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April 3, 2007

The Honorable Jon M. Huntsman, Jr.
Governor, State of Utah

Dear Governor Huntsman:

On behalf of the members of the Governor’'s Taslddor Pandemic Influenza
Preparedness, we are pleased to present in tlug eeperies of recommendations that
we believe, once implemented, will set into motmtions and activities that will lessen
the impacts of a pandemic. This Taskforce was as®q of a wide range of community
leaders, including those with expertise in headttecbusiness, public safety, public
health, and the judicial system, as well as cibyinty and state elected officials, and
representatives of faith-based organizations, Acaerindian Tribes, and ethnic minority
communities. They reviewed historical informatfomm previous pandemics, the best
available scientific evidence, expert opinion, @nojections on how a pandemic would
impact our state in order to guide them in thegisien-making. We feel confident that
these recommendations were made with the besestgeof protecting all sectors of our
community.

We recognize that implementing these recommendatiolhhave an impact on the daily
activities and lives of Utahans. However, we &sow that if we do not initiate
appropriate preparedness activities now, we wifiesdar greater iliness and death,
social disruption, and economic loss when a pand@mvitably strikes Utah.

We are grateful for the opportunity to chair thigoortant Taskforce. We believe it was a
very valuable effort that has produced importanbnemendations. We and most
members of the Taskforce stand ready to assisinymaplementing these
recommendations should you so wish.

The Taskforce recognized that the work to completee recommendations will
compete with other priorities and need substaatiaition to assure their completion.
We recommend that you ask Lieutenant Governor Henvlo is already a leader in
preparedness in Utah, to coordinate and assumadlteagency and organization effort
needed to accomplish these recommendations.

Sincerely,
David N. Sundwall, MD James O. Mason, MD, Dr.PH
Co-Chair Co-Chair
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Executive Summary

A pandemic of influenza is a worldwide outbreaksmdiby a new strain of the influenza
virus. Influenza pandemics occur inevitably butiapredictable intervals and with
widely varying severity. Three influenza pandemicsurred during the 0century,
including the Spanish influenza of 1918 which claghthe lives of an estimated 1 million
people in the United States and between 20 ananil®n people worldwide. We
cannot predict when the next pandemic will occut,dn avian influenza virus (H5N1)
has been circulating among birds and other animalsia, Europe, and Africa. It has
caused severe human disease, but has not yet deatedshe ability to spread
effectively from person to person. Neverthelesis, tirus has raised alarms among
influenza and public health experts and prompteatgr attention to this important issue.

An influenza pandemic would pose many of the sana#ienges as other disasters, such
as high rates of illness and death, and severessbrethe health care system. It would
also bring unique challenges that are distinct father disasters. A pandemic would be
a global event limiting the ability to share resmrs among jurisdictions; it would also
have a prolonged impact, lasting 6-8 weeks in argommunity and potentially for a
year or more globally. A severe pandemic wouldepmgraordinary challenges for all of
society, changing many aspects of people’s lir®paring adequately for a pandemic
will require state and local government agenciesjriesses, faith-based and community
organizations, and the people of Utah to work togeto prepare.

The Governor’s Taskforce for Pandemic InfluenzgBredness brought together leaders
from throughout the Utah community, including eéetofficials, business leaders,
physicians, nurses and other health care leadebsl health directors, public health,
education, judicial, and public safety officialepresentatives of churches and other faith
based organizations, and members of several etbmenunities. The Taskforce met six
times between September 2006 and February 20@¥i@nr the problem and challenges.
In considering what needs to be done to prepara fandemic of influenza, the
Taskforce considered and made recommendationsdiagagight issues. Those issues
and the most important recommendations are deschibee.

Effective and credible decision-making

An influenza pandemic will challenge both leadelowvill need to make tough
decisions under difficult circumstances and thdinghess of communities to accept
those decisions and act accordingly. Decision-ngaRrocesses must be timely,
effective, informed by science, transparent, atusive of a range of community
values. Toward those ends, the Taskforce recomeaktindit a Governor's Pandemic
Advisory Committedbe established, that local health departmentsapeeio_include local
stakeholders in decisiomsd that the legislature critically examine whethi@rent state
and local emergency powers are adequate to suppeffective response




Communications

Effective public communications are essential tpewer the public to respond
appropriately, protect themselves and care for estodr. Effective communications
among agencies and organizations will be essdntedsure a coordinated and effective
response. To help assure effective communicatonsg a pandemic, the Taskforce
defined important principles and values that neeghtderlie public communicatiorssd
emphasized that the responsibilities of each agentity involved in pandemic response,
as well as the command structure under which théywerk must be defined in advance

of a pandemic.

Health care surge capacity

A moderate or severe pandemic will severely stifes$iealth care system’s ability to
provide care for those who need it. In additiopsitals and health care providers will
be exposed to substantial risk of illness, finanoiss and legal liability for failing to
provide needed care. To help address those chaliethe Taskforce recommended that
the Governor’'s Pandemic Advisory Committee esthtdisnechanism to produce altered
standards of car¢hat legislation be developed to provide protecfiom liability for

health care providers who follow those altered ddads during a pandemiand that
measures be identified to support health care gessiand expand the capaafythe
system to provide needed care.

Maintaining essential business and community sernés

A pandemic with high illness and worker absenteeisi®s, associated fear, and travel
restrictions will disrupt many businesses, agenargsorganizations that society depends
upon for essential services such as food, watevepdransportation, and medical
supplies. To help prevent disruption to thosemsseservices and minimize economic
impact, the Taskforce recommended that the Divisioddomeland Security conduct a
needs assessmargarding readiness, and identify government astio support

business and community planning and preparednégssef

Support for vulnerable populations and essential reponders

A pandemic’s greatest effect will be borne by thed® are most vulnerable. In
addition, those we depend on to help respond tpaneemic will also be vulnerable to
its effects on themselves and their families. Supfor both groups will require advance
planning and coordination among many agencies ahthtary organizations. The
Taskforce recommended establishing an Assistanoed@@ation Centeto help plan for
and coordinate that response.

Purchase and use of a stockpile of antiviral medi¢@ans

Antiviral medications could reduce the morbiditydanortality caused by a pandemic
influenza virus, and reduce the stress on thetheale system, but without advance
stockpiling the available supply of those mediaadiavill be grossly inadequate for the
need. The Taskforce strongly recommended usirtg &tads to purchase an antiviral
stockpile-- at least the full amount available with federadtching funds.




Use of a pandemic influenza vaccine

Although it is unlikely to be available early ipandemic, a vaccine would be the most
effective measure to protect people from a pandamfiitenza virus. Once available, it
will be critical to rapidly administer it accordinig carefully considered priorities. The
Taskforce recommended that a statewide pedeveloped and that the importance of
the vaccine and of adhering to priorities for adstmation be communicated to the

public.

Community mitigation measures to slow the spread dhe virus

Especially in the absence of a vaccine, measurglewthe spread of the virus through
the community (e.g., home isolation and quaransobool closures, and mass gathering
and public place closures) can potentially decreasidity and mortality and reduce
the impact on health care, business, and othemsupgrvices. The Taskforce
recommended that based on appropriate scientffdcnration, governments should act to
implement appropriate measures to limit spreath@ivirus,and identified several steps
to help communities plan to implement the measeftestively and to limit adverse
effects of the measures.

This summary has highlighted several of the mogirtant recommendations.
However, the Taskforce conveyed that all of th@nemendations were carefully
considered and deserve attention. The full liseosbmmendations, complete with
agency accountability and a recommended timelireepeovided in this document.

An important theme throughout the Taskforce discumsswas the need to involve all
parts and members of the Utah community in the @mgintation of these
recommendations. Throughout this report and themenendations, the word
“community” should be interpreted broadly to inctuall Utahans, including members of
ethnic minority groups, people of different faitidgsnerican Indian Tribes, and non-
English speaking people.



Taskforce Process

The Taskforce included 37 community leaders (see 8a4) representing a wide
spectrum of Utahans, including health care, businfegth-based organizations, public
safety, and public health, as well as city, cowantyg state elected officials, and
representatives of ethnic minority communities Angkerican Indian tribes to help us
address the important challenge of a potential @amacl of influenza.

A Utah Pandemic Influenza Response Plan was releagd¢ovember 2005 and provided
a roadmap toward preparedness. In addition t@ssthat required work by public health
agencies and their usual partners, the Plan ideshix important and challenging issues
that required broad community engagement to addrBss Governor’'s Taskforce for
Pandemic Influenza Preparedness was convenedg@teétess those issues. In the
course of their work, the Taskforce members ideatifwo additional issues
(communications and community mitigation). Thehgiigsues reviewed by the
Taskforce were:

» Establish an effective and credible mechanismHerdifficult, life-and-death
decisions that will need to be made during a pancem

» Assure effective communications, both with the puahd among response
partners;

» Assess the ability of the health care system twoigeocare for the many people
who may become ill during a pandemic;

» ldentify steps to assure that essential businessasnunity services, and critical
infrastructure can continue during a pandemic;

* Prepare to provide support and care for vulneratoliziduals and families and
for essential responders;

* Provide guidance on whether to purchase, and hawdpa state stockpile of
antiviral medications;

* Provide guidance on the use of limited suppliegagicine;

» Utilize community mitigation measures to reducesgprof a pandemic virus.

Dr. David N. Sundwall, Executive Director of theadtDepartment of Health and Dr.
James O. Mason, former Director of the Center®fsease Control and Prevention
served as co-chairs of this Taskforce. The Taskfaret six times between September
2006 and February 2007.

The Taskforce was provided with background infororabn influenza, influenza
pandemics, and the current threat from avian inftaeH5N1. For each issue, a
background paper and candidate recommendationsprepared to brief the Taskforce
on that issue and provide a starting point forusscons. The background papers and
candidate recommendations were developed by wankgrooordinated by the Utah
Department of Health’'s Pandemic Influenza Workgraod included substantial input
prior to presentation to the Taskforce.
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After hearing the background information and caatBdecommendations, the Taskforce
held a facilitated discussion during which they evasked to accept the recommendations
as written, modify them, or ask for additional bgudund work. At the sixth meeting,

the Taskforce reviewed and accepted the full setvaéed recommendations and
provided guidance for the final report.

A draft report was prepared by Utah Department edilth staff and reviewed by
Taskforce members. Their comments were used fmapeehis final report. The findings
will be reported to Governor Jon M. Huntsman Jr.

Utah Department of Health Taskforce Staff

Teresa Garrett, RN, MS
Tamara Hampton

Beverly Jackson

Patti Pavey, MS

Robert T. Rolfs, MD, MPH
JoDee Summers
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Recommendations of the Taskforce

The Taskforce members strongly emphasized th#te@llecommendations contained in
these pages represent important work that musbimpleted if Utah is to be prepared for
an influenza pandemic. However, they also recaghthat certain recommendations
deserve the greatest attention.

Highest Priority Recommendations:

1.

2.

Establish a Governor’'s Pandemic Influenza Advigooynmittee to guide ongoing
preparedness efforts and decision-making duringna@mic.

Communications during a pandemic must be open,dtptimely, unified, and be
designed to reach all Utahans.

Clearly define the responsibilities and incidentosand structure under which all
agencies, organizations, and other entities inwblagesponse to a pandemic will
operate.

Assure that the health care system is preparessfmond to the needs of a pandemic
by identifying ways to increase capacity, develgpiage and altered care standards,
preparing to protect health care workers and flaenilies, and providing protection
against legal and financial loss during a pandemic.

Conduct a needs assessment and identify waysitibaftecbusiness and private sector
pandemic planning to assure the provision of egdesdrvices and minimize the
impact on business.

When indicated by appropriate scientific informatend guided by community
values, government leaders should act to mininpzeasl of disease by restricting
mass gathering of people and closing public gatlygrlaces.

Complete Recommendations of Taskforce:

Timeline® Issue 1: Effective and Credible Decision Making Responsible
During a Pandemic Entity *

A pandemic could pose extraordinary challengesiriegu
special processes for making decisions that aelgldefined,
effective, inclusive, and transparent.

By July 31, 2007 1. The Governor should immediately establish a UDOH

permanent advisory committee that meets periogicall
and as needed in advance of a pandemic or similaf
public health emergency to advise the Executive
Director of the Utah Department of Health and the
Governor. This process should:
A. Include a policy advisory group and one or
more technical advisory groups;
B. Focus on critical policy decisions;
C. Include a strong emphasis on communicating
the process and decisions to the public.

12




Timeline

Issue 1:Decision Making (Continued)

Resp. Entity

By December 31,
2007

By December 31,
2007

Local health departments and Tribal health directo
should prepare to be the focus for health-related
decisions and coordination within their jurisdictso
including preparing local boards of health, elected
officials, and other stakeholders to participatéhiose

decisions, in advance of a pandemic. Their actions

should be consistent with and follow establishediest
and federal guidelines and be coordinated witheho
of other jurisdictions.

The legislature should strengthen and/or clarify
existing legal authority to better support effeetiv
decision-making during a public health emergency
The following issues deserve consideration:

A. Strengthen and expand the emergency poy
available to the Governor and local officials
for use during a public health emergency;

B. Enable the Governor to set altered medical
care standards based on an advisory group
process and to provide liability protection tg
medical care providers who follow those
altered standards when it isn’t possible to
adhere to usual standards;

C. Clarify the responsibility for bearing the
economic impact of public health measures
limit the spread of a pandemic or other simi
infectious disease;

D. Clarify the roles and interaction of law
enforcement, public safety, and public heal
officials in determining and enforcing

decisions during a public health emergency;

E. Clarify the Governor’s authority, under
certain circumstances and upon
recommendation of an advisory committee
process, to supersede local authorities duri
a public health emergency.

LHD, Tribal
Health Directors

D

UDOH with AG

ers

lar

Timeline®

Issue 2: Communications

Issue: Communications will be critical in respargiio an
influenza pandemic. The goal of communicationsuthbe
to empower the public to respond appropriately pawademic.

This issue addressed both public information & risk

communications and coordination & communication®am
the partner agencies and entities responding tpahdemic.

Responsible
Entity *

By July 31, 2007
(plan)

Public Information & Risk Communications:

1. Public and risk communications prior to and duiimg
influenza pandemic should be governed by princip

UDOH, LHD,
All®
es
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Timeline

Issue 2: Communications (Continued)

Resp. Entity

Ongoing
Responsibility

By July 31, 2007
(plan); Ongoing
Responsibility

By December 31,
2007

and values that help to build trust between thdipub!
the public health system, hospitals and health care
providers, and the media including:

A. Communications should be a coordinated
effort between involved agencies.
(Respiratory hygiene issues may affect the
of a Joint Information Center (JIC) during a
pandemic.)

B. Communications should be open, honest, 3
timely, describing the reasons for and the
process used to make decisions, and shoul
acknowledge uncertainty where it exists.

C. Communications should be conducted with
the goal of reaching all members of the
community regardless of race, religion,
ethnicity, language, or cultural background.
Additional capacity is needed to fulfill this
recommendation such as adequate numbe
trained interpreters, effective relationships
with ethnic media outlets, and alternative
communication methods for hard to reach
populations.

