-based organizations, housing organizations, and student organizations.  The opportunity for participation was advertised on Craig’s List and through flyers posted in community centers, libraries, and other public places located near the sites of the public engagement meetings. Participants were offered $100 for attending the 8-hour meetings.

Recruitment efforts resulted in a broad range of public participants, based on gender, race, ethnicity, age, income and education. The majority of participants were female, with 70% female, 30% male. Twenty-four percent of the public participants identified as being of Hispanic origin or ethnic background, reflecting the Spanish-speaking meeting. Sixty-three percent of the participants identified as white, 11% identified as African- American or Black, 7% as Asian, 1% identified as Native American/Pacific Islander, and 19% identified as other. The public participants represented a diverse age span, with 17% of participants between the ages of 18 – 24, 15% between 25-34, 14% between 35-44, 25% between 45-54, 22% between 55-64, and 7% 65 and older. Public participants had varying levels of educations, with 12% who did not complete high school, 9% with up to a high school education, 27% with some college, 26% who graduated from college, 5% with some graduate schooling, and 22% graduating from graduate school. The public participants came from diverse economic positions, with 39% with an annual household income of $15,000 or less, 17% with an annual income of $15,001-30,000, 27% with an annual income of $30,001-60,000, 12% with an annual income of $60,001-100,000 and 5% with an annual income of $100,000 or more. The number of participants recruited from people living near the poverty line may reflect the clientele of the community partners who assisted with recruitment, and perhaps the relative value of the $100 incentive given for participation. (See Appendix B)

At the key stakeholder meeting, participants were recruited from a wide-range of community organizations and agencies, including:

· Hospitals, health care providers, and administration staff including community health clinics, home healthcare agencies, and nursing and adult living homes

· Emergency response and management

· Businesses

· Faith-based organizations

· Social service and advocacy organizations serving diverse populations, including immigrant and refugee service providers, sensory and physical disability providers, and housing service providers.

· Schools

The stakeholder group was a little more evenly divided between men and women, with 43% male participants and 57% female. Ten percent of stakeholders identified as Hispanic. Seventy-five percent of the stakeholders were white, 15% identified as Black or African American, 5% identified as Asian, and 5% identified as other. The vast majority of stakeholders were between the ages of 45-64. Stakeholders were largely graduate school graduates, and all stakeholder participants had completed some college. Their income levels were also substantially higher than those in the public participant group, with 62% receiving annual household incomes of over $100,000. (See Appendix B).

B. Meeting Design

Each public engagement meeting was designed for participants to learn from each other, understand one another’s perspectives, and identify common ground on values and priorities.  These objectives were achieved through the use of several decision making and deliberative tools: the Q-sort methodology, facilitated breakout session discussions of hypothetical healthcare vignettes, and plenary discussions.  The tools helped to illuminate the range of opinions that are held among the participants and to document where common ground existed.  All meetings had a professional lead facilitator along with teams of facilitators and note-takers for each break-out group convened during the Q-sort and vignette discussions. Each break-out group had approximately eight participants.

The Q-sort methodology was used to address the question: How should decisions be made about rationing of limited, life-sustaining resources?  The activity was designed to help understand what considerations are most important to the individual participants when it comes to decisions about health care treatment during disasters.  Participants sorted 27 opinion statements taken from real opinions given by members of the general public and health care experts.  The participants rank-ordered the statements along a continuum from most important to least important.  The statements and details of the Q-Sort results are contained in Appendix H – Q-sort Methodology & Results.
In each forum, breakout groups were also asked to consider a series of hypothetical scenarios or “vignettes” intended to help participants to personalize the kind of decisions that will likely be made in the case of influenza or other severe pandemic.   Using a “World Café” style process, participants in the small groups moved through a suite of three vignettes.  Each group was asked to build on the discussion of the previous group as part of a progressive conversation that integrated the ideas of all perspectives into a coherent outcome.  The vignettes and discussion details from each forum are shown in Appendices D - G.  Plenary discussions were also facilitated among the full group to discuss the outcomes from each break-out session, and highlights from these discussions are also included in the appendices. The summaries from each of the four meetings includes; agendas, lists of stakeholder participants, and detailed summaries of the deliberations and outcomes.
C. Survey and Evaluation 
An independent evaluation of the project was completed by the University of Nebraska Public Policy Center under contract to the CDC.  They distributed a pre- and post-meeting survey among all participants.  In addition to evaluating the public engagement process, the surveys included questions from project staff asking participants to indicate level of priority for specific groups, their support for standardization of altered standards of care, and the importance given to specific goals for medical service prioritization. University of Nebraska staff also conducted focus groups with participants and interviews with steering committee members to evaluate the project process. The full results are included in Attachment B - Survey Evaluation Results.   

