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9: Public Engagement

In its 2009 letter report, the committee emphasized the need for a robust community engagement process
on the values associated with the allocation of scarce medications (e.g., medical countermeasures) and equip-
ment (e.g., face masks) during a catastrophic disaster. This chapter provides a framework and offers a set of

tools for conducting public engagement or “community conversations” about crisis standards of care (CSC).

GOALS AND BENEFITS OF PUBLIC ENGAGEMENT

Public engagement is necessary not only to ensure the legitimacy of the CSC planning process and guide-
lines, but also to achieve the best possible results in the event of a catastrophic disaster. A meaningful public
engagement process will inform members of the community about the concept of CSC so that individuals
and organizations responsible for CSC planning and implementation and members of the general public
will understand why and when CSC guidelines may become necessary and how they will be applied. Recent
examples (discussed below) also demonstrate that public engagement facilitates deliberation and provides
policy makers with community perspectives on the fundamental ethical dilemmas involved in decisions
about allocating scarce medical resources in crisis situations. As noted in the 2009 letter report, “ethically
sound disaster policies require more than technical expertise. These policies should reflect specific values in
choices about contested issues, such as priority setting for access to scarce resources (e.g., medical counter-
measures, antivirals) and restrictions on individual choice (e.g., which provider to see, where care is received).
A public engagement process is crucial for drafting ethical policies that reflect the community’s values and
deserve its trust” (IOM, 2009, p. 31). The ultimate goal for public engagement is to ensure that CSC guide-
lines reflect community values and priorities and therefore will be more acceptable to the public if activated
in a crisis. An additional benefit is that public engagement on CSC can raise individual and community

awareness about the need to focus on the broader goals of disaster preparedness.

6-1



A MODEL FOR PUBLIC ENGAGEMENT: RESOURCES FOR STATE AND LOCAL
AUTHORITIES

To encourage and support public engagement initiatives by state, regional, and local health authorities, the
committee developed a model process and set of tools for community conversations on CSC. The develop-
ment of these tools was guided by public and community engagement efforts already initiated in various
parts of the country, including Seattle/King County (Washington), Harris County (Texas), and Minnesota
(discussed in the ethics section of Chapter 4).! In addition, in fall 2011, the committee conducted two pilot
community conversations in Boston and Lawrence, Massachusetts, to test and refine these methods and
tools.

The final products can be found at the end of this chapter. The materials include (1) detailed agendas
for half- and full-day sessions structured around facilitated large- and small-group discussions; (2) surveys,
scenarios, slides, and other tools with which to educate participants from the general public about the need
for CSC and to explore community views on the ethical underpinnings that should be reflected in CSC
guidelines; and (3) separate guidebooks for sponsors, lead facilitators, and table facilitators/note takers to
assist them in planning and leading a CSC public engagement process.

Although these materials are comprehensive, they were designed with the expectation that state and
local jurisdictions will tailor the process and tools to their particular objectives and needs. The rest of this
chapter addresses the fundamental principles and considerations that should govern public engagement and
outlines some strategies for meeting the challenges of planning and executing successful CSC public engage-
ment processes. It should be emphasized that while the committee is confident that communities utilizing
and adapting these materials will be able to pursue public engagement productively, the strategies presented
here are not the only ways of moving such engagement processes forward. The committee encourages plan-
ners to review this chapter, as well as other public engagement efforts carried out across the country, before

deciding on the best way to move forward.

ESSENTIAL PRINCIPLES OF PUBLIC ENGAGEMENT

There is no single right way to conduct public engagement. Successful processes can take many forms
depending on the nature of the issues, available resources, and the local culture and conditions. Nevertheless,

certain basic principles are common to all public engagement processes (NIH, 2011).

! Beginning in 2008, Seattle/King County engaged 153 members of the community in four events on the topic of priorities in resource
allocation and scarce resource allocation (Seattle and King County, 2012).

In 2011, Harris County Public Health and Environmental Services held eight day-long public engagement events, convening more than
600 members of the general public, and one day-long community engagement event, convening 30 organizational representatives. The goal
was to receive input on the community’s values and how these should be incorporated in a severe pandemic requiring the allocation of scarce
resources (Shah, 2012).

The Minnesota Pandemic Ethics Project was undertaken to plan for the allocation of scarce resources. Public input on the plan was gar-
nered through a series of small- and large-group public engagement sessions. This project was among the first of its kind to develop public
engagement methods and analyze their success (Garrett et al., 2011).
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Policy Makers Genuinely Want Advice and Are Committed to Considering Public Input

Public engagement is a useful approach for obtaining public input about pending policy decisions that
require difficult choices among competing values. Although average citizens may lack the expertise to com-
ment on technical issues (e.g., the use of Sequential Organ Failure Assessment [SOFA] scores to allocate
ventilators), they are perfectly capable of deliberating on the values underlying such decisions as whether to
withhold or withdraw life-preserving care in situations of scarce resources. As noted above, policy makers
benefit from public engagement. But to reap these benefits, they should clearly define in advance the ques-
tions on which they want input. They also should be willing to commit time and effort to a process that is
more complex than the typical rule-making processes with which they are familiar and to seriously consider

the information gained through the process in their final decisions.