D. A plan must be in place and resources
allocated to assure that regular and timely
updates are provided to the public prior to 3
during a pandemic.

E. Public information and risk communications
should be designed to communicate clear
expectations about services that will or will
not be available during a pandemic (e.g.,
realistic expectations about medical care
during a pandemic) and about what people
can do themselves.

F. Special efforts should be made to provide
information to all members of the communit
including the most vulnerable members, to
help them take steps to increase their
resiliency and reduce their vulnerability.
Alternative communication tools should be
developed to encourage communications t
do not increase risk of transmission of
influenza.

2. Public information and risk communication are
critical tools for an effective community resporasel
should be considered as part of all critical openal
decisions related to the response.

3. The media should be engaged in advance to estah
shared goals and expectations for communicationg

use

s of

\nd

at

UDOH, LHD;
All

ligflDOH, LHD
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Timeline

Issue 2: Communications (Continued)

Resp. Entity

By December 31,
2007

By December 31,
2007

By December 31,
2007

during a pandemic.

Operational Communications and Coordination:
4. Incident command structures, means of
communication, and mechanisms for coordination

among local, state and federal partner agenci@salTrf

governments, and non-governmental organizations

should be clearly defined and exercised in advanhce

a pandemic. Incident command, communications,
coordination mechanisms should be built upon
existing systems, but need to consider the unique
circumstances of a pandemic.

Public health agencies, health care providers #mer ¢
response partners should exchange information ab
their plans, capabilities and expectations of masgn
prior to and during a pandemic.

Public health agencies should develop and implem
means of communicating rapidly with all physicians
and other health care providers in Utah.
Communications systems should assure that unifie
messages, coordinated across local jurisdictions, a
provided to providers statewide. Health care

providers should be defined broadly to include all

UDHS, LHD, All

D

and

» UDHS, All
out

edDOH, LHD

D

d

those involved in health care.

Timeline?

Issue 3: Adequacy of Health Care Surge Capacity for
an Influenza Pandemic

A pandemic will severely stress the ability of tialth care
system to provide care for all those who neediis stress
will affect hospitals and health clinic employeksme health

agencies, clinics and private physician groupsahdr medica

facilities, as well as fire, EMS and other respagdhgencies.
Many barriers to improving medical surge capaciigte
therefore, this must receive immediate and comtignaittention
at community, state and federal levels.

Responsible
Entity

By July 31, 2008

1. Establish mechanisms to develop altered stand&rds

care for use during a pandemic and to providelitgbi
protection for health care providers and other
responders who follow those altered standardsref. c
A. Utilize the Governor’'s Pandemic Advisory
Committee recommended by this Taskforce

develop altered standards of care for use du

a pandemic when usual care is not possible
Using a process inclusive of community
representation, determine the principles by

dJDOH

a
[0

ring

15




Timeline

Issue 3: Health Care Surge Capacity (Continued) Resp. Entity

By July 31, 2008

By July 31, 2008

By December 31
2007 (Plan),
Ongoing
Responsibility

By July 31, 2008

which decisions for the rationing of care duri
a pandemic would be applied.

C. Endorse the development of federal and stat
legislation that would protect health care
facilities, public and private heath care syste
personnel, and emergency responders from
legal action as a result of providing care duri
a pandemic according to the altered standar
of care. Federal laws, including EMTALA, ar
HIPAA, must be addressed as well.

D. Develop model emergency declarations to
facilitate needed actions and decisions durin
pandemic.

In partnership with the media, support the develepm
of unified messages from hospitals, the Utah
Department of Health, local health departments, ang
Tribal governments, informing the public that mexdlic
care during a pandemic event will be different ttan
care they receive today; including clear messajgestal
who should and should not report to health care
facilities during a pandemic.

Develop a multi-cultural and multi-lingual educatal
process for the public about how influenza is sprea
and what they can do to protect themselves; explain
the importance of hand and respiratory hygiene and
social distancing.

Encourage community support for our health care
providers and emergency and essential responders
they can continue to care for their families wisilii
coming to work. Support may include priority for
prophylactic medication or vaccination for themsslv
and their families and assistance with procureroént
essential supplies.

Steps to expand resources available to provide care
should be thoroughly evaluated before standards ar
revised to a sufficiency of care model. The measur
evaluated should include:
A. Establish alternative care sites for when
hospitals are full.

B. Provide financial incentives to bring additional

persons into the health care workforce (e.g.,
retired nurses or physicians).

C. Review worker’s compensation laws and the
impact on workforce availability.

D. Evaluate how financial incentives or

g9
e

i

g
s
nd

ga

UDOH, UHA,
LHD, Tribes

UDOH

UDOH, LHD,
SAll

UDOH, UHA,
cUMA, LHD,
Tribes, Indian
Health Services

=

disincentives would affect the provision of care
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Timeline

Issue 3: Health Care Surge Capacity (Continued)

Resp. Entity

By December 31
2007

By July 31,
2008, Ongoing
Responsibility
(Plan)

Ongoing

during and after a pandemic. Review issues
such as denial of payment because of
inadequate documentation, use of out-of-par
providers, use of volunteer providers; use of
retired medical personnel to provide care
during a pandemic; establishment of alternat
sites for care; and compensation and retentig
of office/administrative staff during a
pandemic.

Conduct an assessment of barriers to comin
work during a pandemic, such as need for
childcare.

6. Recommend that healthcare facilities and systems
purchase and stockpile essential supplies and train
personnel in their use. Items to stockpile migictude
personal protective equipment (PPE), automatic
resuscitators, N-95 respirators, cots and body.bags
Health care systems should be supported finandially
ensure planning and preparation is completed.

Support the use and cross-training of willing madic
and non-medical volunteers to provide care outsfde
their area of expertise by providing training foose
who agree to do so.

Support the rapid development of electronic health
records to improve quality of care during a panaemi

el

ive
DN

j to

UDOH, UHA

UDOH, LHD,
UHA, UMA,
Tribes/Indian
Health Services

UDOH, UMA,
UHA

Timeline?

Issue 4: Support for Vulnerable Populations and
Essential Responders

Many people in Utah currently receive social andlthecare
assistance and may become more vulnerable dupag@emic
As hospitals become overwhelmed, individuals whaldo
ordinarily obtain care elsewhere may be confineubate or in

alternate care facilities. Some groups may berdsptionately

affected by community mitigation measures. Caregiaad
other responders may need support to maintaintaléig! of
functioning during a pandemic. Support may include
information, basic needs (e.g., food, childcar@gricial
assistance, mental health care, or medical care.

Responsible
Entity

By December 31,
2007

1. Adopt the principle that during a pandemic, current

models of care and support for Utah’s current wahke

populations will likely be compromised. Voluntary
organizations and support service agencies shdad

UDHS,
UDHuUS,
VOAD

s
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Timeline

(Continued)

Issue 4: Vulnerable Populations & Essential Resporais Resp. Entity

By December 31,
2007

By December 31,
2007

By December 31,
2007, Ongoing
Responsibility

By July 31, 2007

By December 31,
2007

for a surge in needed services to the extent fleawiith
realistic expectations and by setting priorities.

Endorse, support, and seek funding for the devedmpm UDHS, VOAD

of surge capacity service delivery models for Védup
Organizations Active in Disaster (VOAD) based on a
surge capacity/community impact matrix and
coordinated by a multi-agency Taskforce.

Endorse and support the establishment of an Assista UDHS, VOAD

Coordination Center (ACC) with representatives from

VOAD and other support agency liaisons involved in
direct service to:

A. Coordinate information and service delivery
such as mobile feeding and bulk distribution
routes.

B. Coordinate the preparation of public
information messages about support activitie
and

C. Establish a mechanism to determine eligibility
requirements for accessing community care
resources.

U7r

The ACC should be integrated with and consistettt wi

National Incident Management System (NIMS), Utaditét

and local emergency response plans, and with egisti
incident command systems.

4. Recommend that personal preparedness and self-

reliance messages include the needs of vulnerable
populations and those who will have difficulty radeg
or acting on those messages. Utilize and expan@1t
system to provide unified messages to the public.

Recommend that the Lt. Governor endorse and over|
the coordination of government agency activities

through a planning group or other mechanism torens
efficient and effective use of resources.

Use the Governor’'s Pandemic Advisory Committee
recommended by the Taskforce to review plans for
community mitigation measures (e.g., school clasure
isolation or quarantine) to be used during a pamnciém
assure that scientific evidence and ethical priesipre
followed.

UDHS

seDOH with
Governor’s
uOffice

UDOH
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Timeline?

Issue 5: Maintaining Essential Business and
Community Services during an Influenza Pandemic
The economic impact of a pandemic can be devagtadiall
sectors of the community. An influenza pandemithwi
sustained, high employee absenteeism rates mayptlisr
business operations and the provision of essesgimmunity
services such as police, fire, corrections, gasedextric
utilities, water, food, transportation, financiargices,
telecommunications, sanitation and healthcare.

Responsible
Entity

By December 31,
2007

By December 31,
2007

By December 31,
2007

By December 31,
2007

By July 31, 2008

1.

The Division of Homeland Security should conduct a
comprehensive needs assessment to determine e
of government, Tribal and private sector pandemic
preparedness and identify best practices in busized
community preparedness.

The Division of Homeland Security, working
cooperatively with the Private Sector Homeland
Security Coordinating Council, the Department of
Technology Services, Tribal governments, otheestat
agencies and urban and rural local jurisdictiohepl
define “Essential Services” and identify public and
private actions needed to ensure that those seraiee
maintained and that workers are protected.

Encourage state, Tribal and local governments to

collaborate, assist, and provide incentives foirmsses
to engage in pandemic preparedness planning and t
disseminate best practices and available resources.

The Department of Work Force Services and Divisio
of Homeland Security should collaborate with local
Chambers of Commerce and other business network
facilitate the sharing of continuity of operatigulans
and pandemic preparedness best practices among
businesses across Utah.

The Department of Workforce Services should asseg
the financial impact on “essential service” indiestrand
agencies and their ability to absorb the impaa of
pandemic. Consideration must be given to potefural
business/agency failures:

A. Working with the Governor's Pandemic
Advisory Committee recommended by this
Taskforce, study the financial impact of
mitigation measures, the impact of business
closures and failures, and the need for
government financial assistance to assure
survival of “essential service” providers.

UDHS
ext

UDHS

LHDs, UDWS,
Tribal
p Governments

nUDWS, UDHS

s to

SJDWS, OE,
LC
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Timeline

Issue 5: Maintaining Essential Busiesses (Continued)

Resp. Entity

By December 31,
2007

By September 30
2007

B. Conduct a financial study of the impact of a
pandemic on the health care system includin
health insurance.

The Labor Commission should study and
review worker’'s compensation laws in relatiof
to a pandemic and draft any necessary
legislation for consideration.

The Office of Education should study and dra
legislation for consideration that would allow
waiver for continued funding of schools shoul
mass closures occur during a pandemic.

C.

6. The legislature should develop an emergency
preparedness and disaster relief financial plansend
aside funds, especially in time of surplus funds, t
address the impact of a disaster and the contomafi
essential services. Incentives in the form ofdieedits
for businesses and organizations engaging in
preparedness activities should be considered.

Publish a public health community mitigation plarda
provide a mechanism for businesses and commuitig
publicly comment on the implications for their
operations and communities.

o

UDWS, UDHS

UDOH

Timeline?

Issue 6: Stockpiling, Management and Use of Antikal
Medications for an Influenza Pandemic

An influenza pandemic could cause widespread #izesl
death. Antiviral medications could prevent illnesseduce its
severity for individuals and lessen the impacthaf pandemic
on health care providers. Treatment efficacy iseutain and
could be limited by development of resistance. Gineent
supply is insufficient for the needs of a pandemic.

Responsible
Entity

By December 31,
2007

By December 31,
2007

1. State funds should be used to purchase antiviral
medications in excess of those provided as pdheof
national stockpile using the 25% federal match.
Consideration should be given to purchasing additio
antiviral medications if they become availableha t
future.

UDOH should adopt the recommendations of the
National Vaccine Advisory Committee (NVAC) as
interim criteria for use of antiviral medicationsder the
State antiviral use plan. This plan should apply t
antiviral medications available in Utah throughdiad,

state, or local stockpiles, including medications

UDOH

UDOH
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Timeline

Issue 6: Stockpiling, Management and & of Antivirals

(Continued)

Resp. Entity

By July 31, 2007
(Plan)

By December 31,
2007

By December 31,
2007

By December 31,

2007

purchased under the federal contract using primate
local funds.

A. Revisions to these guidelines should be
developed as needed and reviewed by the
Governor’'s Pandemic Advisory Committee
recommended by this Taskforce.

B. Education of the general public and health ca
providers about the appropriate use and
distribution of antiviral medications must occu
in advance of as well as during a pandemic.

3. Antiviral medications in the State stockpile pursbé

using federal or state funds should be distribébedise
by local health districts according to the Stasnms
follows:
A. Sixty percent (60%) should be distributed
according to the population of each district;
B. Twenty percent (20%) should be distributed
according to an appropriate measure of the

hospital treatment capacity of each jurisdiction;

and

C. Areserve of 20% should be maintained by th
Utah Department of Health to be distributed
according to need, including helping to cover
priority groups identified by needs assessmet
or for outbreak control.

D. These percentages can be modified as the
stockpile numbers change, with review by the
Governor’'s Pandemic Advisory Committee
previously recommended by this Taskforce.

Local jurisdictions and Tribal jurisdictions should
allowed and encouraged to purchase antiviral
medications under the federal contract in exces$isasfe
purchased using State funds. Medications purchase
this way can be used to supplement, not subsfibute
the portion of the State stockpile available td tha
jurisdiction following the recommendations for el
priority groups established under the State plan.

Hospitals, health care providers, and other entitie
should be allowed to purchase antiviral medications
under the federal contract, in excess of thosehased
using State funds. Medications purchased in tlaig w
can be used to supplement medications available
through the State stockpile for use by priorityugps
established under the State plan.

The UDOH must develop a State plan and guidelioes
use of antiviral medications during a pandemic. Q4D

=

UDOH

=

1)

nts

UDOH, LHDs

o

UDOH

5 UDOH, LHD
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Timeline

Issue 6: Stockpiling, Management and & of Antivirals ~ Resp. Entity
(Continued)

local health departments, and other entities thiabe
involved in stockpiling or use of stockpiled antali
medications should develop an integrated plan for
storage, security, management, distribution, disipen
accountability of use, assessment of efficacy and
adverse events associated with their use during a
pandemic. That plan should be developed in
collaboration with health care providers who woloiéd
involved in diagnosis and treatment of persons with
influenza and should be reviewed by the Governor's
Pandemic Advisory Committee recommended by this
Taskforce.

U

Timeline?

Issue 7: Management and Use of Influenza Vaccine Responsible
during a Pandemic Entity

A vaccine against the pandemic influenza vaccinelevbe the
most effective tool for limiting spread and prevegt
complications of an influenza pandemic, but sughecine will
not be available for at least 4-6 months aftenvines is
identified and supplies will be insufficient forree time after
that.