Results At-A-Glance

A summary of key outcomes and results from all methods of engagement previously described are included in the following table.

	Guiding Questions
	Findings

	Should we change how medical treatment decisions are made during an influenza pandemic?

	Yes. Disasters will require implementation of altered decision making processes and protocols to determine allocation of scarce medical resources.



	What should the goal(s) be when decisions are made about medical treatment during an influenza pandemic?

	Treat as many people as possible, saving the greatest number of people even if it means that the standard of care must be compromised.

Create a prioritization system that is fair and accessible to all people.



	How should decisions be make about rationing of limited, life-saving resources?
 

	Saving for the greatest number of people should drive decisions.     

Survivability is a priority treatment consideration to help ensure that scarce resources are used most efficiently for those that will benefit most.

Health care providers and first responders are top priorities because they can help respond to the immediate crisis and help make the best use of the resources available to treat the greatest number possible. 
To a lesser degree, children and pregnant women should receive some priority when all other factors are equal.

The ability to pay was among the least important considerations.

Guidelines for rationing should ensure that discrimination cannot enter into decisions.



	Should decisions about medical treatment be consistent?


	Hospitals within a state or hospitals throughout the US should use a consistent system for medical treatment during a pandemic. 

Guidelines should allow some flexibility to enable facilities to distribute needed resources based on demand and availability.  

	Withdrawal of life-saving care


	Participants generally struggled with idea of withdrawing life saving care – even if it meant that other lives would be lost.   Most people felt that the choice was best made by the patient or patient’s family with input from a doctor or healthcare provider.  


D. Findings

Findings were drawn from qualitative data from documentation of plenary and small group discussions, Q-sort data, and the pre- and post-surveys. Overall, participants in all groups found the prioritization process for scarce, life sustaining resources to be very difficult.  Nonetheless, they overwhelmingly reflected the opinion that difficult choices need to be made in advance of a severe pandemic in order to ensure a fair, equitable and well-managed system of response.  

Goals, Implementation, and Standardization: Similar perspectives among groups

Overall, there was considerable agreement among public participants and key stakeholders regarding the goals of medical service prioritization during disasters and how it should be implemented. A vast majority of participants agreed that providing treatment to the greatest number of people was a top goal, even if it resulted in a lowered standard of care. Participants also agreed that fair and equitable prioritization of medical services should be a goal.

Survivability was considered by most of the participants to be a decision making priority, since treating as many people as possible would maximize resources.  By the close of the meetings, 85% of the public participants and 96% of the stakeholders agreed that hospitals should take into account patient survivability into allocation of scarce, life-saving medical care. Regardless of how important an individual is based on his or her role in society, expending significant resources on an individual who is not likely to survive, or will survive with a low quality of life, was seen as a sub-optimal use of medical resources.  This factor was emphasized in particular at the Stakeholders meeting – where survivability was generally emphasized above all others as the most important consideration.