Participants Represent the Diversity of the Community

Both those responsible for planning for and implementing CSC and members of the general public should
be at the table to promote the exchange of ideas across different sectors and interest groups. Those planning
public engagement events should develop outreach and recruitment strategies to reach a broad cross section
of the community and to involve difficult-to-reach and at-risk populations that are typically underrepre-

sented in public discourse.

Participants Are Provided with Information and a Meaningful Opportunity to Engage in
Discussion

The goal of public engagement is to inform and discuss. Any agenda should begin with presentations or
activities designed to educate participants from the general public about the issues they will need to under-
stand to engage fully in the session. Skilled, neutral facilitators should then lead participants through user-

friendly exercises designed to prompt discussion and elicit information about predefined issues.

Deliberation Is a Goal in and of ltself

Sometimes participants will reach consensus, or the weight of opinion will be apparent. But consensus and
absolute clarity are not essential to a successful outcome, nor are they likely to emerge on issues such as CSC.
One of the values of public engagement is that it can help reveal misunderstandings, biases, and areas of deep
disagreement. Policy makers then can work to address these matters during the development of CSC plans,
as well as during the dissemination phase when interested community partners and the general public are

informed of the policies that have been adopted.

Input from the Public Engagement Sessions Receives Consideration in the Decision Making
Process

Planners should establish in advance how they will give consideration to the recommendations, conclusions,

and other information that emerge from the public engagement sessions, and should disclose these plans to
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participants at the start of each session. It should be clear that participants may not have a “vote” on final
policy since policy makers ultimately may reach different conclusions. Regardless of the outcome, the best
practice is for the sponsoring agency to communicate the final results or policy decision(s) to community
participants. Such communications should explain the basis for the decision(s) and how the public engage-
ment data were weighed. If policy conclusions differ from views expressed at the public engagement sessions,
this, too, should be communicated to participants to provide for transparency and a sense of integrity in the

input process to the extent possible.

Top-Down Support and Sufficient Resources Are Allocated to the Task

Public engagement on CSC planning is a significant undertaking. Health authorities should assess the suf-
ficiency of internal and community resources for planning community conversations on CSC and leverage
more support if necessary. They also should consider the political and other environments for public con-
versations about these important but challenging issues and establish a suitable communications strategy to

address political and other considerations.

CHALLENGES AND STRATEGIES

To conform to the above principles, sponsors of public engagement should plan to address the following

considerations at the outset.

When Is the Best Point in the Process to Conduct CSC?

Public engagement should take place somewhere midway in a jurisdiction’s development of CSC guidelines.
The development process should be mature enough that a sponsoring agency can identify the key issues to
be addressed through public engagement. That point might occur prior to the drafting of a CSC plan, for
example, while the plan is in development, or after an initial draft has been completed. Planning should not,
however, be so far along that it is unlikely that public input could have any significant impact on the final
product or that the draft CSC guidelines might be perceived as not being subject to revision. Based on local
planning considerations, entities can best decide then when public engagement should be conducted and

how the results will be used in ongoing planning efforts.

How Should Community Partners Be Engaged?

Prior to the public engagement sessions, it is important for sponsors to seek advice and support from com-
munity partners, including health care providers and community advocates representing the interests of
various constituencies that might have unique perspectives on issues related to CSC (e.g., elders, children,
people with disabilities, immigrants and refugees, geographically isolated communities). One approach is for
sponsors to convene a series of smaller meetings or roundtable discussions with representatives of each these
groups. While sponsors should consider including health care providers in broader public engagements, this

group may require special outreach given their unique responsibilities for implementing CSC, and sponsors
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should consider holding a larger session to solicit their perspectives. Collaboration with community partners
will inform the agenda for the public engagement sessions and assist in the recruitment of diverse commu-

nity participants, and could provide crucial political or other support if needed.

How Can Sponsors Achieve Diverse Community Participation?

A truly inclusive public engagement process has broad participation that reflects the diversity of the com-
munity and includes at-risk, difficult-to-reach populations that are not well represented in the political
process. Efforts should be made to incorporate ethnically and racially diverse populations as well (Drexel
University Center for Health Equality and HHS Office of Minority Health, 2008; HHS, 2011). Involving
community members in the development of CSC is important because the values of ordinary community
members—including those who may need greater levels of assistance, have special medical needs, or can
offer unique perspectives—should inform the actions of professionals and engender community trust in the
CSC guidelines that are developed and the development process.

Outreach and recruitment are among the greatest challenges sponsors will face in the public engagement
process. Whatever the methodology, community members are being asked to devote a significant amount of
their limited free time to attending a meeting on a topic that is unfamiliar and perhaps unsettling. Specific
recruitment strategies are covered in more detail in the sponsor guidebook that is part of the toolkit at the

end of this chapter. The following are major considerations that sponsors will have to weigh and resolve.

