MEP-P Ethics Discussion Group
2/14/08 12-1:30pm
Attendees: Aaron Case – MEP-P Project Coordinator

BJ Coopes, MD – TCHAP Pediatric Intensivist

Deb Lerner, MD – TCHAP Pediatric Intensivist

Dick Mandsager, MD – TCHAP Executive Director

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 
Stacie Kraly (Telephone) – DHSS - Chief Asst Attorney General
Next meeting: Feb 28th 12pm in PAMC Peds Conference Rm

Deb Lerner provides lunch

Dick, Aaron will create agenda and send out


- Will look at SOFA (Sequential Organ Failure Assessment) scoring, Altered Stds of Care, continue with Inclusion/Exclusion criteria
Assignments: Sally Abbott to contact NY counterpart

Stacie Kraly to contact Mike Mitchell, Attny General AAG
Dr. Coopes and Dr. Lerner will evaluate SOFA scoring for children
Discussion notes (compiled by Aaron Case):

- What can this group actually accomplish by spring?  


- Statewide triage guidelines for scarce resources would be goal, but triage in Anchorage is different than rural village.  Maybe flexible, fluid triage guidelines needed?  


- Group should focus on Anchorage for now in interest of having a manageable scope.


- Goal to create a framework for ethical considerations


- Work first on ventilator triage plan

- Is treating based on lifespan/life-cycle experience justifiable?


- Prioritizing all adults over all children is not reasonable nor is favoring younger over older children.

- Must justify each guideline in interest of transparency.  


- NY plan mentions garbage men, truckers, hospital workers as critical infrastructure that should be given high priority to care.  


- Children represent future critical positions, should also be given priority to care even though they are not currently able to provide critical services.

- Utilitarian reason to prioritize kids: Short term: kids are a liability, consume many resources.  Long term: better capacity to tolerate disaster, become productive to society in the long run. 

- Duty to care for vulnerable populations another justification to prioritize kids.  Kids have no ability to care for themselves, so they should receive care. Society is responsible for the health and safety of its children. 

- Legal counsel must be involved to justify withholding care.


- Need a way to legally override society’s desire to keep kids alive at all costs.  Need objective decision maker who is not responsible for providing the child’s care. (avoid conflict of interest and protect provider against law suits)

- Staff (professionals) working outside comfort zone need legal protection.  Providers in Katrina have lawsuits against them.   

- Is there justification for age based prioritization?      


- Sick neonates consume many resources, larger sized kids take less resources.


- Resources for respiratory support and transport are same for all ages


- Medication amounts are somewhat less for smaller sized people


- Personnel needs are greater for children though some of the care could be provided by non-professionals

- Can’t justify an age prioritization, except possibly for resource intensive neonates.
- Quality of Life considerations (Q of L)

- Evaluating productive lifespan very difficult


- Which conditions justify withholding care?  


- Which conditions to include?  Cancer, CF, Traumatic Brain Injury, other Terminal Diagnosis…


- Would categories work?  i.e. Neuro, Cardio, pulmonary


- Especially ethically challenging are kids with no neuro problems, but many physical issues which need on going care during the crisis.


- Kids with fragile but stable conditions with potential to survive and recover should have access to care.


- Create list of patients with chronic or severe problems who should be advised to leave state or go home so they are not denied hospital care. 

 
- Encourage people to stop bringing kids to hospital in event of resource shortage. 

- Difficult to take kid off scarce resource (ventilator, drug, etc) if prognosis worsens 

- Black and white Q of L circumstances: lethal genetic anomaly, mortality shorter than length of disaster, or death expected before adulthood.

- Adding Q of L component is complicated, would be based on a medical judgment of survivability.

- Other plans haven’t stepped over Q of L boundary much.  

- Should providers have right to take ventilators away from kids in home care?
- Need to create tiered system of resource triage. 


- Traditional rationing is first come first served.


- Will be changing triage protocol for disaster.  

- Plan may differ for different kinds of diasters (Ex. single sudden event like earthquake vs. on going event like pandemic)

- Hospital’s standard of care will change too. 

- Professionals need protection against lawsuits for being unable to get normal standard of care. 