Strategies based on “first come, first served,” randomization, or ability to pay were widely rejected as criteria for deciding which patients would receive scarce, lifesaving treatment, as indicated in all plenary sessions and in the University of Nebraska evaluation data. (See Appendix B, tables 18 - 22)  
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Significant discussion was also dedicated to age considerations at each of the sessions.  In the pre- and post-surveys, there was wide agreement that children should be prioritized for treatment during disasters, although the strength of these opinions lessened over the course of the meetings (See Table 3). Ambivalence was more apparent, however, in the small group discussions and within groups struggling to identify common ground. 

Some individuals felt very strongly that children should be widely given priority for healthcare, either for ideological reasons (e.g., children are powerless and need protection, or children are the future of society) or because they have more life ahead of them to “save.”  Participants who identified as Hispanic, in particular, felt very strongly about prioritizing children, with 70% indicating that children were “very much a priority,” as opposed to 27% of non-Hispanics. A few felt that children’s lack of self-sufficiency made them less of a priority because they do not contribute to the response to a crisis and also require caregivers. Many participants indicated they would likely forgo acceptance of medical resources if those resources would go directly to a child with a good chance of survival; but they stopped short of recommending this as a general policy due to an aversion to creating a system where medical professionals were withdrawing life-saving services which would erode trust in the system.

Elderly did not generally perceived as a priority group, although they were recognized by some as offering intrinsic value to society and worth prioritizing.  A few people felt that it was important for a range of all ages to be targeted as priorities are set.  Another group emphasized the fact that influenza pandemics have historically targeted certain age groups or demographics and if that were the case – the disproportionately targeted population should be given priority for medical resources. Overall, groups seemed to evolve over the course of the plenary discussion to reflect opinions that age should only be considered in the absence of other distinguishing factors.

[image: image5.emf]Pregnant women were considered by some individuals to be a high priority due to the value of saving two lives. Most participants indicated that they would give pregnant women some level of priority, although the degree of priority varied considerably and weakened over the course of the meeting. (See Table 4). Hispanic participants as a group gave higher priority to pregnant women than non-Hispanics, with 70% indicating that pregnant women were very much a priority, compared to 27% of non-Hispanics.

Standardization of the process across the state, if not the nation, was discussed in all groups to some extent and was widely seen as a means of creating equity during a time of crisis. It was also suggested that inconsistent strategies and decision making frameworks among hospitals and regions could lead to confusion, exploitation, and possibly chaos among the general public. Some groups felt that disasters would affect regions differently, which argued against a national standard but further emphasized the value of state-level policy-making or standards. Some suggested that guidelines be developed and resources allocated at the state level to subsidize the burden on smaller jurisdictions. 

Standardization with some flexibility became a widely expressed preference, to allow distribution of resources based on demand and availability within a region. Hospitals and other care facilities have different resources and different levels of care they can provide.  Participants felt that disparities of care would occur if all facilities have to follow the same rigid guidelines.  Medical care facilities should be able to distribute needed resources, like ventilators and staff, based on demand and availability.  


Evaluation data indicated that half of all public participants and stakeholders supported a similar system across the United States, and an additional 19% of public participants and 29% of stakeholders supported a similar system shared across an individual state (See Table 5). 

Differences between stakeholder and public perspectives  

Although the meetings with the general public and the key stakeholders yielded much agreement on goals and implementation of medical service prioritization during disasters, results from the Q-sort activity suggested that there were some nuanced differences in perspective between residents-at-large and stakeholders. When the data was factor-analyzed, two main groups emerged. The first group focused on maximizing resources. They gave the most importance to survivability as a consideration in decisions about medical treatment, followed by saving the greatest number of people and using resources to help the most people, even if it lowers standards of care. Prioritizing first responders and health care workers was much less important. This first group consisted of most of the stakeholders and a much smaller number of residents-at-large. The second group appeared to focus more on response capabilities. They considered prioritizing healthcare workers for medical treatment as most important, followed by prioritizing first responders and saving the greatest number of people. Survivability was ranked considerably lower in importance. This group consisted largely of residents-at-large, with just a handful of stakeholders.