By December 31,
2007

1. UDOH should lead development of a statewide plan inJDOH, LHD
collaboration with all entities that will be invad in
vaccine management and use during a pandemic. That
plan should:

A. Address operational details including staffing
security (vaccine storage and distribution, and
maintaining order, access and egress at
vaccination sites), accountability for vaccine
use, data collection and tracking, responsibility
for stockpiling needed supplies, and agreements
for distribution and administration sites.

B. Establish mechanisms to assure that vaccine|
administration adheres to priority groups.

C. Plan to administer vaccine in ways and at sites
that can minimize influenza transmission if
vaccine administration occurs during an
influenza outbreak.

D. Clarify whether unlicensed volunteers, retirees,
and health care workers from other jurisdictions
can administer influenza vaccine during a
pandemic or similar emergency, assure that they
will have liability protection, and clarify
whether state, Tribal or local law authorizes
mandatory vaccination to protect the public
health.
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Timeline

Issue 7: Management & Use of Vacan(Continued)

Resp. Entity

By December 31,
2007

By July 31, 2008

By December 31,
2007

By December 31,
2007

By December 31,
2007

2. UDOH should adopt the priority groups recommende
by the Advisory Committee on Immunization Practices

3. The pandemic influenza communications plan should

(ACIP) as interim priority groups in the Utah Panie
Influenza Plan.

A. The Governor's Pandemic Advisory Committee

previously recommended by this Taskforce

dUDOH

should be used to guide vaccine priorities dufing

a pandemic.

B. The Governor’'s Pandemic Advisory Committee,

using a public health technical advisory
committee, in collaboration with stakeholders,
should establish specific definitions to
implement use of those priority groups and
prepare estimates of the numbers of people i
each priority group in Utah

=]

include specific plans and pre-developed messages t
inform the public prior to and during a pandemiouatb
the importance, safety, and effectiveness of paidem
influenza vaccine, and the need and rationaledocwe
priority groups. These plans and messages sheuld b
evaluated for ability to reach all target populatip
including difficult-to-reach populations such asbat
Governments, ethnic minority groups and non-English
speaking people.

Hospitals, long term care providers, other headite c
providers, and other essential responders should be
required to develop systems and policies to support
provision and reporting of seasonal influenza vaation
rates so that those systems and policies are @e pliad
have been tested prior to a pandemic. UAIC/UDOH
Immunization Program and Joint Commission
policies/rules can serve as models for those esliand
systems.

Utilization of USIIS/EIMS (Utah Statewide
Immunization Information System/Emergency
Immunization Management System) and UNIS (Utah
Notification and Information System) should be
expanded as soon as feasible by making it a funding
priority to assure that tested and implementedinacc
tracking and communications/notification systemes ar
available when a pandemic occurs.

State or federal funding should be made availadie f
vaccine to be used for mass clinic exercises.

UDOH

UDOH

UDOH

UDOH
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Timeline®

Issue 8: Community Mitigation and Its Potential
Consequences

Measures to reduce spread of a pandemic virus @mightially
prevent illness and limit the impact of the pandegrut could
also have adverse effects. Substantial uncertaiisgs about
both the effectiveness of these measures and #imatverse
effects they might cause

Responsible
Entity

By September 31
2007

By July 31, 2008

By July 31, 2008

By July 31, 2008

By September 30
2007 (Plan),
Ongoing
Responsibility

By December 31,
2007

1.

In light of the recently releasédterim Pre-Pandemic
Planning Guidelines: Community Strategy for Pandemic
Influenza Mitigation in the United Sates, the UDOH, in
cooperation with local health departments and other
community partners, should develop a community
mitigation plan that is in harmony with federal delines
to the extent feasible.

The State Office of Education, school districts,
colleges/universities, individual schools, Tribaheols
and other agencies/entities responsible for defiger
education, in collaboration with public health aarities,
should plan for measures that can make schools safe
during a pandemic by reducing opportunities for
transmission.

The State Office of Education, school districts,
colleges/universities, individual schools, Tribaheols
and other agencies/entities responsible for detiger
education, in collaboration with public health arities,
should plan and take action to support their ghitt
maintain the educational process during a prolonged
school closure.

The Utah Department of Health, in collaborationhwit
stakeholders, should examine ways to reduce
transmission in childcare settings during a pandend
also consider steps that would help prepare sofoety
childcare facility closures that might be requiteding a
pandemic.

When indicated by appropriate scientific and public
health knowledge regarding the severity of a panclem
government leaders should act to restrict the mass
gathering of people in order to minimize the sprefd
disease.

State, Tribal and local governments should work
proactively with faith and community-based
organizations to develop alternative approaches to
meeting the needs of the communities they sernvardef

UDOH

OE, UDOH,
LHD

OE, School
Districts,
Universities &
colleges,
UDOH, LHD,
Tribal
Governments

UDOH

UDOH, LHD

UDOH, LHD,
All
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Timeline Issue 8: Community Mitigation (Continued) Resp. Entity

and during a pandemic in order to minimize the agre
of disease.

By December 31, 7. State, Tribal and local governments should work UDWS
2007 proactively with the business community to helgmli
employment and business incentives with community
mitigation measures.

! Where the recommendation requires involvementtiom by the Governor or legislature, the
timeline sets a deadline to have preparatory weakly for the Governor or legislature and not a
timeline for action by the legislature or Governéor some recommendations that require
substantial work and/or collaboration with manyargations, the date indicates a time by which
work on the recommendations should have been dtarie demonstrated substantial progress but
not necessarily completed.

2The responsible entity is defined here as theetitét is responsible to initiate and track
progress toward implementation of that recommendatFor recommendations that require
involvement by the Governor or Legislature, thgpoesible entity is that agency or other
organization that will be responsible to do thekgaound work and develop an actionable
proposal or bill to the Governor or Legislaturectmsider.

AG - Office of Attorney General

LC — Labor Commission

LHD — Utah’s 12 Local Health Departments

OE - Office of Education

UDHS - Utah Division of Homeland Security, Departinef Public Safety
UDHuS - Utah Department of Human Services
UDOH — Utah Department of Health

UDWS - Utah Department of Workforce Services
UHA — Utah Hospital and Health Systems Association
UMA — Utah Medical Association

VOAD - Voluntary Organization(s) Active in Disaster
Tribes — Indian Tribal Leaders

3 “All” means that this recommendation must beiarty for all agencies and
organizations involved in pandemic influenza plagnor response.
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Governor’'s Taskforce for Pandemic Influenza Prepareness
Effective and Credible Decision-Making During a Pademic

Background:

An influenza pandemiawill present special challenges to society aneléated officials
charged with making decisions regarding how govemtsiand communities respond to
the pandemic. These challenges might include:

1. Uncertainty about what is happening and what teetp

2. Inability to plan for every contingency;

3. Scarcity of resources;

4. Practical difficulties of implementing disease @ntnent measures.

Response to a pandemic is likely to require dessstbat substantially affect people’s
lives and that determine the impact the pandemlidwave on individuals and families.
These decisions might include:
1. Steps to limit spread of disease that infringerahividual liberties and economic
or social well-being (e.g., school closures, ewamicellations, travel restrictions,
mass gathering restrictions, isolation, or quaremti
2. Decisions about allocation of scarce resources
* Who should receive vaccine or antiviral medicatianen the need for those
resources exceeds the supply;

* Who will be admitted to a hospital or critical caneit, or receive ventilator
support for respiratory failure when the need aewchand exceed the supply of
those resources.

An influenza pandemic could substantially disrugtisty for several months. An
important determinant of the outcome will be comitwresilience. The extent to which
people contribute to an organized community respaas help to limit the damage and
disruption caused by a pandemic. Previous expegiand existing recommendations
suggest that if people trust government and othxerces of community leadership they
will be more willing to cooperate with responsendand recommendations.

Evidence suggests that the process by which suzhioles are made can affect how
people respond to those decisions. Factors thgttitimfluence response include
transparency of the process, the extent to whigbetlilecisions reflect community
values, the perceived equity of decisions, anduég that they are communicated.

Objective:

To establish effective and credible decision-makimerhanisms that are transparent,
help to assure that important decisions are edeitafd reflect community values, and
operate efficiently enough to aid rather than impasponse.

! Similar challenges might occur with a bioterroriattack or other large, infections disease outhreak
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Planning assumptions:

Assumptions about a pandemic:

1.

2.

An influenza pandemic will cause simultaneous adks across the United States
limiting the ability to transfer assistance fromegarisdiction to another.

The influenza epidemic will last 1-2 months in aegi community. During that time,
absenteeism rates may be 25% or greater and thieemwhpeople requiring health
care may exceed the capacity of the health caterayequiring rationing of medical
care resources.

Vaccine will initially be unavailable. Supplies lobth vaccine (when available) and
antiviral medications will be insufficient to meg@mand requiring prioritization of
use. Both vaccine and antiviral medications witi@ably be distributed under the
control of the government.

As is true of most diseases, an influenza pandentikely to disproportionately
affect vulnerable populations, such as the poanaumed, ethnic and racial
minorities, and those with prior illness or diséil

Assumptions about decision-making during a pandemic

1.

Important decisions related to a pandemic shoulchdge using a process that
assures a consistent approach (rationale, critetigg, across different jurisdictions in
Utah and which is to the extent possible consisigttt national guidelines such as
those recommended by CDC.

Wherever possible, important decisions relatedpgarademic, especially those that
have statewide impact or that affect fundamentividual liberties should be made
based on CDC or State level guidance and polidiéserever possible, the guidance
and decision-making processes should be baseanssatutory authority.

To the extent possible, specific operational deosishould be made by the health
authority or other appropriate government authattthe level that is closest to those
affected by the decision.

Important decisions, such as those regarding fuedgahrights or that involve
allocation of scarce resources, should be made asprocess that assures
consideration of community values, and helps estialxust in the process by those
who will be affected by the decisions.

The decision-making processes established for dgmaic should support and advise
but not unnecessarily subvert or replace estaldislealth care, public health or
emergency response decision making processes.

Concerns:

Utah statute does not provide strong emergency potwehe governor that can be
called upon during a public health emergency.

In a public health emergency such as an influeaza@mic, clearly established
statutory authority might be needed for actionsas:
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Enforce cancellation of mass events that couldrdmrie to disease spread;
Limit travel into or out of an area affected byaranunicable disease if doing
so could reasonably prevent its spread to oth@saskthe state;

C. Require facilities to be made available as emengéospitals, quarantine
facilities, or for shelter of persons not able t@ysn their home due to disease
in family members;

D. Establish guidelines for provision of medical caralelivery of other services

when usual standards of care cannot be met, fangbeawhen the demand for

hospitalization, intensive care unit treatment, ofsantiviral medications, or
provision of artificial (ventilator) respiratory pport exceeds the capacity to
provide such care.

© >

Members of workgroup who contributed to this backgnd paper:

Robert Rolfs, State Epidemiologist

Doug Springmeyer, Assistant Attorney General

Adi Gundlapalli, Adjunct Assistant Professor, U.lafInfectious Disease School of Medicine
Sally Kershisnik, Nursing Director, Davis Countydli&s Department

Joe Miner, Executive Director, Utah Valley Healtbgartment

Paul Patrick, Bureau Director Emergency Medical/iges
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Governor’s Taskforce for Pandemic Influenza Prepareness
Communications

Background:

Communications is a critical component of respogdmany emergency or disaster.
Critical information must be communicated amongvittial and organizational
responders, with partners and stakeholders whondiepe that response (operational and
partner coordination and communications) and wWithgublic (public information and
risk communication). Nearly every analysis or esviof response to a major disaster or
incident has highlighted the importance of commations. An influenza pandemic will
affect people all over Utah, the nation, and theldvover a period of several months. An
effective response will require coordinated effdrysall communities and by all
organizations and individuals within those commiesit Communications will be critical
to assure:
* That the public receives, understands, and istalileke appropriate action
based on messages designed to reduce personal risk;
* That individuals and organizations understand hoplay an appropriate role
in a coordinated and effective community response;
» Efficient use of limited resources, such as headite and support services for
affected people;
» Consistent application of guidelines and policiesas jurisdictions and
organizations;
* That the public as well as response partners healestic expectations
regarding services and support that will be avélaliring a pandemic.

This paper will discuss communications in two damsai

1. Public and risk communications — words, actionsg, @imer messages that are
responsive to the concerns and values of the tatgBénce and that are intended to
help people make more informed decisions abouatiie their health and safety.
Public and risk communications utilize these dikegs and techniques:

Media relations

Community relations

Emergency alerting/communications systems

Communications through intermediaries with speaiality to reach target

audiences (e.g., community organizations and base®

Coordinating risk communications messages amortggranrganizations

oOow>

m
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2.

Operational coordination and communications ama@w@neies and other partner
entities, including those traditionally recognizesidisaster response partAensd
others who would have critical responsibilities jwoviding essential services during
an pandemit This includes these elements:
A. Establishing clearly defined responsibilities argextations among partners
prior to occurrence of a pandemic
B. Establishing mechanisms to inform partners of pkaat of the current
situation
C. Mechanisms to coordinate activities prior to andrdya pandemic
D. Mechanisms to resolve conflicts

Communications needs and strategies will diffeoatiog to the phase of pandemic alert
(see Utah Pandemic Response Plan). For purposeis glaper, we will focus on
communication needs during two periods:

» Pandemic Alert Period (presence of novel virus blgpaf causing human
infection but without widespread person-to-pergangmission) — the current
situation;

» Pandemic Period (increased and sustained tranemigsa novel influenza
virus in the general population).

Objectives:

1.

2.

3.

Identify principals that should guide public/riskcaoperational/partner
communications prior to and during a pandemic.

Identify critical steps that need to be taken nowdsure effective public/risk and
operational/partner communications prior to andraua pandemic.

Review current approaches to public/risk and oparat/partner communications
planning and recommend specific changes in approathresource allocation
should that appear necessary.

Planning assumptions:

1.

A pandemic will lead to intense media coverage faualic interest in information.
This interest will provide both opportunities arfthttenges to effective public and
risk communications.

Application of risk communications principles cassst with effective
communications prior to and during a pandemic. ufiag application of those
principles during a time of crisis will require siéntial preparation in advance of the
crisis.

2 state and local public health agencies, hospitadshealth care providers, local and state pubfietg and
law enforcement agencies, Red Cross and other Yarkirganizations Active in Disasters (VOAD),
National Guard and military

% Businesses and agencies providing essential sspdach as water, gas, electricity, telecommuiniesit
and food and other essential supplies.
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3. Issues about a pandemic, including emergence eWadisease, uncertainty about the
course it will take, and perception of risk, wittate a heightened sense of alarm in
audiences receiving messages.

Current activities/progress report:

The Pandemic Influenza Workgroup has worked onrséaspects of this issue,
including:
1. State/Local public health and health care coorénagtlan (draft form);
2. Development of messages for use during pandemicpeeod,;

A. Seewww.pandemicflu.utah.gov
3. Translation of pandemic alert period messagesseteral languages (in progress);
4. Development of public information/risk communicatiplan (draft).