Defining Community

The first step in achieving diverse representation is to determine the demographic mix of the target com-
munity, which in turn requires defining the boundaries of that community. Those boundaries are obvious
for a statewide process, but may be less clear for local public health sponsors that may consider collaborating
with neighboring agencies. Best practice is for each session of the public engagement process to include a
mix of participants drawn from various constituencies so that participants can hear and reflect upon differ-
ent perspectives. This ideal can be difficult to achieve, however, if people are reluctant to travel or mix with
others outside of their immediate community, geographic or otherwise. Another approach is to aim for
process-wide diversity so that even if each session is not perfectly diverse, all of the key constituencies are

represented in at least some of the sessions, and overall diversity is achieved.

Offering Incentives

Recruiting sufficient numbers of participants for a CSC public engagement session may prove difficult
without the offer of a stipend (or some other type of incentive) that compensates for out-of-pocket expenses
(e.g., missed work, dependent care, and transportation) or simply provides an incentive to give up signifi-
cant free time. The offer of a stipend will likely yield higher levels of attendance, encourage participants to
remain until the end of the session, and/or introduce more socioeconomic diversity by eliminating one bar-
rier to attending a session. Although stipends now are a typical recruitment strategy for public engagement,
however, agencies could be criticized for using public funds to pay people to attend such a meeting or even
face questions about whether the results are somehow biased because of the incentives offered. An additional

concern is whether federal Public Health Emergency Preparedness (PHEP) or Hospital Preparedness Pro-
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gram (HPP) cooperative agreements may be used to cover the cost of stipends. These and other issues will

need to be considered by the sponsor’s planning group.

Including Non-English-Speaking and Difficult-to-Reach Groups

In areas with large numbers of non-English-speaking residents, sponsors should consider the most effec-
tive ways to recruit these groups. One option is to provide translation and interpreter services at sessions
conducted in English. Another is to conduct one or more session in the predominant language(s) of non-
English-speaking groups. Sponsors also should consider recruiting or even holding sessions for difficult-
to-reach groups (e.g., some immigrant and refugee populations) where they live. Although these strategies

impose additional costs, they are the best way to ensure that the voices of such populations are heard.

Including People with Disabilities or Other Functional Needs

Including people with disabilities in the discussion is especially important given that many of these individu-
als are likely to face greater-than-average barriers to accessing care during a catastrophic disaster. Planners
should make accessibility a priority and plan to accommodate various needs to the extent possible. People

with disabilities should be recruited not only as participants but also as facilitators and note takers.

What Is the Appropriate Length of a Public Engagement Session?

Depending on the goals for the session, the resources available, and other logistical considerations, the spon-
sor should decide on the appropriate length of a community conversation. Both the half-day and full-day
versions of the Massachusetts test sessions yielded valuable information and were well received by partici-
pants; as expected, the longer session afforded greater opportunity for in-depth discussion of a wider range of
issues and for participants’ thoughts to evolve. CSC will be a complex and novel topic for most, so sufficient
time should be allotted for participants to absorb and digest the background information and to develop and
express their ideas on the issues as fully as possible. Adequate time also will minimize the risk that partici-
pants will be left with the impression that the sponsor did not give them the chance to be heard or to receive
answers to their questions.

The materials in the toolkit at the end of this chapter include a 5-hour agenda with suggestions for
lengthening or shortening the time consistent with the sponsoring agency’s purposes and resources. It will
not be possible to cover every issue related to CSC in a single session regardless of its duration. The main
goal is to derive outputs that are actionable. Sponsors will have to decide what information is most needed
and estimate how long the session must be to yield it. Sponsors also should anticipate and allow time to

answer participants’ questions about local public health and emergency preparedness issues.

Will Participants Understand the Program Materials?

One of the greatest challenges of public engagement is the presentation of information about issues as
complex and easily misunderstood as CSC in a format that is accessible to a general public audience. The
language should be clear and simple without sacrificing accuracy or key ideas. Many words that are central
to CSC, such as “allocation,

» «

scarce,” and “resources,” will not resonate with the full range of people who

should be included in a public engagement process. One strategy for overcoming literacy barriers is for
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facilitators to read survey questions and scenarios aloud even if participants have received written materials.
Another strategy is to minimize the need for participants to write responses to questions.

The pre- and post-survey instrument in the toolkit at the end of this chapter (see the sponsor guide-
book) was designed not only to collect data on participants’ opinions but also to jump start participants’
understanding of the issues for discussion. The introductory slides provide additional background and rein-
forcement. If simultaneous sessions are being held and/or there is a desire to provide consistent introduc-
tory information to participants regardless of which session they attend, videotaping of the introductory
presentation may be considered. Participants will come with different levels of knowledge and understanding
and will learn in different ways. Offering the information through varied vehicles and formats increases the
chance that, one way or another, everyone will absorb the information needed to be an active participant.
Sponsors are encouraged to review and consider various strategies for engaging participants before deciding
which strategies they will use.