Although there was general agreement by participants that survivability should factor into decisions and health care workers and first responders should have some priority, the importance given to these considerations varied between stakeholders and residents-at-large. For example, many individuals at the Public meetings articulated a desire to prioritize health care workers and first responders so that they could help others when they recover, or to help out during the disaster’s recovery period. Some health care providers at the Stakeholder meeting, on the other hand, felt that health care workers should not be give priority since the length of their recovery would not enable them to rejoin the response efforts. (However, others who work in hospital administration emphasized the need to give priority to those same workers as an incentive for them to come to work despite risk of contagion to themselves and their families.) In addition, quality of life post survival and length of life expected after survival were significantly higher priorities in the opinions of the stakeholders.
Relative to the stakeholders, members of the public reflected a much stronger priority for ensuring that everyone gets the same treatment. The South King County meeting and meeting with Spanish-speaking residents (Appendix F & G) strongly emphasized the needs of minorities and immigrant populations.  They articulated the need for cultural competency training for medical professionals and the need to address the problem that data determining survivability estimates may be flawed by institutional racism.  While the North King County group (Appendix D) would likely not strongly disagree with these points, they highlighted different considerations.  They generally appeared more willing to create a system of prioritization based on role in society; though they ultimately encountered similar difficulties making determinations about different people’s worth.  The group also expressed the need for the creation of a code of ethics so the people responsible for making decisions have guidelines and a protocol to follow when supplies are inadequate to meet demand.  It appeared that this group contained a higher percentage of health care professionals, but it was difficult to determine if this skewed the results.  The stakeholder meeting (Appendix E), by contrast, emphasized the implementation challenges associated with a complex policy and underscored the challenges experienced in a crisis situation and the need for clear direction.

Shifts in priorities over the course of the meeting  

The pre- and post-survey data suggested that the exposure to the briefing by public health experts and the process of group deliberation influenced participants’ perspectives.  Their answers to the evaluation questions reflected significant movement on a few topics in particular.  In general, the prioritization of any specific group diminished through the course of the meetings, most dramatically in the amount of priority they would give to children and pregnant women (See Tables 3 & 4). Those that responded that the elderly should not be a priority increased in both groups, very significantly in the case of the stakeholders.  At the same time, the emphasis on survivability, length of life remaining and quality of life – with or without regard to the individual’s role in society, increased.  These shifts in perspective were evident in the small group discussions, where a number of participants expressed an increasing discomfort in giving priority to groups based on roles in society or age. For many of those participants, survivability seemed a less impartial criterion that would also capture some of the younger people who tend to have better ability to recover. 

Values reflected in the discussions

Equity and concerns about discrimination

Participants also emphasized that anyone afflicted should be able to seek treatment without fear of repercussion.  Factors that may cause this fear could include legal status, nationality, an arrest warrant, previous unpaid hospital bills, or other reasons that might be based on discrimination.  A number of participants voiced concerns that some groups, such as undocumented immigrants or incarcerated people, would not have equal access to treatment or would not be eligible for access to scarce, life-saving resources.  Participants in the Spanish-speaking meeting cited experiences of people in their community who they felt had not received equitable treatment in health care facilities during the initial H1N1 influenza outbreak to suggest that even if guidelines for medical treatment were in place, some people might not receive the same consideration. Others in the South King County meeting expressed their concern that survivability as a criterion in determining access to resources might be inherently discriminatory because of institutional racism in the healthcare system; if some groups (e.g., African Americans and immigrants) do not receive the same quality of care, then their rates of recovery and other survivability measures would be biased. It was suggested that decision-making free of discrimination not only supported the principles of fairness and equity but was practical because it would help limit the spread of a potential pandemic. Furthermore, cultural competency and raising the awareness of cultural issues among healthcare providers was suggested as an important aspect in providing this equitable system.