Other issues being addressed by the Pandemic hatid/orkgroup or Utah Department

of Health staff include:

1. Operational communications and notification plan;

2. Establishing a contract for a pandemic alert pepaid media and outreach
campaign;

3. Planning for and participation in pandemic relateitls and exercises.

Concerns:

1. Communications staff and resources which ctigrg@erform regular non-emergency
duties would quickly be overwhelmed by the volumenedia and public inquiries
during a pandemic.

2. Balancing the need for state-level decisiorsgndance required to achieve
consistent messages and actions across jurisdatrdh the need for local flexibility to
respond to the specific needs of each communitybeichallenging.

Members of workgroup who contributed to this backgd paper:

Robert Rolfs, State Epidemiologist
Cody Craynor, Public Information Officer, Utah Depaent of Health
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Governor’'s Taskforce for Pandemic Influenza Prepareness
Adequacy of Health Care Medical Surge Capacity foPandemic
Influenza

Background:

Utah'’s current healthcare situation:

The Utah Hospital Association (UHA) performed apitas survey in the spring of 2006
focusing on current available resources. The tesidilthe survey revealed the state has
4,915 licensed beds. However, only 3,949 of thiesis are currently staffed. This is
due to a chronic shortage of qualified physiciamsses, pharmacists and respiratory
therapists available to staff those beds. Manphethospitals in our state run at 90%
capacity or higher on a daily basis. Emergencyddepents are particularly stressed; not
just in Utah but all over the United States. Tihgtitute of Medicine's Committee on the
Future of Emergency Care in the United States H&afstem was convened in 2003 to
examine the state of emergency care in the U.Sretate a vision for the future of
emergency care, including trauma care, and to med@mmendations to help the nation
achieve that vision. Their findings were publisiedune 2006 and revealed that
demand for emergency care has been growing fast,gemcy department visits grew by
26 percent between 1993 and 2003 but over the panal, the number of emergency
departments declined by 425 and the number ofestdibspital beds declined by
198,000. Please see the supporting document dgegbed numbers of persons per
county that would be affected during a pandemiaeve

Pandemic Planning assumptions:
* The clinical disease attack rate will likely be 3@¥higher in the overall
population during the pandemic.

» Of those who become ill with influenza, 50% wilkkeoutpatient medical care.
* In a severe pandemic, absenteeism attributablmé&ss, the need to care for ill
family members and fear of infection may reach 40%ealth care workers

during the peak weeks of a community outbreak.

* In an affected community, a pandemic outbreak hagit about 6 to 8 weeks.

» Multiple waves of iliness could occur.

» There is no vaccine and it will take approximatglynonths to develop one after
the pandemic has started.

Objectives:
1. Develop a realistic understanding of the capaifithe health care system to respond

to a pandemic and identify measures and optiorictrabe taken to improve that
capacity.

2. ldentify measures that can be taken to imppa@ic awareness and adherence to
health messages in order to use the system opgimall
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3. Identify measures that can be taken to prdtealth care workers and to preserve the
ability of the health care system to function dgrand after a pandemic.

4. Identify measures to protect hospitals andthezre providers from the consequences
of a pandemic, including liability from providingue when it is not possible to meet
usual standards of care.

5. ldentify decisions that should be referrechim pandemic decision-making process
recommended previously by the Taskforce.

Concerns and Critical Issues:
The following is a list of critical issues that Wiinpact the medical health care system
during a pandemic influenza. Any subsequent d#sssivhether natural or man made
will also have the same effect.

(1) Primary Critical Issue:

There are not enough hospital beds, hospital staffnedical equipment or medical
supplies to deliver the same level of care we aréla to provide today to our patients
to the numbers of persons who would seek care duigna pandemic.

The number one rule of providing medical care dyardisaster is to do the greatest
good for the greatest numbet.owever, currently thereis no legal protection for

hospitals or health care providers who may be forced to make decisions about rationing
care. Many health care providers in the state of Utahwvelling to put their patients and
the community first by trying to do the best theyndor the most they can but are
worried about potential legal retribution after frendemic is over. Health care providers
are concerned that if the severity of the pandesni&e that of the 1918, they would not
be able to meet the “standard of care” which iseetgd but would then be penalized.

Pre-planning is the most effective way to avoidtlainute decisions” that could have
lasting consequences and impact response effeeigerDeveloping a key group of
practicing primary care and specialty physiciansluding ethicists, in our community to
develop a “sufficiency of care model” that wouldhreeommended to the Governor for
use when circumstances prevented meeting usuaastinof care would standardize
care throughout the state and give healthcareragdtige ability to focus on patient care.
The sufficiency of care model would include: céissaof all non-essential services
during the peak weeks of a pandemic, placemenatéms in non traditional areas
within the hospital or alternate care facilitiedside the hospital, pre-established
screening tools and triage criteria including glirees for ventilator triage that would be
used by all healthcare systems in an effort todgtedize care throughout the state.

Currently the State government does not have thepor emergency declaration
statutes to be effective during a disastBnereis not a committee or group of

specialized healthcare providers that advise the state on patient care guidelines or
recommendations during a disaster. Healthcare providers in separate hospitals do not
currently coordinate patient care. In a pandeméng this could cause distrust and
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anger within the community or cause one hospithleioome completely overwhelmed if
different levels of care are being given at différkospitals.

(2) Supporting Critical Issues:
In addition to the primary critical issue there adslitional concerns that impede
hospitals from moving forward with effective plangi

A. Public Perception of Health Care Capabilities

B. Community Support for Health Care Systems

C. Lack of funding

D. Use of volunteers

A. Public Perception of Health Care Capabilities:

Advances in modern medicine have saved counthess.liln hospitals today, everything
possible is being done for every patient. The ijpuids accepted this as the standard of
care and expects this type of care every time toaye to the hospitall.n the event of

an influenza pandemic, patient care will be different especially during the peak weeks.
Additionally, there is a large concern that peopikérush to hospitals, urgent care
facilities and primary care physicians just to makee they are “okay”. If this occurs it
will paralyze our health care delivery system asskatially expose all of those who are
not sick to those who are.

To help alleviate the stress on the health caresyshe development of unified
messages for the public from the hospitals and rseddoy the Utah Department of
Health would significantly decrease the surge dilgpds into the health care system.
This information can be communicated to the pullithe onset of a pandemic. These
messages would include the following information:
l. Care given at hospitals during a pandemic eventeilifferent than the
care they receive today.
Il. Who should and should not report to health cargitias during a
pandemic.
II. Continued education for the public on how the #igpread and what they
can do to protect themselves; explain the impodarichand and
respiratory hygiene and the process of social nicstg.

B. Community Support for Health Care Systems:

Community support for our health care providers Manable them to care for their
families while still coming to work to provide patit care. Support may include priority
for prophylactic medication and or vaccination ieemselves as well as their families
and assistance with procurement of essential sgpli

C. Lack of Funding:

Hospitals that have increased their medical equiptraed supplies have done so at their
own cost. Most hospitals in Utah do not have htiile person devoted to disaster
planning due to lack of funding for this positioBurrently, the UHA has identified three
critical areas where lack of funding has a diréfetch on theinability to meet patient
demand with current resources:
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Beds— The State of Utah regulations allow for an awtbei20% increase
in licensed bed capacity in an emergency situaiarh as pandemic
influenza, the critical issue remains finding staftare for the patients
placed in those beds. An additional consideradhe physical location
for those beds. Placement of patients in nonticadil areas within the
hospital or in alternate care facilities not atetho the hospitals, utilizing
volunteers to provide staffing for these additiopedls, would require
legislative protection and funding for trainingh& use of screening areas
and readily available screening tools used to dyiekaluate patients
seeking care; sending the least sick home and thitis¢he highest
probability of survival to any facility with an opéed would require
funding for training, equipment and supplies.

Il. Staffing — Most hospitals and health clinics are workingratear staffing
capacity on a daily basis, some turning away pttibacause they don’t
have the staff to take care of theithe lack of qualified health care
professionals has made it difficult to find additional staffing for day to
day operations, let alone during a pandemic event. Additionally, health
care providers will have the highest risk for cantng influenza. Many
are fearful that they will take influenza homeheit family, for this
reason there is the potential for decrease inabailworkforce to be even
higher than in the non-healthcare workplace. Retgisupport staff such
as house keeping is also a major concern. SonpodLgervices may be
even more unlikely to report to work than physisianurses, pharmacists,
and respiratory therapists.

II. Medical Equipment and Supplies— Currently, most facilities use a “just-
in-time” inventory and have no protocols in plaoestockpile supplies
such as: large numbers of N-95 respirators, magksns and gloves that
would be needed during a pandemic. Utah hospitAtsare trying to
stockpile supplies are having a difficult time puasing these supplies (N-
95 respirators and masks) due to high volume ofgeirgg placed all over
the country. Purchase of larger equipment sucteaslators is
questionable because of cost ($27,000 per vendilatal lack of highly
trained staff required to care for a patient oreatvator.

D. Use of Volunteers:

The importance of developing a systematic appraatie healthcare system to
obtaining an identified and credentialed list ofdieal volunteers willing to offer their
services in the event of a large-scale disastentisal to provide for the increase in
patient care. This would include all categorieslofical personnel and could be based
on existing models. It would provide unified treig for those willing to volunteer in
order to increase their comfort level when providoare outside their area of expertise
(i.e. podiatrist, dermatologists, retired physisianurses and other skilled medical staff).
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Closing:

During large-scale events, it has been shown thspital and health clinic staff is more
likely to become victims themselves, stay home wheir families or leave the areato a
location that they perceive as safe. Protectiegrifrastructure of each particular health
care facility plays an important role on the susility of the health care system.

Day to day operations of a hospital require thaythlan for more than just the influenza
pandemic. Other diseases of concern that havedieatial to overwhelm the health care
system include but aren’t limited to: chemical @onination, measles, pneumonic
plague, SARS, smallpox, tuberculosis, viral hemagrb fevers and other as yet
unknown newly emerging infectious diseases. Tis addition to the trauma care
already being given on a daily basis.

The importance of pre-planning for any event cartmgobverstated. Many diseases and
maladies threaten human life. Our preparationefoee should not be aimed at the
avian influenza virus alone. We should preparegtordemics in ways that are politically
sustainable and remain useful even if a pandenes dot occur.

Supporting Documents:
The following are the supporting documents refeeena this paper:

(1) Sufficiency of care definition: doing the grest good for the greatest number
with the available resources at that time. FongXa, in two of the larger
hospitals in the state, nurse to patient raticacinte patient care areas is 1:3 or 4,
1:5 at the most. In Intensive Care Units itisdr2. During a Pandemic nurses
may need to be asked to care for 5 times moretti@h Please see the
supporting document for the journal article frore ®ociety for Academic
Emergency Medicine titled “Concept of OperationsTfaage of Mechanical
Ventilation in an Epidemic” for complete explanatiof the process
recommended for establishing altered standardarefand providing protection
to providers following those altered standardsasec Important aspects of that
process include: 1) Establishing an advisory gribap is technically competent
to produce altered standards of care, includingkample, triage criteria for
ventilator respiratory support when the demand edsé¢he supply. Such an
advisory group should include experts in clinicaditine as well as experts in
ethical decision making. 2) Establishing a seqooltty advisory group is
recommended that would include medical expertisealso be broadly
representative of the community and which wouldwste the technical
recommendations to assure they are equitable angatthle with community
values.
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STATE OF UTAH POPULATION: 2,528,928

lliness 758,678
Outpatient Medical Care 379,339

Moderate Severe
Hospitalization 7,283 83,455
ICU 1,092 12,518
Ventilator 546 6,259
Deaths 1,745 15,932

BREAKDOWN BY HEALTH DISTRICTS (INCLUDING COUNTIES)

Salt Lake County population. 970,748
lliness 291,224
Outpatient Medical Care 145,612

Moderate Severe
Hospitalization 2,796 32,035
ICU 419 4,805
Ventilator 210 2,403
Deaths 670 6,116
Davis County population 276,374
lliness 82,912
Outpatient Medical Care 41,456

Moderate Severe
Hospitalization 796 9,120
ICU 119 1,368
Ventilator 62 684
Deaths 191 1,741
Utah County population: 453,977
lliness 136,193
Outpatient Medical Care 68,097

Moderate Severe
Hospitalization 1,307 14,981
ICU 196 2,247
Ventilator 98 1,124
Deaths 313 2,860
Tooele County population: 51,835
lliness 15,551
Outpatient Medical Care 7,775

Moderate Severe
Hospitalization 149 1,711
ICU 22 257
Ventilator 11 128
Deaths 36 327
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Bear River (Box Elder, Cache, Rich Counties) popukgon: 149,705
lliness 44,912
Outpatient Medical Care 22,456

Moderate Severe
Hospitalization 431 4,940
ICU 65 741
Ventilator 32 371
Deaths 103 943
Summit County population: 36,417
lliness 10,925
Outpatient Medical Care 5,463

Moderate Severe
Hospitalization 105 1,202
ICU 16 180
Ventilator 8 90
Deaths 25 229
Weber-Morgan Counties population 221,232
lliness 66,370
Outpatient Medical Care 33,185

Moderate Severe
Hospitalization 637 7,301
ICU 96 1,095
Ventilator 48 548
Deaths 153 1,394
Wasatch County population 20,138
lliness 6,041
Outpatient Medical Care 3,021

Moderate Severe
Hospitalization 58 665
ICU 9 100
Ventilator 4 50
Deaths 14 127
Central (Juab, Millard, Piute, Sanpete, Sevier, Wage Counties) population 71,046
lliness 21,314
Outpatient Medical Care 10,657

Moderate Severe
Hospitalization 205 2,345
ICU 31 352
Ventilator 15 176
Deaths 49 448
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Southeast (Carbon, Emery, Grand, San Juan Countieg)opulation: 52,832

lliness 15,850
Outpatient Medical Care 7,9255

Moderate Severe
Hospitalization 431 4,940
ICU 65 741
Ventilator 32 371
Deaths 103 943
Southwest (Garfield, Iron, Kane, Washington, BeaveCounties) population 182,295
lliness 54,689
Outpatient Medical Care 27,344

Moderate Severe
Hospitalization 525 6,016
ICU 79 902
Ventilator 39 451
Deaths 126 1,148
Tri-County (Daggett, Duchesne, Uintah Counties) poplation: 42,327
lliness 12,698
Outpatient Medical Care 6,349

Moderate Severe
Hospitalization 122 1,397
ICU 18 210
Ventilator 9 105
Deaths 29 267
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Governor’'s Taskforce for Pandemic Influenza Prepareness
Support for Vulnerable Populations and Essential Reponders

Background
During a pandemic, individuals may be confined@nk to prevent or limit the spread of

disease. Others, often referred to as essentj@bmegrs, will be asked to provide care or
services in extraordinary ways. Additionally, thare many in our communities relying
on voluntary based organizations for assistancdlage voluntary organizations will be
quickly overwhelmed with requests for help. Alltbése groups may need support to
stay in their homes or to maintain high levelswidtioning.