What Skills and Background Do Facilitators Need?

Sponsors should make it a high priority to identify and recruit lead facilitators and table (small-group) facili-
tators with the experience and facilitation skills necessary to ensure the success of the conversation. Lead
facilitators should be knowledgeable about CSC and the jurisdiction’s CSC planning efforts and have a deep
understanding of the public engagement process and program materials. The most effective lead facilitators
are excellent communicators who enjoy connecting with the general public and are able to explain complex
issues in terms that are accessible to lay audiences of varying literacy and education levels. It is preferable,
but certainly not necessary, for the lead facilitator to have a clinical background because he or she may then
be more prepared to answer questions that might be raised about medical care in a disaster, and because the
public tends to trust clinicians on matters related to health care. Regardless, the key requirement for the lead
facilitator is the ability to put participants at ease and make them comfortable with discussing difficult and
challenging topics.

The most effective table (small-group) facilitators will be drawn from the local community (with an eye
toward the ethnic and other characteristics of the participants) and will be highly skilled at leading small-
group discussions. They need not have prior subject matter expertise, but should commit to familiarizing
themselves with the guidebook for table facilitators and note takers in the toolkit and attending a training

session conducted by the sponsor or the lead facilitator prior to the public engagement session.

How Will Data Be Collected and Analyzed?

A highly effective and engaging option to collect survey responses during public engagement is to use one
of the audience response systems (ARS) now on the market. With ARS, participants use “clicker” devices to
respond to questions and statements presented on slides. Data are automatically recorded for later analysis,
eliminating the need for manual data entry. Another benefit of ARS is that facilitators can immediately

display aggregated responses that reveal such information as how the group “voted” on a particular ques-
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tion and whether changes of opinion occurred between the beginning and end of the session.? Participants
and facilitators thereby gain additional knowledge about the views in the room, which in turn enriches the
subsequent discussion. In the Massachusetts test sessions, one of which used ARS and the other of which
relied on paper surveys, it was evident that the participants who used ARS liked using the clicker technol-
ogy. Facilitators and observers also noted that the ARS session appeared to be more interactive and that the
instant display of the range of opinions in the room had a significant impact on the depth of the discussion.
Sponsors will need to consider cost and other factors before deciding whether to use such technologies in
their engagement efforts.

Qualitative data are at least as important as quantitative data. Yet they can be more difficult to capture
because skilled listeners should extract and synthesize key ideas from free-flowing conversations. The listen-
ing, analytical, and writing skills of note takers are critical because they will determine the usefulness of the
information recorded during scenario discussions and report-outs. Note taking is thus an important role,
and sponsors should recruit an appropriate number of note takers who are up to the task. Alternative strate-
gies include digitally recording large- and small-group discussions. Although recording technology is now
inexpensive, however, the cost of transcription or the time spent by staff listening to recordings after the

sessions may be prohibitive.

How Can Sponsors Manage the Message?

Sponsors should establish an effective communications strategy to manage the message in a challenging
environment before they initiate recruitment activities. Such a strategy should include talking points aimed
at explaining CSC to various target audiences, including the general public. It also should include develop-
ment of a list of spokespersons comprising opinion leaders and community partners who have been trained
to speak about the purposes of CSC and who are willing to be called upon to discuss the issues with com-
munity organizations, the press, or others should the need arise. As above, it is also helpful to have agency
leadership or staff members attend some or all of the sessions to engender trust among participants, as well

as to be able ultimately to speak for the utility of holding such community conversations.

Is It “Research” or “Deliberative Democracy”?

The sessions conducted in Massachusetts were simulations intended to test the process and tools for com-
munity conversations on CSC, and consequently required Institutional Review Board approval as human
subjects research. Actual community conversations conducted by health authorities may be considered part
of deliberative democracy, analogous to soliciting public comment on proposed regulations, guidelines, or
other policies, not research. However, health authorities should seek confirmation concerning this aspect of

their public engagement process.

2 However, it should be noted that data collected are only representative of individuals in the room, and similar to the limitations of any
public engagement exercise, may not necessary reflect the majority or consensus view for the entire community.
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TOOLKIT DESCRIPTION

The following materials form the committee’s public engagement toolkit: a sponsor guidebook, a lead facili-
tator guidebook, a guidebook for table facilitators and note takers, and a set of introductory slides. The
toolkit is meant to provide a framework that can assist local and state agencies, especially public health agen-
cies, in engaging the general public in their community on the values that underlie the allocation of scarce
resources in response to a catastrophic disaster. Individual groups are encouraged to modify the materials to
incorporate pertinent local details. Each guidebook is meant to identify issues relevant to a specific group
responsible for funding, planning, and executing a public engagement event. The introductory slides are
meant to be a part of the planning materials, but are provided separately for ease of editing as local groups

may deem necessary.