Several of the groups emphasized the need to address populations with special needs.  Language barriers, sensory, and physical disabilities were most commonly noted as special needs that would require additional resources relative to another patient to adequately serve.  Some people suggested that investments could be made in advance to help prepare for diverse needs.  Nonetheless, most people felt that additional resources should be invested to adequately serve special needs. 

It is important to clarify, however, that most people didn’t think that people who face barriers to health care should get any kind of priority—their concern was about discrimination. For example, in the Q-sort activity which asked participants to rank specific groups for prioritization, the Spanish-language participants ranked people who have difficulty accessing health care due to language barriers as a least important consideration.

 Maximization of Resources

Both public participants and key stakeholders expressed a strong desire to make the best use of scarce medical resources. For many participants, prioritizing health care workers for medical treatment was a matter of maximizing resources because they believed that health care workers could help those still sick once they recovered (not because they were risking their lives nor because they should have an incentive to come to work when they might infect themselves or their families). Whether a patient was expected to survive was also an important consideration because many felt it would help ensure that medical resources would be used on those most likely to benefit and recover. 

Trust in Healthcare Professionals and Public Health

All groups expressed a general confidence in the professional judgment of medical professionals, especially in time of crisis, to make sound decisions about how to apply healthcare. In particular, they expressed strong faith in doctors’ judgments in determining survivability of individual patients. However, they suggested that health care providers should not be placed in the difficult situation of making value decisions about people’s lives nor should they be expected to evaluate social equity or legal boundaries. When considering the question of discontinuing care, the participants generally felt the choice should be made by the patient or patient’s family rather than a doctor or healthcare provider.  It was suggested that trust in the system and those that provide the treatment is critically important.  The concern was that trust would erode quickly if resources were being taken away based on a prioritization system that would likely not be well articulated by healthcare professionals or understood by emotional family members and loved ones.  

In general, there was also considerable trust in public health institutions, according to the pre-meeting surveys. Half of the public participants reported that they trusted the local health department to make decisions about pandemic flu “very much,” with an additional 39% trusting local public health “somewhat.” Figures were similar for both the state health department and CDC (See Appendix B, Tables 12 - 17).
F. Conclusions

The considerable agreement among participants at all four meetings offers a strong endorsement for an altered decision-making process for the prioritization of scarce, life-sustaining medical resources during times of disaster. Diverse residents of King County and representatives of healthcare, emergency management, and other key stakeholders agreed that prioritization of medical services should aim to save the greatest number of people, factoring in survivability of those treated, even if standards of care must be lowered.  There was wide agreement that first responders and healthcare workers should be prioritized, with children and pregnant women given some priority when all other factors are equal. 

The similarities between the views of the public participants and stakeholders, as well as the trust that most of the public participants placed in health care professionals and public health entities, suggests that many in the public have confidence in the decisions made by these groups to create altered standards of care for disasters. Their desire to see such decisions standardized at the state or even national level is a call to action for state and national policy makers to move forward with plans to establish guidelines for the health care system. Not only were the hospital administrators and health care providers in the Stakeholder meeting eager for the guidance, but the general public participants felt strongly that such standardization is needed to ensure stability and fairness in the system.

While these meetings showed that the public may not be substantively different from health care providers and emergency management in what system for medical service prioritization they want, they may have different needs and expectations about how policy makers, public health, and health care providers should communicate about the system. To gain the public trust and acceptance of altered standards of care, care should be taken to highlight the public’s values—especially equity—when introducing and discussing them. The public must perceive that any guidelines ensure equal access, so protocols to enforce equity and deter discrimination should be made explicit, and should be emphasized in communications. The way in which these decisions are made must be transparent so that people can understand the rationale for prioritizing some groups over others, particularly in terms that explain how it may benefit the overall response to disaster and maximize resources. 