The impact and need for support would be greatestMo major groups of society-
members of the community who are more vulnerabéetdipreexisting illness, poverty,
social or physical isolation, or lack of other meaf support and those who have to
respond to the crisis to ensure they are protegtémmed and able to act.

UDOH modeling for a moderate and severe outbraakisates that between 7,283 and
83,455 individuals will be ill and in need of suppat any given time. Some of these
individuals will be isolated or quarantined to Hhlk spread of disease, others will be ill.
Current estimates point to Utah being short 1, 0584469 hospital beds, depending on
the severity of the pandemic. Considering surgaciy current standards of care and
staffing models, between 3,624 and 56, 955 indafsiwill not have access to a hospital
bed and will require home or community based care

Currently, the voluntary and governmental serviae/glers who care for Utah’s most
vulnerable populations, including the homeless atiped, people with limited income or
access to health care, are already operatingadiavwe capacity. The additional demand
for assistance will quickly overwhelm this capacityet the needs by those who are
traditionally served through these agencies wiill s¢ed assistance and their ongoing
needs cannot be ignored.

A 2004 report from the American Hospital Associatestimates there are approximately
33,400 health care providers and support persatatdwide. This includes physicians,
registered nurses, dentists and licensed practicaks working full and part-time. The
work of these health care providers and suppodqrerel, essential responders, will be
demanding and their need for priority services idlessential in keeping the health care
system functioning.

Objectives
1. Determine the responsibility of society and goveentrto care for vulnerable

populations and critical responders when resouacesverwhelmed.

2. ldentify measures that can be taken to improveluéfyeto provide such support for
mass care and human needs.

3. Develop a system to assure that decisions abofiheoment or restricted movement
are ethical and based on science.
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4. Identify key issues that should be returned to@stten-making body because of
multi-system issues or impacts that are separabe @rsual, public health operational
decision-making processes.

I.  Planning Assumptions

1. Voluntary Organizations Active in Disasters (VOADand other supportive
resources will be overwhelmed.

2. Current human service providers will be requiregrovide services to those who
have ongoing needs and to those who have newlyifiéelmeeds for periods of time
outside the traditional disaster response window.

3. Measures to limit spread of disease should expagdrd traditional respiratory
hygiene practices to include non-returnable metloddervice delivery, such as drop-
and-go meals in disposable containers or MREs

4. Mass care practices, as traditionally defined bgsshelters, feeding stations and
distribution sites, will not be followed to limibhé spread of disease.

5. Government has a history, particularly in timesliskster, of not serving vulnerable
populations or emphasizing the need for approppkstening measures with this

group.

Concerns:

1. Community support systems will be duplicated angisgaill be left unidentified.

2. Those who presently require assistance in the mugman care system may not be
served because of the increasing burden of assestamewly identified groups.

3. Organizations who depend on donations to contip&gations, such as the Utah
Food Bank or the American Red Cross Blood Blank, vaive limited resources
because the donation process will be interrupted.

4. Certain groups may be singled out for isolationfgnine because of a health or
socio-economic disparity and not because of dise@sgence.

Current Activities/Progress Report:
Utah Voluntary Organizations Active in DisastersOAD) is currently undertaking an
assessment of each organizations capacity to rdghamg a pandemic.

The 211 Info Bank is coordinating the developmdrd directory of disaster/mass care
service providers with support from Utah VOAD.

Nationally, the American Red Cross is defining-@sponsibilities and creating pandemic
response performance standards for local chapters.

The Coalition for Utah’s Future has held severabdier preparedness tabletop exercises,
including a pandemic influenza scenario.

The Lt Governor's Be Ready Utah initiative is agkall Utahn’s to be proactive and
prepared. The addition of respiratory hygienerungtons and ‘medicine cabinet
readiness’ is currently being negotiated for inidas

42



Suggested Approaches:

1. Adopt the principle that during a pandemic, curmanidels of care and support for
Utah’s current vulnerable populations should camiwithout interruption.
Voluntary agencies should plan for a surge in néegevices, not a diversion of
services.

2. Endorse and support the development of servicgeatglmodels for Voluntary
Organizations Active in Disaster (VOAD’s) basedabsurge capacity/community
impact matrix and coordinated by a multi-agencyki@se that comprises at least
the following:

A. VOAD's, including the American Red Cross, SouthBaptist Disaster
Relief, Seventh Day Adventist Church, and the LD#iCh

B. Community Service Council

C. National Guard

3. Endorse and support the establishment of an Assist@oordination Center (ACC)
with representatives from VOAD and other suppodrayy liaisons involved in direct
service to coordinate-

A. Information and service delivery such as mobilelfieg and bulk
distribution routes,

B. Reports to government Emergency Operation Cerdats,

C. The preparation of messages for public informatibaut community
support activities.

D. Establish a decision-making mechanism to determligébility
requirements for accessing community care resources

4. Recommend the expansion of personal preparedndssetireliance messages to
include the needs of vulnerable populations oreéheliso will have difficulty
receiving or acting on preparedness/response messag

5. Endorse the coordination of government agency iiesvthrough a planning group
or other mechanism to ensure efficient and effeatise of resources.

Establish a review mechanism or technical advigooyp to monitor the impact of

isolation and/or quarantine on populations to asthait scientific evidence and ethical

principles are followed.

Members of the Workgroup:
Teresa Garrett, David Neale, Josh Martin, Mark Madj Colleen Connelly, Bob Rolfs, Nate Leishman
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Governor’'s Taskforce for Pandemic Influenza Prepareness
Maintaining Essential Business and Community Servies
During a Pandemic Event

Background:

An influenza pandemic may last for 6-8 weeks invaig community, will occur in waves
and last a year or more globally. Employee absesiterates may vary with the severity
of the pandemic. The Centers for Disease ContrdIRrevention (CDC) project that
absenteeism during a severe pandemic may reacldd8%o personal iliness, the need to
care for family members, and, fear. This is magdiby recent public polling data that
suggests nearly 40% of the workforce will not réporwork in the event of a pandemic
because of fears for personal and family safetyes€é expected absenteeism rates, as
well as possible interruptions in transportatiod &nade, will disrupt business operations
and the provision of essential services. The efiéstaffing reductions will be the
inability to deliver expected services. The clasaf certain businesses, schools and
government services may be required in the int&fesbntrolling the spread of iliness.
The financial impact of these actions is difficdtpredict, but can be substantial
(Meltzer, IMF, Osterholm).

Most people assume that their job or task is eeded/hile most tasks are necessary to
every day operations, in an emergency the starafaegsential’ shifts. This does not
lessen the value of an employee’s position, butireg a change in tasks to meet the
unusual circumstances faced in an emergency. stieateps must be taken to identify
those tasks that must continue in order to delnemded community services.

A pandemic will have a financial impact on both grevate and public sector. Prolonged
travel restrictions, business closures, and s@ffeductions will result in a loss of
revenue to the private sector, individuals, andegoments. Two areas of concern,
public health and business, must be consideredamdully balanced.

Public Health Considerations. The health of the population must be the primary
concern. However, that concern should be congsideith practical consideration of the
overall, long-term economic impact of public hegitilicies. There must be an effort to
keep the impact of those policies from irreversitiynaging economic interests of the
community as a whole. Additionally, the healthcafeastructure will shoulder a large
portion of the financial burden produced from agemic. Financial losses to our
healthcare facilities could threaten failure oftpanr all of the system.

Public and Private Business Considerations: A break down in cash flow in any sector
impacts the entire economy of a community. If aibess falters, the ripple effect is the
decrease or loss of spending by its employeess ifhurn impacts other business that
relied on this source of revenue. Additionallye thecrease in economic activity reduces
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the amount of revenue to governments typicallyemtéd through sales, business, and
personal income taxes.

Employees may be encouraged to come to work if tiedigve that they are relatively
safe and that their families are being taken care o

Objectives:

1.

Identify measures that can be taken to identifgmsal services (public and private)
and encourage/support those responsible for plgrtoiminimize the potential for
disruption.

Identify measures that can be taken to encourggedsuplanning efforts by
businesses to minimize the potential for disrupiad negative economic impact.
Assure that decisions about containment and o#strictions consider the
implications for essential services and businessimmaity.

Identify the responsibility of society and govermto protect individuals asked to
provide essential services during a pandemic aqbghat can be taken to provide
that protection.

Recommend what decisions, separate from usualglieélth operational decisions,
should be referred to a Governor’s advisory prooesgandemic preparedness
(previously recommended by Taskforce).

Pandemic Planning Assumptions:

1.

2.

Schools, churches, mass gatherings, and businessesg large numbers of people
may be requested or ordered to close to contaisgtead of disease.

Travel restrictions, including inter-state commeroay be implemented to limit
spread of the infection.

Concerned workers will not report to work and atnested 20 — 40% percent of the
workforce will be out due to illness, care for degents, or fear.

Essential services and infrastructure will be cwertl, understaffed, and could even
be interrupted.

Disruption of delivery of essential services duramgandemic is likely to
disproportionately affect vulnerable populationg;tsas the poor, uninsured, ethnic
and racial minorities, and those with disabilities.

A shortage of vaccines and insufficient availapibf anti-viral medications will be
inevitable.

Concerns:

Reduced staffing will affect the operations oftalsinesses and services and public
expectations will be difficult to meet.

The identification of Essential Services will be toroad or too narrow to fully
anticipate the effects of an influenza pandemic.

Businesses and government agencies will not hdgetizle plans in place to
minimize the impact of financial loss.
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4. Employers will not devote sufficient attention, bef a pandemic, to educating
employees about pandemic influenza and encourggrspnal preparedness
activities for their employees, missing that oppoity to reduce employee fears and
concerns.

5. Employers will not plan in advance to protect enyplkes, including the purchase of
personal protective equipment and may be over digpgron government systems for
this equipment.

Current Activities in Business Continuity Planning:

The present state of continuity planning acrossgestrum of businesses and
government agencies is unknown. There is contetncurrent efforts in the public and
private sectors are not linked or coordinated amdat address issues unique to a
pandemic influenza, including absenteeism, empl@yetection and business closure. A
common obstacle to the development of plans isdluetance to differentiate non-
essential services and operations that can bequedpor delayed during a pandemic
from those essential services that must be corditmsustain the community and
minimize societal disruption. The tendency of wnduials to ignore the unpleasant task
of considering the harsh realities of an emergesneyother roadblock to preparation
efforts.

Suggested Approaches:

1 Ask the Division of Homeland Security conduct a poehensiveneeds

assessmento:
» Determine the extent of government and privatessgrindemic
preparedness.

» ldentify barriers to preparedness, best practied,effective modes of
communications with different sectors of the comityun

» Assess the need for incentives to promote prepassgdiand willingness to
participate in preparedness exercises.

2 Assign the Division of Homeland Security and thentétand Security
Coordinating Council, the Division of Technologyrees, and other state
agencies to collaborate with local jurisdictiongl&dine what “Essential
Services” are and identify government actions néedessist in ensuring
services are maintained and workers are protected.

» Personnel who deliver emergency essential sergioesld be identified and
considered for priority receipt of vaccination aster prevention measures.

3 Ask State and local governments to be more proaatigollaboration,
communication, and assistancéo local agencies and businesses engaged in
pandemic preparedness planning by:

* Build on the knowledge and successes of ongoiraytefat the community
level such as “Be Ready Utah”, “Ready Your Busifessd the Coalition for
Utah'’s Future.
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* Assign the Departments of Workforce Services anthéland Security to
collaborate with local Chambers of Commerce anérdlisiness networks to
establish a mechanism that facilitates the sharirggntinuity of operations
plans and pandemic preparedness best practicegdimeimesses across
Utah.

» Conduct tabletop exercises that clarify expectatiemd interrelationships
between private/public sectors (expectations foclgtiling of equipment,
supplies, PPE, etc.)

» Assist with or provide employee education and trgjron emergency
preparedness and pandemic influenza, specifically.

4 Engage the Department of Workforce Services tosagse financial impact on
“essential service” industries/agencies and thaiitpto absorb the impact of a
pandemic. Consideration must be givepatential for business/agency
failures:

» Use the decision-making process recommended byablkforce previously
to study the financial impact of containment anstiietions measures, the
impact of potential business closures and failuxed, the need for
government financial assistance to assure sureiVassential services”.

* The Labor Commission should study and review wdskevmpensation laws
in relationship to a pandemic.

» The Office of Education should study and draft $égion for consideration
that would allow a waiver for continued fundingsahools should mass
closures occur during a pandemic.

* The Insurance Commission or other appropriate gstwpld identify ways to
ensure the flow of funding to the healthcare comityun

o Consider legislative action to compel insurance gannes to continue
benefits coverage during a pandemic/emergency.
o Plan to subsidize the healthcare industry fromesd&aster funds.

5 Publish a public health containment/mitigation pdaxa provide a mechanism for
businesses and communities to publicly commenhenniplications for their
operations and communities.

* Personnel who deliver emergency essential sergitesld be identified
and considered for priority receipt of vaccinataord other prevention
measures.

Conclusion:

The economic impact of a pandemic may be devasgtatiall sectors of the community.
History demonstrates that small businesses that teaglose their doors for longer than
three weeks will not reopen. Strong community-wpdetnerships and a coordinated
approach to the identification of essential seviceistainability planning, and
mitigation actions are needed to assure that contynservices will continue during a
pandemic and businesses will survive and recover.
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Business must be encouraged to prepare to eniretinvival, and provided with
guidance and the tools to do so. Businesses aretigoents need to be encouraged to
help their employees become more prepared. A dmalicial investment may make the
difference between business failure and emergmg fin event with little to no impact.
Finally, the most important link in the chain ob@omic survival is personal
preparedness. We must encourage a level of pénsdiaace among our citizens to help
stave off infrastructure overload and economicagse.

Contributing authors: Paul Patrick, Scott Westhr@olleen Conley, Patti Pavey, Susan Mottice
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Governor’'s Taskforce for Pandemic Influenza Prepareness
Stockpiling and Use of Antiviral Medications for anIinfluenza Pandemic

Background:

A pandemic of influenza would be a worldwide outtkeaused by a novel influenza
virus to which humans have limited or no immunifyhe severity of illness caused by
past pandemic viruses has varied, but such a goukl cause widespread, serious
morbidity and mortality. It is not likely that agcine would be available during at least
the early stages of a pandemic.

Currently, two classes of antiviral medications available that have some effectiveness
for treating influenza or for use as prophylaxiptevent illness among those exposed to
influenza. These two classes are adamantanesntadiae, amantadine) and
neuraminidase inhibitors (oseltamivir, zanamivir).

Adamantane resistance can appear quickly and wdespiiead among human influenza
A viruses detected during the 2005-6 season. Resis has been present in many avian
influenza H5N1 viruses that have been affecting émsn Resistance to oseltamivir
emerges more slowly, but has appeared and beeciassbwith treatment failure in
disease caused by H5N1. Zanamivir resistance dtdseen observed in H5N1 viruses at
this time.

Antiviral medications have several potential usesrd) a pandemic. They could limit
severe illness and death in persons with influepatentially reduce demand for scarce
medical care resources (e.g., ICU beds, ventilgtepeed return of individuals from
illness to work/school, and help protect persortb wiitical societal roles (e.g., medical
care, public safety, and critical public healthgoemel) from illness.