Sponsor Guidebook

This guidebook is designed for use by state, regional, and local sponsoring public health agencies (“spon-
sors”) in organizing and convening community conversations on CSC. It identifies principles and strategies
to assist with the planning process, while the two facilitator guidebooks (described below) provide detailed

agendas, tools, and scripts for use during the sessions.

Lead Facilitator Guidebook

The lead facilitator of an event is responsible for introducing participants to the subject matter, moving the
larger group discussions through and between activities, and highlighting themes elicited in small-group
discussion. The lead facilitator guidebook provides the information and tools needed to lead productive

discussion about the allocation of scarce medical resources during a disaster. It includes

e  background information on CSC,

e the purpose and goals of the community conversation,

e an annotated agenda of the day’s activities,

o talking points and specific guidance on how to use the various program materials,
* copies of surveys, scenarios, and discussion questions, and

e general advice on facilitation.

The guidebook also familiarizes the lead facilitator with the context of CSC, the ethical questions to be
addressed, and the design and goals of the public engagement program.

Guidebook for Table Facilitators and Note Takers

A table facilitator leads small-group discussions and engages participants in scenario activities. Therefore,
this guide has many of the same elements as the lead facilitator guidebook, but provides scripts and rhetorical

devices for leading small-group discussion. It also offers guidance for those taking notes on the proceedings.
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Included as well is context for the ethical questions associated with CSC and the design and goals of the

program.

Introductory Slides

The public engagement sessions provide an opportunity to communicate the concept of CSC and back-
ground on previous preparedness work to participants. The PowerPoint slides included in the toolkit are an
example framework for imparting this information, but sponsors should adapt them to relevant examples

based on the diversity of and ability to connect with the expected participants.

CONCLUSION

The Massachusetts test sites, as well as various other public engagement initiatives across the country for
CSCleritical resource allocation, confirm that diverse community participants are willing and able to engage
in productive deliberations about CSC, and that the provision of information and a forum for discussion can
help shape and elicit public opinion in ways that can be useful to policy makers in developing CSC guide-
lines. The methods and tools for community conversations offered in this report are a starting point for use
by state, local, and regional health authorities in planning their own successful public engagement processes.
When they are used together with information and practices gleaned from other communities across the
nation that have conducted public engagement sessions to date, it is anticipated that the challenging task of

incorporating community values into CSC planning will more easily be accomplished.
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What Are Community Conversations on Crisis Standards of Care?

Crisis standards of care should reflect the ethical values and priorities of the community about the
use of scarce medical resources during a catastrophic disaster or pandemic. Meaningful community
engagement—before a disaster strikes—is therefore
essential to the successful development, dissemina-
tion, and implementation of crisis standards of care CRISIS STANDARDS OF CARE
guidelines.

Community conversations on crisis standards of
care offer opportunities for members of the public to
talk with planning agencies and each other about how
to deliver health care under circumstances when re-
sources are insufficient to provide care as usual to all THE BEST POSSIBLE MEDICAL CARE
who need it. Community conversations on crisis
standards of care are designed to

Guidelines developed before disaster strikes
to help health care providers decide how to
provide...

..when there are not enough resources to
give all patients the level of care they would
receive under normal circumstances

e inform members of the public about crisis
standards of care and why they are
necessary;

e ensure broad participation and ensure that
vulnerable, hard-to-reach populations are represented;

e increase awareness and understanding about the development of a crisis standards of care
plan or an existing draft plan; and

e gather input on the ethical considerations and priorities that should be the basis of a crisis
standards of care plan or that are included in a draft crisis standards of care plan under
review.

The Purpose of This Guide

This guide, and the accompanying lead facilitator and table facilitator/note taker guides, are de-
signed to be used by state, regional, and local sponsoring public health agencies (“sponsors”) to organize
and convene community conversations on crisis standards of care. The sponsor guide identifies princi-
ples and strategies to assist with the planning process, while the two facilitator guides include detailed
agendas, tools, and scripts for use during the sessions.

Principles of Public Engagement on Crisis Standards of Care

There is no single “right” way to conduct a community conversation on crisis standards of care. Suc-
cessful processes can take many shapes and forms depending on the nature of the issues, available re-
sources, and local customs. Nevertheless, certain basic principles should be observed.

Sponsors genuinely want advice and are committed to considering public input

Public engagement is a useful approach for obtaining public input about policy decisions that re-
quire hard choices between competing values. Although average citizens may lack expertise to weigh in
on technical issues, they are perfectly capable of deliberating on the underlying values related to deci-
sions such as whether to withhold or withdraw life-preserving care in situations of scarcity. To reap the
benefits of a community conversation, sponsors must clearly define in advance the questions on which
input is needed. Sponsors also must be willing to commit time and effort to a process that is more com-
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plex than typical rule-making processes and to seriously consider the information that comes out of the
process when making final decisions.

