MEP-P Ethics Discussion Group
1/31/08 2pm – 3:30pm

PAMC Mission Room
Meeting Summary
Attendance: Aaron Case – MEP-P Project Coordinator

Amy Paff, RT – PAMC Respiratory Therapist, reporting for Vicki Faciane
BJ Coopes, MD – TCHAP Pediatric Intensivist

David Gilbert, RT – MSRMC Director, Cardiopulmonary services

Deb Lerner, MD – TCHAP Pediatric Intensivist

Ed DeForest, RT – ANMC Manager, Respiratory Therapy

Maria Wallington, MD – PAMC Ethicist
Mike Dooley – Public representative w/ MS in Bioethics

Sally Abbott, ANP – DHSS Hospital Preparedness Coordinator
Stephanie Bauer, PhD cand. – UAA Asst. Prof of Philosophy 
Other members:

Dick Mandsager, MD – TCHAP Executive Director

Vicki Faciane, RT – PAMC Manager, Respiratory Therapy
Notes from Sally Abbott:

1. Reviewed Pediatric Partnership background and goals 
2. Limited timeframe within grant project; this group is starting the discussion on ethics. DHSS will continue work when grant ends. Other areas of expertise could be added at that time, e.g. Palliative Care, clergy. Any recommendations will go to DHSS Chief Medical Officer for review. 
3. Discussed ideas that surround the project: 
            What are altered standards of care? There are both legal and medical aspects.

            What are triggers for them?

            How do we justify them to patients? How do we make the process transparent?

            What are triage issues?

            Incorporates rationing of supplies, equipment and medication

            Professional issues for those practicing outside their normal scope and comfort zone

            Physicians make these decisions all the time; not usually written as policy or procedure.
4. What are achievable goals? 
            Algorithm for vents

            Telephone triage

            Objective triggers for activation of altered standards of care

5. Action Items: 
Examine current vent algorithms and see if they can be adapted to children - Coopes and Lerner

Discuss project with State Asst Attorney General for input - Abbott

Continue review of medical components (non-medical members) - Dooley, Bauer

6. Next meeting: 14 February 12-1:30 
BJ will supply pizza for lunch.  Bring your own beverage.  Pediatric Conference Room, Providence Children’s Hospital (3rd floor PAMC main building)
Notes from Aaron Case:

Discussion started with recount of a presentation the previous day at the ASHNA preparedness conference by Dr. Jan Heller, the Providence Ethicist from Seattle.  Sally, Deb, Aaron, Ed and Maria attended, as well as Vicki Faciane, head of RT at Providence.  Dr. Heller’s talk drew largely from “Stand On Guard for Thee” and a yet to be published paper from Florida.  He encouraged communities to start developing ethical considerations for the hard choices necessary in disasters and gave an example of vaccine distribution.  In a situation with scarce vaccine, a community would have to choose who in the community is given priority.  He brought up First come, first served, with exceptions for critical services (health care, vaccine manufacture, critical infrastructure), as well as life-span criteria.  


His talk was considered rather superficial by the attendees.  This MEP-P Ethics discussion is potentially the beginning of the community discussion Dr. Heller describes.  


After some discussion we came up with the  following goals and other notable considerations for the focus of the MEP-P Ethics Team/Discussion Group:


Goals: 


- Create a recommendation to the State of AK on pediatric ventilator rationing.  

 
- Define “Altered Standards of Care”

- Make recommendations for trigger points for “Altered Standards of Care”


- Make recommendations for trigger points for mobilizing emergency services in Alaska specific situations (ie: Rural RSV outbreak)


Other considerations:


- Keep process transparent to all institutions and public.  


- Future discussion beyond pediatrics, beyond ventilators.


Assignments:

- Deb Lerner, BJ Coopes: Recommend SOFA adaptation for peds vent rationing. 


- Sally Abbott: Investigate inclusion of legal representative


- All: Consider “Altered Standards of Care” definition:  What it may mean in village vs. Anchorage, legal vs. medical definition, what it would mean in specific institution. 

Possible future contributors to group:


Legal


Palliative care


Military


Rural


Native


Clergy


- Jerry Nussbaum recommended



Misc. Discussion Notes:


- What are the triggers?  When do you allow non-peds HC (Health Care) providers to take care of kids?  


- Different parts of Alaska end up having different standards of care and different resources available.

- Realistic standard of care varies from place to place, legal standard of care is a  singular definition.  What is legal definition?

- Alaska has a higher than average concentration of kids.  


- Emotions are more extreme when kids are involved, behavioral health important for both patients and HC providers.


- Concern raised of legally protecting HC providers in altered stds of care situation.  


- Palliative care must be part of plan.  Can we include palliative care HC providers in discussion?


- We should not “Re-invent the wheel”


- If we have no data or studies to draw on for peds resource allocation, what do we need to do to prove that we are reasonable in recommendations?  

- ESAR-VHP Nationwide Volunteer Health Professionals database doesn’t make sense for Alaska, but we should know our state’s available HC providers.  


- What about Triage decisions, withholding care?  Do disaster situations make these decisions “easier”?


- Should we create disaster triage guidelines?


- We need to identify trigger for “Altered Std of Care”, Justify Altered Std methods, provide explanation and transparency to public.  


- Rural and ethnic contributors should be included in future.


- Normal Std of Care is what is practiced every day at particular institution, uses Standard Operating Procedures and algorithms to determine resources used.  


- Legal definition of Normal Std of Care is believed to be singular, that pts in remote areas are held to same Std of Care as in well supplied areas.  Realistically this is not true.  


- Legal counsel needed for group in future.  Sally will talk to State Asst Attny General.  


- From recent conference attendance: Normal surge is up to 200% capacity, beyond is disaster, aka: trigger for Altered Stds of Care.  


- Is 200% the right number for Alaska?  Right number for Peds?  
 


- Extreme disaster necessary to trigger Altered Stds.  In AK, most likely Pan Flu or major earthquake.   

- In disaster, thinking must change from individual survival to population survival.

- In small communities, town hall meetings could educate, in larger communities, need media campaign.  


- After looking at articles, NY plan seems like most comprehensive so far.  Not much pediatric relevance but can see how SOFA could be adapted to peds.

- SOFA Sequential Organ Failure Assessment protocol is generally considered best way to determine patient viability.  Protocols in papers are very distinct.  Special needs patients excluded.  What about long term vent pts who have little hope of recovery?


- Is the “lifespan” criteria for vent rationing reasonable?  Consideration of death of adolescent with social network as more harmful to population than infant death.        



- Scarcest resources: Transportation, ICU care, vaccines, medicines, vents, pediatric HC providers.  


- Physicians in disaster become “guardian of resources” instead of distributor.   