Currently, the worldwide supply of antiviral medicas is limited. Unless medications
are stockpiled in advance of a pandemic, antiviratlications will not be available in
sufficient amounts to meet the needs of a pandeffocassure optimal societal benefit
from antiviral medications, plans are needed tor@sthey are used where they can be
most beneficial.

The benefit of antiviral medications against aipatar pandemic-causing virus is
difficult to predict. However in studies of theise with seasonal influenza, antiviral
medications have been shown to be effective ashgtapis against infection and in
reducing the duration of infection when administiengthin the first 48 hours. Evidence
also suggests that they reduce the likelihoodwelaespiratory tract iliness, antibiotic
use, and hospitalization. Although some observatistudies suggest that antivirals may
prevent death among the elderly, the role in prengrdeath has not been adequately
studied.
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Use of antiviral medications for treatment of hunvafiection due to avian influenza
H5N1 and stockpiles of antiviral medications toganee for a pandemic have been
recommended in the USDHHS Pandemic Influenza Phathe Infectious Diseases
Society of America, National Vaccine Advisory Contiee (NVAC), and by several
individual experts (1,2,4,5).

The U.S. Department of Health and Human ServicétH{®) is currently developing a
national stockpile of antiviral medications. Itiiéended to cover 25% of the U.S.
population. The stockpile consists of two compdsen

1. A stockpile that will be purchased, maintainauld distributed by the federal
government.

2. An additional stockpile that can be purchasg&tates under a federal contract with
matching state/federal funding (25% federal and 88#e). That component will be
stored and distributed by States.

Table 1. Projected federal antiviral stockpiling pans, including Utah allocation
from federally purchased stockpile and the amounthat can be purchased using
federal/state matching funds under the federal coméct.

Purchase Federal stockpile | Anticipated Allocation to % of Utah

mechanism (courses) Utah (courses) population who
could be treated

FY 2006 federal 20 million 159,327 6.1 %

purchase

FY 2007 federal 24 million 191,192 7.4 %

purchase

Federal StockpiFe 44 million 350,518 13.6 %

State Stockpife 31 million 246,956 9.6 %

Total stockpile 75 million 597,475 23.1%

possible

Table notes:

L A course is defined here as 10 capsules of oseftaamd could be used either as a 5 day
treatment course or as a 10 day post-exposure yleog course; several courses would be
needed for prophylaxis against infection for theadion of an influenza outbreak in a community
during a pandemic.

2NOTE: Federal allocations of courses to provifi#Zoverage to Utah’s population appear to
have been based on the 2002 population; Utah’s @op6élation = 2,582,371. The coverage
percentages above are based on 2006 population

® Federal stockpile is currently being purchaseth wie total purchase to occur in two parts. 20
million courses will be purchased using FY 2006dsand 24 million using FY2007 funds.

* State stockpile described here is the amounttirabe purchased using state-federal matching
funds under the federal contract. The match is Bx¥%ral to 75% state. Additional courses can
be purchased under the contract at the contram prit without federal matching funds.
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The CDC currently recommends two types of antivinadications for treatment of
suggested possible pandemic influenza strains. pidducts recommended for purchase
are oseltamivir, Tamiflu® produced by Roche Laboriats, Inc., and zanamivir,
Relenza® produced by GlaxoSmitheKline. DHHS hasmanended that stockpiles
should consist of 80% Tamiflu® and 20% Relenza®.

The National Vaccine Advisory Committee has devetbmterim recommendations for
use of antiviral medications for treatment duringeademic (2, Attachment 1). In
creating these recommendations, the Working Gromgidered a moderately severe
pandemic with the greatest risk of death amongethath risk factors, rather than a
catastrophic pandemic like 1918. The highest valag placed on preventing death
rather than minimizing economic impact. They recanded that most antiviral
medications be used for treatment rather thanraphp/laxis. That decision was based
in part on the limited supply projected to be aaalié and the much larger number of pills
needed to provide prophylaxis to an individualtfog entire course of a pandemic than to
provide treatment after infection occurs. For egkana usual 5 day course (75 mg BID)
oseltamivir requires 10 pills while a 6 week coufd® mg QD) of prophylactic use
requires 42 pills. Prophylactic use was recommemnadéimited circumstances, including
health care workers in critical roles. These rec@mndations might be altered according
to available supplies, characteristics of a pandemnus, or as part of pandemic
mitigation plans that are currently being developed

Objectives:

1. Determine whether to recommend purchase b$thie of Utah of an antiviral
medication stockpile.

2. Determine any conditions that should governtamthl purchases (beyond those
purchased by State of Utah) of antiviral medicatiander the federal contract by private
or local entities.

3. Approve an interim guidance for use of an argihstockpile, including the approach
to use (treatment vs. prophylaxis), prioritiesdse, and the approach to allocation
among jurisdictions and priority groups.

4. Recommend a decision making process for reyi@nommendations based on
circumstances prior to or during a pandemic.

Planning assumptions:

Assumptions regarding the role of antiviral medmad during a pandemic [adapted from
NVAC recommendations (2)]:

1. Treatment with a neuraminidase inhibitor wekcdease the risks of pneumonia,
hospitalization, and death.
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2. Antiviral resistance to adamantanes will selydimit their use during a pandemic.

3. Antiviral medications will not be available duy a pandemic in meaningful amounts
except from stockpiles created for that purpose.

4. Treatment is most effective when initiated yddring illness; antiviral treatment
should be initiated within the first 48 hours dhdss.

Assumptions regarding purchase of a stockpile t¥iaal medications:

1. Federal grant funds cannot be used to purcaseral medications for stockpile
caches. Product may be purchased through DHH$@tteact price and using federal
matching funds (25%) up to a total of 246,956 cesirsAdditional courses may be
purchased through that contract by the Utah Departmof health at full cost (i.e.,
without the 25% federal match.) Additional coursesy be available with matching
funds if other states do not purchase their allotisie

2. Approximate costs per course of Tamiflu® - 829and Relenza® - $21.72. For the
80/20 Tamiflu® to Relenza® stockpile ratio, withadal allotment of 246,956 available
for State purchase, total projected amounts areappately $3.6 millon. This total
does not include storage expenses.

3. The DHHS was able to negotiate a fixed prigelfamiflu® based on the Euro during
the negotiation period. This price is set unticBber 31, 2007 at which time DHHS
will negotiate a new price with Roche Laboratolies for the time remaining in the
period of performance.

4. The State can purchase on behalf of the lczatihagencies. The State may “collect
money from” local entities. The State is respolesibr submitting the order and will be
responsible for payment for the order when the pcods delivered and the invoice is
received.

5. Orders by the State on behalf of health casditias would follow the same process

as the orders on behalf of a local health agehtywever, only government or public
facilities or facilities that are a part of the t&ta antiviral use plan may order drugs under
the federal contract.

6. Each order will only be allowed one delivertesilf the one delivery site is a local
health agency, the State must still pay for thelpase. The State is responsible for
storage of the stockpile, either by itself or witrtners.

7. The terms of the contract preclude stock rotaitn advance of an influenza pandemic.
DHHS is attempting to create a rotation policysattory to all parties. Currently, states
must assume that stockpiles of antiviral drugs moll be usable after they reach their
rated shelf life. The CDC is currently seeking year shelf life extension for state
stockpiles from FDA based on stability data, butas not been approved at this time.
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8. A letter of intent to CDC is required by DecaanB9, 2006 for antiviral medication
purchases under the federal contract.

Concerns:

1. Funding is not currently available to purchastviral medications or for ongoing
storage costs.

2. The efficacy of antiviral medications againstaael influenza strain causing a
pandemic is uncertain.

3. Antiviral medications have a finite shelf lifé. is not known whether a pandemic will
occur during the time period during which a stotkpould be used. It is uncertain
whether it will be possible to extend the expirattate of purchased antiviral
medications.

4. Public perception that antiviral distributianéffective and equitable can contribute to
community resilience and trust during a pandendiccess to treatment may increase the
willingness of essential providers to place thenseht risk.

5. Decisions to allow purchase by some jurisdidionprivate entities using the federal
contract mechanism could raise questions aboutyegnd fairness that should be
addressed explicitly and openly.

6. Policies and procedures for an antiviral stdekgbistribution plan need to consider
criteria including adoption of existing recommendas, apportionment, accountability
and control, and standardization of use. The neéaat within 48 hours of symptom
onset for optimal benefit requires an efficientizly system.

Attachment 1: Summary of National Vaccine AdvisoryCommittee (NVAC) priority
group recommendations for antiviral use during a pademic:

Priority Group Type of | US Utah Cumulative Source
Usé treatment | courses
course$
1 Patients admitted to hospifal T 7,500,000 62,300 62,300 Federal
2 | Health care workers (HCW) and | T 2,400,000 19,900 82,200 stockpile will
EMS responders with direct patient cover 350,500
contact treatment
3 Highest risk outpatients T 700,000 5,800 88,000 courses
4 Pandemic health respond&rs T 900,000 7,500 95,500
5 Increased risk outpatients T 22,400,000 185,900 281,400
6 Outbreak response (nursing home$EP 2,000,000 16,600 299,000
or other residential settingd )
7 Critical health care workers P 4,800,000 39,800 337,800
8 | Pandemic societal respondéts | T 2,700,000 22,400 360,200 State stockpile
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9 Other outpatient$' T 47,300,000 392,600 752,800 would cover
pandemic
societal
responders ang
about 236,900
(~60%) other
outpatients

10 | Highest risk outpatients P 10,000,000 83,000 835,80

11 | Other HCW with direct patient P 32,000,000 | 265,600 1,101,400

contact

Notes on Table:

1T = Treatment (requires a course of 2 capsules®ID0 capsules and is defined as one course);
P = Prophylaxis (requires 1 capsule each day fasaomed 40 days, or 40 capsules, i.e., 4
courses; more may be needed if the outbreak lastet than 40 days); PEP = Post-exposure
prophylaxis (requires one capsule each day foray@,dor 10 capsules, i.e., one course)

“Based on NVAC recommendations in HHS Pandemic Plapendix D: NVAC/ACIP
Recommendations for Prioritization of Pandemicuefiza Vaccine and NVAC
Recommendations on Pandemic Antiviral Drug Use.
<http://www.hhs.gov/pandemicflu/plan/appendixd.htmb

® Projections of the number of Utah courses weredas an assumption that the number of
people in each priority group in Utah would be mdipnate in size to the Utah population
compared to the US population. The populationregtes were from 2005 US census. US
population estimate is 296 million, UT populatiei2.47 million. UT population is 0.83% of the
US total. Many of the population sizes used byNN&AC were rough estimates and differences
are possible between national estimates and Utailgtoon.

* Patients admitted to hospital. This number waaly with the severity of the pandemic and
capacity of the health care system. While notifipedoy NVAC, it is recommended in Utah

that this group be considered to include thoseniiugh to be admitted to a hospital but for whom
adequate hospital beds are not available as wétloae actually admitted.

® The subset of persons designated by ACIP as hehiisk of influenza complications who are
at highest risk, including persons with underlyithgesses placing them at greatest risk of severe
complications (hematopoetic stem cell or solid arzansplant patients, immunosuppression due
to treatment for cancer, hematological malignancyther illnesses such as rheumatoid arthritis,
persons with HIV infection and CD4 count < 200,3mers on dialysis, and women iff ar 3°
trimester of pregnancy.

®Public health workers involved in key pandemic e roles (e.g., vaccine administration,
surveillance, antiviral distribution), public safatorkers (po lice, fire and corrections personnel)
and key government decision-makers (chief execsititdederal, state, and local levels)

" The remainder of those currently designated byPA& being at high risk for influenza
complications, including persons 6-23 months or y&&rs of age, or with underlying illnesses as
defined by ACIP.

® Treatment of cases and post-exposure prophylatisiit spread of influenza in settings where
outbreaks pose substantial risk of serious mospidiich as nursing homes.

® This recommendation is for prophylaxis for theatiom of the outbreak in a community for
personnel who are needed for effective functiomihgelected critical health care units, including
ED, ICU, and dialysis, and EMS units.

% This group includes persons who provide essesgialices that must be sustained during a
pandemic to maintain public well-being, health aatety. It includes workers at health care
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facilities who have no direct patient contact, &g important to operation of those facilities, and
utility (electricity, gas, water), waste managemembrtuary, and some transportation workers.
Yncludes persons with influenza not in any of thevpusly described priority groups.

Treatment of this group would help limit spreadititime missed from work, and potentially
reduce the burden on the health care system.

Contributing authors: Guy Dansie, Robert Rolfs
Reviewed by: Andrew Pavia
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Governor’s Taskforce for Pandemic Influenza Prepaedness
Management and Use of Influenza Vaccine During a Paemic

Background and Description of Issue:

Influenza vaccination is the cornerstone for préieenand control of seasonal influenza
and its complications. Planning for administratedra pandemic vaccine is an important
component of pandemic preparation. An influenzadeanic would be a worldwide
outbreak caused by a novel influenza virus to whigctmans have limited or no

immunity. Based on historical experience, the ggvef illness caused by a pandemic
could vary widely. Some pandemics have caused wrdad, serious morbidity and
mortality. The best lifesaving protection agaiagtandemic influenza virus would be an
effective vaccine. However, a pandemic vaccineardy be made after the pandemic
virus has been identified and cannot be stockpiietivance of an outbreak. The
vaccine used for seasonal influenza would not fexgfe against a pandemic influenza
virus. Consequently, a vaccine would probablybeavailable during the early stages of
a pandemic and would be in limited supply thereaf@nce a pandemic influenza
vaccine is available, two doses administered aisvéeparated by a month or more will
probably be needed to stimulate effective immunife distribution and delivery of this
vaccine would be an important and demanding comparfgpandemic response efforts.

Current Vaccine Distribution and Administration:

All influenza vaccine for the United States marisgbroduced in the private sector, and
over 90% of seasonal influenza vaccine is distabuhrough private sector distributors
for use by health care providers. Influenza vaetsproduced by a complex process
requiring several months. Vaccine production aistfridution have experienced
problems during recent seasons. Influenza vadsioerrently targeted at several high
risk populations, but vaccination rates even irs¢éhtargeted populations have been
relatively poor (62% of elderly adults, 26% of higék adults, 36% of health care
workers, and 9% of non-priority group adults, 2@)44.S.)*

Vaccine Availability and Distribution during a Pandic:

Production of pandemic vaccine will require 4-6 rtisrfrom the time the pandemic
strain is selected. The number of doses that\aiéahle once production begins will
depend on manufacturing capacity and charactegisfithe vaccine. Current

information suggests that once production begiad-112,500 doses per month might
be available for Utah based on 2006 production@apaThose estimates would
increase to 50,000-450,000 doses per month witimpi 2008 production capadityAll
vaccine will be purchased and distributed by tluefal government.