Participants represent the diversity of the community

Both community stakeholders and members of the general public should be at the table to promote
an exchange of ideas across different sectors and interest groups. Sponsors should develop outreach
and recruitment strategies to reach a broad cross-section of the community and to target hard-to-reach
and at-risk populations that are typically underrepresented in public discourse.

Participants are provided with information and a meaningful opportunity to engage in
discussion

The main goals of community conversations are to inform and discuss. Any agenda should lead off
with presentations or activities designed to educate general public participants about the issues they
will need to understand in order to fully engage in the session. Skilled, neutral facilitators should then
lead participants through user-friendly exercises designed to prompt discussion and elicit information
about predefined issues.

Deliberation is a goal in and of itself

Sometimes participants will reach consensus or the weight of opinion will be apparent. But consen-
sus and absolute clarity are not essential to a successful outcome. Nor are they likely to emerge on is-
sues such as crisis standards of care. One of the values of public engagement is that it can help reveal
misunderstandings, biases, and areas of deep disagreement so that sponsors can work to address these
during the dissemination phase, when community stakeholders and the general public are informed of
the policies that have been adopted.

Input from the public engagement sessions receives consideration in the decision-making
process

Sponsors should establish in advance how they will give consideration to the recommendations,
conclusions, and other information that come out of the community conversation, and should disclose
these plans to participants at the start of each session. It should be clear that citizen participants will not
have a “vote” on final policy and that sponsors ultimately may reach different conclusions. Regardless of
the outcome, best practice is for the sponsor to communicate the final results or policy decision to
community participants. Such communications should explain the basis for the decision and how the
data were weighed.

Top-down support and sufficient resources are allocated to the task

Community conversations on crisis standards of care are a significant undertaking. Sponsors should
assess the sufficiency of internal and community resources for planning a community conversation, and
leverage more support if necessary. Sponsors also should consider the political environment for public
conversations about these important but challenging issues and put into place a suitable communica-
tions strategy.
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The major costs associated with a community conversation are

e venue rental and audiovisual equipment;

e catering;

e web pages and registration modules;

e Audience Response System rentals or data entry and analysis;
e printing of materials and signs;

e host fees;

e |ead facilitator and subject matter expert fees;

e table facilitator and note taker fees;

e participant stipends;

e accommodations for people with disabilities; and
e media coordinator fees.

Community Conversations: Challenges and Strategies

As sponsor, you should address the following considerations early in your planning.
When is the best point in the process to conduct crisis standards of care?

Public engagement should take place somewhere in the middle of a jurisdiction’s development of
crisis standards of care guidelines. The development process must be far enough along for your agency
to be able to identify the key issues to be addressed through public engagement. That point might occur
prior to the drafting of a crisis standards of care plan, while the plan is in development, or after an initial
draft has been completed. Planning should not, however, be so far along that it is unlikely that public
input could have any significant impact on the final result—or that the perception might be created that
draft crisis standards of care guidelines are a “done deal.”

How and when should community stakeholders be engaged?

Prior to the community conversations, it is important to seek advice and support from community
stakeholders, including health care providers and community advocates who represent the interests of
various constituencies that might have unique perspectives on issues related to crisis standards of care
(e.g., elders, children, people with disabilities, immigrants and refugees, geographically isolated com-
munities). One approach is to convene a series of smaller meetings or roundtable discussions with rep-
resentatives of each of these groups. Health care providers will require special outreach given their
unique responsibilities for carrying out crisis standards of care, and you should consider holding a larger
session to solicit their particular perspectives. Collaboration with community stakeholders will inform
the agenda, assist recruitment of diverse community participants, and provide crucial political support if
needed.

How can diverse community participation be achieved?

A truly inclusive public engagement process has broad participation that reflects the diversity of the
community and ensures that at-risk, hard-to-reach populations who are not well represented in the po-
litical process are included. Involving community members in the development of crisis standards of
care is important because the values of ordinary citizens—including those who may need greater levels
of assistance, have special medical needs, or offer unique perspectives—should inform the actions of
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professionals and engender community trust in the process and the standards. As noted above, stake-
holders are part of the community and their place at the table ensures that all perspectives are heard.

Outreach and recruitment are among the biggest challenges. Whatever the methodology, communi-
ty members are being asked to devote a significant amount of their limited free time to attend a meet-
ing about a topic that is foreign and perhaps unsettling. Specific recruitment strategies are covered in
more detail below. Major considerations are as follows.

Defining community

The first step to achieving diverse representation is to determine the demographic mix of the target
community, which, in turn, requires defining the boundaries of that community. Those boundaries are
obvious for a statewide process, but might be less so for local public health agencies that are collaborat-
ing with neighboring agencies. Best practice is for each session of the public engagement process to in-
clude a mix of participants drawn from various constituencies so that participants can hear and reflect
on different perspectives. That ideal can be hard to achieve, however, if people are reluctant to travel or
mix outside of their immediate communities, geographic or otherwise. The second-best approach is to
aim for process-wide diversity so that even if each session is not perfectly diverse, all of the key constit-
uencies are represented in at least some of the sessions.