The fact that many participants shifted their opinions over the course of the individual meetings points to the ability of thoughtful dialogue and educational efforts to influence public opinion. But exposing people to thoughtful discussion on these issues will be a considerable challenge in the soundbite environment of the mass media. Since it is likely that a majority of the public will not be given the opportunity to engage in carefully structured deliberation—as our public engagement participants were--communication efforts are best informed by the pre-evaluation data that show participants’ opinions before they had the benefit of expert testimony or facilitated discussion. According to this data, concerns about children, pregnant women, and other vulnerable populations will likely run high, so communication must be targeted to address this specifically.

Finally, to ensure public trust regarding such difficult decisions, messaging about medical service prioritization guidelines must be consistent between public health at state, local and national levels, and also between public health and the health care providers. Health care providers will play a particularly critical role as sources of information about health care treatment in disasters given the high level of trust that the public places in them.  

G. Next Steps

The findings from this project will be publicized in the following ways, to ensure that policy makers have exposure and access to this important feedback from the public:

1) At the national level:

· Findings from this project will be presented to the Institute of Medicine’s Committee on Guidance for Establishing Standards of Care Use in Disaster Situations Workshop on September 2, 2009. This committee was formed in response to a request from the HHS Office of the Assistant Secretary of Preparedness and Response to develop guidance at a national level to establish standards of care that should apply to disaster situations where there are scarce resources.

· The process of this public engagement project will be discussed at the Public Engagement Lessons Learned Workshop convened by the Association for State and Territorial Health Officers (ASTHO) on September 22-23, 2009.

· Findings will be shared with the members of the National Public Health Information Coalition  (NPHIC) and Crisis And Emergency Risk Communication (CERC) advisory committee.

2) At the state level:

· Findings will be presented to the Steering Committee for Washington State Public Health Emergency Planning Regions.

· Findings will be presented at the Washington State Public Health Association Joint Conference on Health, October 5-6, 2009.

· This report will be provided to members of the Washington State Work Group for Altered Standards of Care.

3) At the local level

· All participants in this project will be notified of the results, and this report will be made available to them in English and Spanish.

· This report will be made publicly available on the Public Health – Seattle & King County web site.
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a. Stakeholder Participation 

b. Survey Evaluation Results – University of Nebraska

c. Steering Committee Members 

d. Meeting Summary – North King County – Shoreline – 04-25-09

e. Meeting Summary – Stakeholders – 04-29-09

f. Meeting Summary – South King County – Auburn – 06-07-09

g. Meeting Summary – Spanish Speaking Participants – 06-12-09

h. Q-sort Methodology 

i. Meeting Materials

Table 2: Prioritization of people who provide health care


�


Pre-citizens, n=124; Post-citizens, n=120


Pre-stakeholders, n=28, Post-stakeholders, n=24








Table 1: Prioritization of first responders


�


Pre-citizens, n=122; Post-citizens, n=121


Pre-stakeholders, n=28, Post-stakeholders, n=25
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Table 3: Prioritization of Children


�


Pre-citizens, n=125; Post-citizens, n=122


Pre-stakeholders, n=28, Post-stakeholders, n=25











Table 4: Prioritization of Pregnant Women


�


Pre-citizens, n=124; Post-citizens, n=122


Pre-stakeholders, n=28, Post-stakeholders, n=25











Table 5: Desired level of consistency


�


Pre-citizens, n=116; Post-citizens, n=112


Pre-stakeholders, n=25, Post-stakeholders, n=24














� Stakeholders with vested interest include, for example, doctors, public safety officials.


� Meeting summaries from each of the forums are included in Appendices D – G.  


� Vulnerable Populations Actions Team (VPAT) was established by PHSKC to ensure access to public health preparedness information, response, and recovery services for the most vulnerable and hardest-to-reach residents in King County.


� U. of NE evaluation data and plenary discussions


� Q-Sort data, vignette discussions, plenary discussions, U. of NE evaluation data


� Q-Sort data, vignette discussions, plenary discussions, U. of NE evaluation data





� Q-Sort data, vignette discussions, plenary discussions, U. of NE evaluation data


� Vignette discussions
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