Approaches to vaccine delivery used for seasofilaeinza or for other vaccine delivery
situations may not be appropriate during a pandemfiicaccine administration takes
place during a community outbreak, gathering langmbers of people in a single setting
would be undesirable. This might make mass vatomalinics less desirable ways to
provide vaccine to the public. In addition, forguity groups that are defined based on
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occupation (e.g., health care workers), it may lostrappropriate to administer vaccine
at their place of work. Another consideration wbhé how to reach people confined to
their home or to an institution. Plans will needassure distribution of vaccine to Native
American Tribes.

Systems to Track Vaccine Administration during ad®amic:

The federal government will require UDOH to monisord report on vaccine
administration. This would best be done througtase-based system that tracks doses
administered, documents priority group coveragd,@ovides ongoing monitoring and
investigation of any adverse events. The Emergénoyunization Management System
(EIMS), which is integrated with the Utah Statewldenunization Information System
(USIIS), was developed to deal with these issuemgismallpox vaccine administration
in 2002 and is compatible with CDC systems.

Prudent expansion of utilization of USIIS througstibincreased provider enroliment and
improved transfer of data collected by other systeritical so that Utah can utilize
tools and resources that have been fully testecaendh current use by providers and
stakeholders statewide. Another statewide sydfeenJtah Notification and Information
System (UNIS), could also be utilized in pandensiersrios. It is capable of
immediately relaying information on vaccine relateslies to the necessary personnel.
Properly developed and implemented, these systenid provide the state’s vaccine
management structure for an influenza pandemic.

Vaccine Prioritization:

At the beginning of a pandemic, scarcity of vacainkrequire that the limited supply be
administered according to priorities intended thieee the greatest benefit. National
vaccine recommendations, including those for infgevaccine, are developed by the
Advisory Committee on Immunization Practice (ACIRgtional Vaccine Advisory
Committee (NVAC), and CDC. The ACIP has issuednnt recommendations for
priority groups to receive limited vaccine duringandemié Those recommendations
differ from priority groups for seasonal vaccineggiming higher priority to several groups
of essential responders. The U.S. Department aftland Human Services is currently
seeking input and may revise the current recomntanga

Utah will receive periodic shipments of vaccinedzhprimarily on population size.

UDOH and vaccine providers will need to consider plssibility that a second dose may
be needed to achieve effective immunity when atingavaccine to individuals. This

may necessitate periodic review of pandemic prexiin relation to total available
amounts of vaccine for distribution. The publighti not readily understand or accept
these decisions. It will be very important to diss the issue openly and frankly, and to
develop consensus for the pandemic priority grdbpsare to be used. Effective public
communications, operational plans, and trainingpidslic health staff, partners and
volunteers will be needed to support providing wae@ccording to priority groups.
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Strategies to Improve Preparedness in Key SetingsPopulations:

Several pre-pandemic measures, initiatives, arfthtdogies with regard to influenza can
provide protection for Utah’s population. It isportant that we establish an effective
system to assure high coverage of health care wovkigh seasonal influenza vaccine.
This would establish a system to assure succedslivkry of vaccine during a pandemic.
The Utah Adult Immunization Coalition (UAIC) and @M recently developed and
distributed “best practice” immunization and infeatcontrol standards and policies for
health care workers. Adoption of these standandspalicies in facilities would provide
immediate benefits in prevention of infectious dises and substantially improve
readiness for a pandemic. Another important meaisuthe ongoing vaccination and
documentation of coverage in vulnerable populatieng., long term care and assisted
living facilities). Utah has become one of onlystates with a rule requiring facilities to
have standing orders for influenza and pneumoco@@ine assessment/coverage, and
is one of only two states with annual reporting &madking of vaccine coverage levels
for this high risk population. Consideration is@being given to requiring health care
facilities to report on influenza vaccination rasessa patient safety measure.

Serious morbidity and mortality from influenza isem due to secondary bacterial
pneumonia. Improved coverage with the pneumoco@atine among those for whom
it is recommended may decrease the risk of thaptioation should a pandemic occur.

Mass clinic exercises are an important training ponent of pandemic vaccine
preparation and need to be regularly practiceldey tare to meet pandemic vaccination
challenges. Mass clinic exercises that involve adstration of actual vaccine (rather
than mock clinics in which no vaccine is given)ulegn a more realistic test. Such
clinics can also provide immediate public healthddiés by increasing coverage of
underutilized vaccines or otherwise addressingiBp@eommunity needs.
Unfortunately, no current funding is available fois type of exercise.

Goal:

Work with healthcare partners and other stakehslttedevelop a statewide plan for
pandemic influenza vaccine distribution, administraaccording to established priority
groups, monitoring effectiveness, safety, and asle® to priority groups, and implement
practices and policies now that establish a fouadaif basic prevention and protection.

Objectives:

1. Assure an effective plan is in place to managkuse vaccine during a pandemic
that:
A. Provides vaccine to priority populations includipgrsonnel essential to the
functioning of society; and
B. Provides needed information on accountability aifecéveness of vaccine
distribution and use.
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2. Recommend pre-pandemic strategies that provmtegiion to Utah citizens against
seasonal influenza and other infectious diseasathiand can serve as a foundation
for response during a pandemic.

3. Approve interim recommendations for priority gps to receive vaccine and
recommend a mechanism for revising recommendakiagaed on the specific
circumstances of a pandemic.

Planning Assumptions:

1. Under most scenarios, a vaccine would not be aMailduring the early stages of a
pandemic and would be in limited supply thereaftémould require two doses,
separated over a period of time.

2. A pandemic influenza vaccine would be purchaseddistdbuted by CDC primarily
according to population size.

3. In a pandemic, priority recommendations would dat@shed nationally by
ACIP/NVAC/CDC. The priorities for administratiorf available pandemic influenza
vaccine would be different from those used for seakinfluenza vaccination. In
particular, health care providers and other essletdimmunity responders would
receive a higher priority and probably would be firgt group to receive vaccine
before members of the general public.

4. Priorities for vaccine use established in advangghtmeed to be altered due to
specific circumstances of the vaccine, vaccine yop the health impact of the
vaccine on different populations (e.g., whetherghreatest morbidity and mortality
occurred among infants and older adults as in seh&ufluenza or among young
adults as was true in 1918).

5. Statewide utilization of procedures and informatsystems to track vaccine
inventory, administration, coverage of priority gps, adverse events, and
effectiveness of distribution would be requiredfégeral agencies and essential to an
effective response. Such procedures and systeeastode in place and tested prior
to a pandemic to be effective.

6. In the absence of vaccine during the early phasagandemic, other health
protection measures such as pneumococcal vacairatid infection control practices
can provide some protection against complicatidnsfluenza.

7. Space for vaccine storage, transportation and msgpfar administration of vaccine
could be in short supply.

Concerns:

1. Supplies to support vaccine administration dydarpandemic will be inadequate
unless stockpiles are procured in advance. Fungsoture such stockpiles need to
be identified.

Funding to purchase vaccine for mass clinic@ges is not currently available.

The public might not understand the need to athter limited vaccine according to
priority groups or might not understand or suppleet specific priority groups that
have been established.

w N
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4. The public might not understand the importarfggamdemic influenza vaccination or
might not trust the safety and effectiveness ofvidecine and consequently not
achieve vaccination rates needed to protect indalgland the community.

Appendix:

Background on Seasonal Influenza Vaccine Distrduti

All annual influenza vaccine for use in the Unitgightes is produced in the private sector.
Over 90% of this vaccine is distributed in the @diStates through private-sector
distributors for use by health care providers (gabysician providers, hospitals, managed
care, long term care, pharmacies, home healthl, heedth departments, and community
health centers). At present, two vaccine typesezemmended for protection against
influenza in the United States: an inactivated wiaccine injected into muscle; and a
live virus vaccine administered as a nasal sprag.iljectable vaccine currently
represents the vast majority of influenza vaccimiaistered in this country. Influenza
vaccine is unique because its active ingredient®-virus strains used to produce the
vaccine — change almost every year. It is prodigea complex manufacturing process
that spans several months during which manufacumesst cultivate the appropriate
strains, produce massive quantities of vaccine adlod time for the inspection and
approval of the Food and Drug Administration (FDAecause of this, manufacturers
cannot produce the entire supply of influenza vaecieeded each year at one time.
Some vaccine is available in late summer, and miimluand distribution continue into
December and January. The distribution timeframeocine to individual providers
depends on a variety of factors: the vaccine manturfer or third party distributor that

the order was placed with; the date the order wesived (companies/distributors tend to
fill orders on a first-come, first-serve basis)ntractual obligations (vaccine
manufacturers may have contracts with penaltieadordelivery of vaccine); and the
target group served. These factors present amens challenge for manufacturers and
create uncertainty for vaccine supply and timestrdbution each year. Government
agencies, including the Centers for Disease CoatrdIPrevention (CDC), have little
control over the annual distribution of the privagxtor influenza vaccine.

The Utah Department of Health (DOH), Immunizationd?am, purchases influenza
vaccine through a CDC negotiated contract withetlwa&ccine manufacturers. This
vaccine is for specific use with the Vaccine forl@en (VFC) program. State and local
health departments may also purchase vaccine thrinegprivate sector distribution
markets with the Minnesota Multistate Contract (MAR®) or their own contract orders
with a manufacturer or distributor. Native Amendaibes can purchase influenza
vaccine through the Veterans Administration Prinemdor contract and through the
private sector distribution markets as well.

The recent history of influenza vaccine seasonshaw/n there is “no normal season”.
Since 2000, each influenza season has presenfetedifserious challenges, nationally
and in Utah, including a variety of vaccine supiglues (shortages, small yields of
product, non-uniform distribution, changing manudaers) and high early disease rates.

60



Lessons learned and insights gained from recerdreqxes with influenza vaccine
seasons can be applied to influenza pandemic plgnni

In the recent past years of supply challenges, @GBCdistributed available vaccine
allocations for Utah (based on state populatiothéoDOH state vaccine depot. The
DOH depot is a secure depot with constant alarmitoxamg and with emergency
generator backup. The DOH depot has had much iexgerin recent shortage years in
vaccine management, storage and distribution. Maagas then distributed to local
health departments for local coverage of the gyigroups/stakeholders. The local
health departments have tested their capacity &msmaccination clinics. They also had
experience during the smallpox vaccination progvath Investigational New Drug
(IND) protocols and Emergency Use Authorization f§yrocedures that would be
needed with a new pandemic vaccine not yet apprbyete Food and Drug
Administration (FDA).

Vaccine Distribution/Priority/Preparedness Plannivigrkgroup and reviewers: Linda
Abel; Sherrie Ahlstrom; Jan Buttrey; Guy Dansie; BGeorge Delavan; Philip Gresham;
Dr. DeVon Hale; Dr. Tamara Lewis; Richard Meltonis8n Mottice; Konnie Parke; Dr.
Robert Rolfs; Carlie Shurtliff; Audrey StevensongaSharon Talboys.
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Governor’s Taskforce for Pandemic Influenza Prepareness
Community Mitigation and its Potential Consequences

Background and Description of Issue:

An influenza pandemic, particularly one as sever@®.8, could substantially disrupt
society. Potential consequences include severssstm the ability of hospitals and
health care providers to care for the sick andugisons of essential community services.
Slowing the spread of the pandemic virus could paa#y reduce the number of people
who become ill. This could have a dual benefit #so reduced demand on the
community and the health care system, allowingthezdre and other support systems to
better meet the need for those services.

During the first several months of a pandemic, raeavill probably not be available.
However, several non-pharmaceutical interventiangtthe potential to slow the spread
of the virus. These interventions seek by a waéimeans to limit contact between
those who are infectious and those who would beepiible to the infection. Recent
examinations of the 1918 pandemic as well as maheah modeling studies of
hypothetical pandemics have suggested potentiafiteiof several strategies. The
Centers for Disease Control and Prevention (CDG)deen working for several months
on a plan for community mitigation. Several meggilhave been held to gather
comments from stakeholders and a draft plan isagddo be released early in 2007.

Measures that have potential to slow spread ohdgraic virus include:

* Voluntary isolation of persons with influenza (cs)se

* Voluntary home quarantine of household contactsasés.

» School closure and steps to prevent children fratheying together elsewhere.

* Workplace social distancing interventions, inclgdexclusion of ill workers,
reducing face-to-face contact in the workplace, @sgiratory and hand hygiene.

« Community social distancing, including cancellingsa gatherings, closing
public places, and measures to reduce transpaxdang.

» Infection control measures in the home, commuiaityd non-healthcare
workplaces; including respiratory and hand hygierse, of face masks or
respirators, and environmental cleaning and distide.

Some discussions also include early antiviral tnesit for cases and post-exposure
prophylaxis for household contacts; this would depen an adequate supply of antiviral
medications. Planning also includes consideratfasiomestic travel precautions,
advisories, or restrictions although modeling stadiave predicted they will not have a
substantial impact at achievable levels of adherenc

Two major concerns apply to most of these potentihsures. First, there is substantial
uncertainty regarding the effectiveness of thesasmes alone or in combination. There
are few adequate studies of their use and effewds® There is also uncertainty
regarding many of the parameters used in the mattieshmodels that have been
developed to predict their effects during hypott@tpandemics. Second, many of them
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can have substantial adverse effects even if theguccessful in slowing spread. In
particular, voluntary home isolation of ill persprsluntary home quarantine of
household contacts, and school closure can polignitiarease absenteeism rates among
workers and increase the need for limited suppoxtices. In addition, facility closures,
mass gathering cancellations, and travel restrist@an have substantial economic
impact as well as affecting community resiliencetiner ways (e.g., cancelling faith-
based and social gatherings).

Objectives:

1.

Help to assure that appropriate steps are takesdtae spread of a pandemic
influenza virus in Utah.

Anticipate and plan to minimize the potential adeceffects of mitigation measures
should they be needed.

Planning Assumptions:

1.

A severe influenza pandemic can overwhelm health aad other resources. This
could lead to inability to adequately treat allghavho become ill and to support all
those who need support, as well as threaten theedgebf essential services and
continuity of business operations.

Measures to slow the spread of the pandemic viightmeduce the ultimate attack
rate (percentage becoming ill) during a first waver to availability of vaccine, or
might delay or reduce the attack rates at the pé#hke outbreak in a community.

This could allow health care and other supportisesvto better serve those who need
them and limit the impact on essential serviceskarginess operations.

Measures to slow the spread of the pandemic vihishwthemselves interrupt
community activities (e.g., school closures, hossation/quarantine, event
cancellations, facility closures) can have advexsmomic and social effects.

There will remain substantial uncertainty regardimg effectiveness of these
measures as well as about their adverse effects.

Potential Recommendations by Taskforce:

1.

2.

The State Office of Education, school districtd|leges/universities, individual
schools, and other agencies/entities responsiblégiovering education, in
collaboration with public health authorities, shibplan for measures that can make
schools safer during a pandemic by reducing oppii#s for transmission.

The State Office of Education, school districtdleges/universities, individual
schools, and other agencies/entities responsibl@diosering education, in
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collaboration with public health authorities, shtibplan and take action to support
their ability to maintain the educational proceasm a prolonged school closure.