Stipends

Recruiting sufficient numbers of participants to attend a crisis standards of care public engagement
session may prove difficult without the offer of a stipend that provides compensation for out-of-pocket
expenses (e.g., missed work, dependent care, and transportation) or simply provides an incentive to give
up significant free time. Offering stipends will likely yield higher levels of attendance, encourage partici-
pants to remain until the end of the session, and introduce more socioeconomic diversity by eliminating
one barrier to attending a session. Keep in mind that although stipends are now a typical recruitment
strategy in public engagement, sponsors could face criticism for using public funds to pay people to at-
tend meetings. An additional concern is whether your source of funding (e.g., federal cooperative
agreements, the Public Health and Emergency Preparedness and the Hospital Preparedness Program)
may be used to cover the cost of stipends.

Non-English-speaking populations and hard-to-reach groups

If your area includes large numbers of non—-English-speaking residents, you should consider the most
effective ways to recruit these communities. One option is to provide translation and interpreter ser-
vices at sessions conducted in English. Another is to conduct one or more sessions in the predominant
language(s).

You also should consider going out to meet certain hard-to-reach groups (e.g., some immigrant and
refugee populations) “where they live.” Although these strategies impose additional costs, they are
sometimes the only way to ensure that the voices of such populations are heard.

People with disabilities

Including people with disabilities in the discussion is an especially important goal given that many of
these individuals are likely to face higher-than-average barriers to accessing care in a disaster. You
should prioritize accessibility and plan to accommodate various needs to the extent possible. People
with disabilities should be recruited not only as participants, but as facilitators and note takers.

Certain groups will not be able to participate in community conversations directly (e.g., people with
severe developmental disabilities, children). Invite advocates or service providers for these constituen-
cies to represent their interests at the table.
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What is the appropriate length of a crisis standards of care public engagement session?

Depending on your goals for the conversation, available resources, and other logistical considera-
tions, you must decide on the appropriate length of the community conversation. A longer session will
afford greater opportunity for in-depth discussion of a wider range of issues and for participants’
thoughts to evolve. Crisis standards of care will be a complex and novel topic for most, so sufficient time
should be allotted for participants to absorb and digest the background information and to develop and
express their ideas on the issues as fully as possible. Adequate time also will minimize the risk that par-
ticipants will be left with the impression that the sponsor did not give them the chance to be heard or to
receive answers to their questions.

The accompanying facilitator guides include a 5-hour agenda with suggestions for lengthening or
shortening the time consistent with local purposes and resources. It will not be possible to cover every
issue raised by crisis standards of care in a single session, no matter how long the duration. The main
goal is to end up with outputs that are actionable. You will have to decide what information is most
needed in your jurisdiction and estimate how long a deliberation is necessary to obtain it. You also
should anticipate and build in time to answer participant questions about local public health and emer-
gency preparedness issues.

Will participants understand the program materials?

One of the greatest challenges of public engagement is the presentation of information about issues
as complex and easily misunderstood as crisis standards of care in a format that is accessible to general
public audiences. The language must be clear and simple without sacrificing accuracy or key ideas.
Words that are central to crisis standards of care, such as “allocation,” “scarce,” and “resources,” will
not resonate with the full range of people who should be included in a public engagement process. One
strategy for overcoming literacy barriers is for facilitators to read survey questions and scenarios aloud
even if participants have been provided written materials. Another strategy is to minimize the need for
participants to write responses to questions.

The pre- and postsurvey instrument included with this guide was designed not only to collect opin-
ion data, but to jump-start participants’ understanding of the issues for discussion. The introductory
slides provide additional background and reinforcement. Participants will come with different levels of
knowledge and understanding and will learn in different ways. Offering the information through varied
vehicles and formats increases the chance that, one way or another, everyone will absorb the infor-
mation they need to be active participants.

What skills and background do facilitators and note takers need?

You should identify and recruit lead facilitators and table (small-group) facilitators who have the ex
perience and facilitation skills necessary to ensure the success of the conversation. Lead facilitators
should be knowledgeable about crisis standards of care and the jurisdiction’s crisis standards of care
planning efforts, and must develop a deep understanding of the public engagement process and pro-
gram materials. The most effective lead facilitators are excellent communicators who enjoy connecting
with the general public and are able to explain complex issues in terms that are accessible to lay audi-
ences of varying literacy and education levels. It is preferable, but certainly not necessary, for the lead
facilitator to have a clinical background, because he or she might be more prepared to answer questions
participants might raise about medical care in disasters, and because the public tends to trust clinicians
on matters related to health care.

The most effective table (small-group) facilitators will be drawn from the local community and will
be highly skilled at leading small-group discussions and able to remain neutral on the issues. They need
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not have prior subject matter expertise, but must commit to familiarizing themselves with the accompa-
nying table facilitator guide and attending a training session prior to the public engagement session.