3. The Utah Department of Health, in collaborationhwgtakeholders, should examine
ways to reduce transmission in childcare settingshd a pandemic and also consider
steps that would help prepare society for childéacdity closures that might be
required during a pandemic.

Author of issue paper: Robert Rolfs

This paper was presented in early draft form toRhledemic Influenza Workgroup and
reviewed with Patti Pavey and Drs. Sundwall, Masord Huefner.
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Tier
1

From HHS Pandemic Influenza Plan. Appendix D:

NVAC/ACIP Recommendations for Prioritization of Pandemic
I nfluenza Vaccine and NVAC Recommendations on Pandemic
Antiviral Drug Use

Table D-1: Vaccine Priority Group Recommendations*

Subtier
A

Population

Vaccine and antiviral manufacturers and
others essential to manufacturing and critic
support (~40,000) .
Medical workers and public health workers
who are involved in direct patient contact,
other support services essential for direct
patient care, and vaccinators (8-9 million)

Persons > 65 years with 1 or more influenze

high-risk conditions, not including essential

hypertension (approximately 18.2 million)

Persons 6 months to 64 years with 2 or mo
influenza high-risk conditions, not includin
essential hypertension (approximately 6.9
million)

Persons 6 months or older with history of
hospitalization for pneumonia or influenza
other influenza highiisk condition in the pa
year (740,000)

Pregnant women (approximately 3.0 milliore
Household contacts of severely
immunocompromised persons who would r
be vaccinated due to likely poor response t
vaccine (1.95 million with transplants, AIDSe
and incident cancer x 1.4 household contac
per person = 2.7 million persons)
Household contacts of children <6 month o
(5.0 million)

Public health emergency response workerse
critical to pandemic response (assumed on
third of estimated public health
workforce=150,000) .
Key government leaders
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Rationale

Need to assure maximum production of
vaccine and antiviral drugs

Healthcare workers are required for quality
medical care (studies show outcome is
associated with staff-to-patient ratios). There
is little surge capacity among healthcare
sector personnel to meet increased demand

These groups are at high risk of hospitalize
and death. Excludes elderly in nursing homes
and those who are immunocompromised and
would not likely be protected by vaccination

In past pandemics and for annual influenza,
pregnant women have been at high risk;
vaccination will also protect the infant who
cannot receive vaccine.

Vaccination of household contacts of
immunocompromised and young infants will
decrease risk of exposure and infection an
those who cannot be directly protected by
vaccination

Critical to implement pandemic response such
as providing vaccinations and
managing/monitoring response activities
Preserving decision-making capacity also
critical for managing and implementing a
response



» Healthy 65 years and older (17.7 million)

» 6 months to 64 years with 1 high-risk
condition (35.8 million)

e 6-23 months old, healthy (5.6 million)

» Other public health emergency responderse
(300,000 = remaining two-thirds of public
health work force)

» Public safety workers including police, fire,
911 dispatchers, and correctional facility st
(2.99 million)

« Ultility workers essential for maintenance of
power, water, and sewage system function
(364,000)

» Transportation workers transporting fuel,
water, food, and medical supplies as well a
public ground public transportation (3.8
million)

Telecommunications/IT for essential network

operations and maintenance (1.08 million)

» Other key government health decision-make
(estimated number not yet determined)

e Funeral directors/embalmers (62,000)

e Healthy persons 2-64 years not included *
above categories (179.3 million)
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Groups that are also at increased risk but not
as high risk as population in Tier 1B

Includes critical infrastructure groups that
have impact on maintaining health (e.g.,
public safety or transportation of medical
supplies and food); implementing a pandemic
response; and on maintaining societal
functions

Other important societal groups for a
pandemic response but of lower priority

All persons not included in other groups based
on objective to vaccinate all those who want
protection



Estimated
population Strategy** q,
(millions)

Group

Patients admitted to
hospital***

Health care workers
(HCW) with direct
patient contact and
emergency medical
service (EMS) providers

Highest risk
outpatients—
immunocompromised
persons and pregnant
women

Pandemic health
responders (public health,
vaccinators, vaccine and
antiviral manufacturers),
public safety (police, fire,
corrections), and
government decision-
makers

Increased risk
outpatients—young
children 12-23 months
old, persons >65 yrs old,
and persons with
underlying medical
conditions

Outbreak response in
nursing homes and other

10.0

9.2

2.5

3.3

85.5

NA

T

PEP
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Table D-2: Antiviral Drug Priority Group Recommendations*

# Courses
(millions)

target Cumulative

group
7.5

2.4

0.7

0.9

22.4

2.0

7.5

9.9

10.6

115

33.9

35.9

Rationale

Consistent with medical
practice and ethics to treat
those with serious illness
and who are most likely
to die.

Healthcare workers are
required for quality
medical care. There is
little surge capacity
among healthcare sector
personnel to meet
increased demand.

Groups at greatest risk of
hospitalization and deat;
immunocompromised
cannot be protected by
vaccination.

Groups are critical for an
effective public health
response to a pandemic!

Groups are at high risk
for hospitalization and
death.

Treatment of patients and
prophylaxis of contacts is



residential settings

HCWs in emergency
departments, intensive
care units, dialysis
centers, and EMS
providers

Pandemic societal
responders (e.g., critical
infrastructure groups as
defined in the vaccine
priorities) and HCW
without direct patient
contact

Other outpatients

Highest risk outpatients

Other HCWs with direct
patient contact

47.3 90.7

10.0 100.7

effective in stopping
outbreaks; vaccination
priorities do not include
nursing home residents.

These groups are most
critical to an effective
healthcare response and
have limited surge
capacity. Prophylaxis will
best prevent absenteeism.

Infrastructure groups that
have impact on
maintaining health,
implementing a pandemic
response, and maintaining
societal functions.

Includes others who
develop influenza and do
not fall within the above
groups.

Prevents iliness in the
highest risk groups for
hospitalization and death.

Prevention would best
reduce absenteeism and
preserve optimal function.
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Glossary

adjuvant: A substance added to a vaccine to improve the inennesponse so that less
vaccine is needed to provide protection.

antibiotic: A substance produced by bacteria or fungi thatrags or prevents the
growth of other bacteria and fungi.

antibody: A protein produced by the body's immune systenesponse to a foreign
substance (antigen). Our bodies fight off an inéecby producing antibodies. An
antibody reacts specifically with the antigen tinejgered its formation and its function
is to inactivate the antigen.

antigen: Any foreign substance, usually a protein, thahstates the body's immune
system to produce antibodies. (The name antigéectsfits role in stimulating an
immune response - antibody generating.)

antiviral: Drug that is used to prevent or cure a diseasgechly a virus, by interfering
with the ability of the virus to multiply in number spread from cell to cell.

APHIS: Animal and Plant Health Inspection Service, a pathe U.S. Department of
Agriculture that provides leadership in ensuring fealth and care of animals and plants.

asymptomatic: Presenting no symptoms of disease.

avian flu: A highly contagious viral disease with up to 106%rtality in domestic fowl
caused by influenza A virus subtypes H5 and H7tyXes of birds are susceptible to the
virus but outbreaks occur most often in chickergs tankeys. The infection may be
carried by migratory wild birds, which can carrgthirus but show no signs of disease.
Humans are only rarely affected.

carrier. A bearer and transmitter of a agent capable dfinguinfectious disease. An
asympotomatic carrier shows no symptoms of carrgimgnfectious agent.

CDC: Centers for Disease Control and Prevention, ti& government agency at the
forefront of public health efforts to prevent arahtrol infectious and chronic diseases,
injuries, workplace hazards, disabilities, and sesvinental health threats. CDC is one of
13 major operating components of the Departmehtaafith and Human Services.

clade: A group of organisms, such as a species, whoseberanshare homologous
features derived from a common ancestor. The axras H5N1 clade 1 includes human
and bird isolates from Vietnam, Thailand, Cambot&ags, and Malaysia. Clade 2
viruses have been identified in bird isolates fi@mna, Indonesia, Japan, and South
Korea.
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contagious:A contagious disease is easily spread from ongopeio another by contact
with the infectious agent that causes the diséldsagent may be in droplets of liquid
particles made by coughing or sneezing, contanminaked utensils, water or food.

DOI: U.S. Department of Interior, the government ageheay protects and provides
access to our Nation's natural resources.

drift: One process in which influenza virus undergoesatian. The amount of change
can be subtle or dramatic, but eventually as dafturs, a new variant strain will become
dominant. This process allows influenza viruseshange and re-infect people repeatedly
through their lifetime and is the reason influemizas strains in vaccine must be updated
each year. See shift.

enzyme:A substance that speeds up chemical reactionytEwemical reaction in living
organisms is facilitated by an enzyme.

EPA: U.S. Environmental Protection Agency, the govemnagency that leads the
nation's environmental science, research, educatidrassessment efforts.

epidemic: A disease occurring suddenly in humans in a coniyuregion or country in
numbers clearly in excess of normal. 8peooticandpandemic

epizootic A disease occurring suddenly in animals in a comity, region or country in
numbers clearly in excess of normal. 8galemicandpanzootic

Essential responders:Persons whose services, including when performedlasteers,
are essential to allow an effective community resgoto an event.

FAO: Food and Agriculture Organization of the Unitediblas leads international
efforts to defeat hunger. FAO serves both devel@metideveloping countries and acts as
a neutral forum where all nations meet as equategotiate agreements and debate

policy.

FDA: U.S. Food and Drug Administration, the governmeaggncy responsible for
protecting the public health by assuring the safeffycacy, and security of human and
veterinary drugs, biological products, medical desj our nation's food supply,
cosmetics, and products that emit radiation. FDénis of 13 major operating
components of the Department of Health and Humawi&ss.

H5N1: A variant of avian influenza, which is a type oflienza virulent in birds. It was
first identified in Italy in the early 1900s andrniew known to exist worldwide.

HPAI: Highly Pathogenic form of Avian Influenza. Avialu fviruses are classified based
upon the severity of the illness and HPAI is exegmnfectious among humans. The
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rapid spread of HPAI, with outbreaks occurringret $ame time, is of growing concern
for human health as well as for animal health. I5&l.

homologous:Similar in position, structure, function, or chetexistics.
host: An organism on or in which a parasite lives.

hemagglutinin: An important surface structure protein of theuefiza virus that is an
essential gene for the spread of the virus througti® respiratory tract. This enables the
virus to attach itself to a cell in the respiratsggtem and penetrate it. Referred to as the
“H” in influenza viruses. See neuraminidase.

immune system:The cells, tissues and organs that help the bmdgsist infection and
disease by producing antibodies and/or altered tedit inhibit the multiplication of the
infectious agent.

infectious agent:Any organism, such as a pathogenic virus, parasiteacterium, that
is capable of invading body tissues, multiplyinggd @ausing disease.

influenza: A serious disease caused by viruses that infeatetspiratory tract.

isolate: A pure strain that has been isolated as from dexktissue, contaminated water,
or the air.

LPAI: Low Pathogenic form of Avian Influenza. Most avi&unstrains are classified as
LPAI and typically cause little or no clinical sgm infected birds. However, some
LPAI virus strains are capable of mutating undeldficonditions into HPAI viruses. See
HPAI.

MRC: The Medical Reserve Corps establishes teams af \mtunteer medical and
public health professionals who can contributertbkills and expertise throughout the
year and during times of community need.

mutation: Any alteration in a gene from its natural stateisichange may be disease
causing or a benign, normal variant. Specific matet and evolution in influenza viruses
cannot be predicted, making it difficult if not imgsible to know if or when a virus such
as H5N1 might acquire the properties needed tadpeasily among humans.

neuraminidase: An important surface structure protein of theuefiza virus that is an
essential enzyme for the spread of the virus througthe respiratory tract. It enables the
virus to escape the host cell and infect new cBlégerred to as the “N” in influenza
viruses. See hemagglutinin.

NIAID: National Institute of Allergy and Infectious Dises conducts and supports
basic and applied research to better understazat, ind ultimately prevent infectious,
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immunologic, and allergic diseases. NIAID resedrah led to new therapies, vaccines,
diagnostic tests, and other technologies that mpeoved the health of millions. NIAID
is one of 13 major operating components of the Biepant of Health and Human
Services.

NVPO: National Vaccine Program Office is responsibledoordinating and ensuring
collaboration among the many federal agencies wagbin vaccine and immunization
activities. It is part of the Department of Headtid Human Services.

OIE (Office International des Epizooties):World Organisation for Animal Health, an
international organization including 167 memberrdoes that collects, analyses, and
reports information on global animal disease situnst

pandemic: The worldwide outbreak of a disease in humansimivers clearly in excess
of normal. Se@anzooticandepidemic

panzootic The worldwide outbreak of a disease in animalsumbers clearly in excess
of normal. Se@andemicandepizootic

parasite: An organism living in, with, or on another organis
pathogenic: Causing disease or capable of doing so.

pre-pandemic vaccine:A vaccine created to protect against currentlgutating H5N1
avian influenza virus strains with the expectatioat it would provide at least some
protection against new virus strains that mighthexolt would likely be the best vaccine
defense available until a vaccine specific to tee strain could be developed.

prophylactic: A medical procedure or practice that preventsrotgets against a disease
or condition (eg, vaccines, antibiotics, drugs).

reassortment: The rearrangement of genes from two distinct arikza strains to produce
a novel viral strain.

seasonal flu:A respiratory illness that can be transmitted peit® person. Most people
have some immunity, and a vaccine is availables ©halso known as the common flu or
winter flu.

shift: The process in which the existing H (hemagglujimimd N (neuraminidase) are
replaced by significantly different H and Ns. Thessv H or H/N combinations are
perceived by human immune systems as new, so roptepdo not have pre-existing
antibody protection to these novel viruses. Thisne of the reasons that pandemic
viruses can have such a serve impact on the hefgtthpulations. See drift.
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speciesA class of plants or animals having common attebiand designated by a
common name. Theoretically, plants or animals tiédent species cannot interbreed.
However, occasionally this does not hold true.

strain: A group of organisms within a species or variety.

USAID: United States Agency for International Developnyaolvides foreign assistance
to developing countries in order to further Amesdareign policy interests in expanding
democracy and free markets while improving thedigéthe citizens of the developing
world.

USDA: U.S. Department of Agriculture, the governmentreyeresponsible for
regulating the safety and development of food,cadfire, and natural resources.

vaccine: A preparation consisting of antigens of a diseasesing organism which, when
introduced into the body, stimulates the productbapecific antibodies or altered cells.
This produces an immunity to the disease-causiggrosm. The antigen in the
preparation can be whole disease-causing orgarflshesl or weakened) or parts of
these organisms.

virulent: Highly lethal; causing severe illness or death.

virus: Any of various simple submicroscopic parasiteplahts, animals, and bacteria
that often cause disease and that consist es$gpofial core of RNA or DNA surrounded
by a protein coat. Unable to replicate without athe®ll, viruses are typically not
considered living organisms.

waterfowl: Birds that swim and live near water, including kkiayeese, and swans.

WHO: World Health Organization, an agency of the Uniiadions established in 1948
to further international cooperation in improvingatth conditions.

zoonosesDiseases that are transferable from animals toamsm
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