How will data be collected and analyzed?

A highly effective and engaging way to collect survey response data during public engagement is to
use one of the Audience Response Systems (ARSs) now on the market. With an ARS, participants use
“clicker” devices to respond to questions and statements presented on slides. Data are automatically
recorded for later analysis, eliminating the time and cost of manual data entry. Another benefit of an
ARS is that facilitators can immediately display aggregated responses that reveal information such as
how the group “voted” on a particular question and if changes of opinion occurred between the begin-
ning and end of the session. Participants and facilitators gain additional knowledge about the views in
the room, which in turn enriches the subsequent discussion.

Qualitative data are at least as important as quantitative data in public engagement. They can be
more difficult to capture, however, because skilled listeners must extract and synthesize key ideas from
free-flowing conversations. The listening, analytical, and writing skills of the note takers are critical be-
cause they will determine the usefulness of the information recorded during scenario discussions and
report-outs. Note taking is thus an important role, and you should recruit note takers who are up to the
task. Alternative strategies include digitally recording large- and small-group discussions. Although re-
cording technology is now inexpensive, the cost of transcription or the time spent by staff listening to
recordings after the sessions might be prohibitive.

How can sponsors manage the message?

You should put in place an effective communications strategy to manage the message in a challeng-
ing environment before initiating recruitment activities. Such a strategy should include a plan for earned
and paid media to generate awareness and interest in crisis standards of care and the community con-
versations. It also should include talking points aimed at explaining crisis standards of care to various
target audiences, including the general public. Finally, it should include development of a list of spokes-
persons made up of opinion leaders and community partners who have been trained to speak about the
purposes of crisis standards of care and who are willing to be called on to discuss the issues with stake-
holders, the press, or others, should the need arise.

Consider in advance how to manage media representatives who attend the community conversation
by invitation or on their own initiative. Press should observe but not participate in the discussions, and
should agree not to quote individual participants. Make sure that participants know they will not be
identified in any media coverage to avoid a chilling effect on the discussion.

Is it “research” or “deliberative democracy”?

You should consider whether the particular community conversation that you have planned requires
institutional review board (IRB) approval as human subject research. Community conversations on crisis
standards of care might be considered research, or they might be viewed as a process analogous to pub-
lic comment on proposed regulations. In any case, you should seek confirmation concerning the status
of your particular process.

Planning a Community Conversation

As noted above, sponsors should consider collaborating with other area organizations that are in-
volved in emergency preparedness or that can support the development or implementation of crisis
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standards of care guidelines. To help manage logistics and participant recruitment, most sponsors will
benefit from identifying partners with event planning experience and strong ties to diverse parts of the
community. Although sponsors should, as needed, seek general advice and support with event man-
agement and community outreach, the following guidance is specific to planning a community conversa-
tion on crisis standards of care.

Definitions of key roles

Host: An organization or individual chosen by the sponsor to manage logistics and recruitment of facili-
tators, note takers, and participants. Hosts should have strong community networks and experience
with event planning and recruitment of diverse participants. The role of a host varies according to the
needs of the sponsor. A sponsor with sufficient staff resources might be able to act as its own host.

Lead facilitator: A person skilled in large-group facilitation who has a solid foundation—if not
expertise—in crisis standards of care or public health. The lead facilitator introduces the program agen-
da and tasks, facilitates large-group report-outs, and closes the event. Behind the scenes, the lead facili-
tator might work with the sponsor to develop the agenda. The lead facilitator also participates in or
leads the training of table facilitators and note takers prior to the community conversation.

Subject matter expert: An individual who can present an overview of crisis standards of care to partici-
pants and be available to answer substantive questions that arise during the community conversation.
The lead facilitator and subject matter expert roles can be combined, assuming that the individual pos-
sesses both sets of skills and content knowledge.

Table facilitators: Individuals who are skilled at small-group facilitation and who, through training, have
acquired a good understanding of crisis standards of care. Table facilitators lead small-group activities
during the community conversation.

Note takers: Individuals who are paired with table facilitators to document and synthesize participant
comments at the small table discussions and during the report-back sessions. Note takers receive the
same presession training as table facilitators to gain an understanding of crisis standards of care.

Participant recruitment and demographic targets

Consider who needs to be in the room, and in what proportion, to make the results of the communi-
ty conversation credible:

e Review the demographics in the location where the community conversation will be held. An
excellent source of data is the U.S. Census Bureau’s State & County QuickFacts website at
http://quickfacts.census.gov.

e Set registration targets for each demographic category that you want represented. Demographic
categories include age, sex, education, household income, race/ethnicity, minority language
groups, and people with disabilities.

e Design participant preregistration materials to track recruitment goals.

e Conduct targeted outreach to particular groups through local civic, service, and advocacy organ-
izations that serve those constituencies.

e Once you reach your preregistration target for a particular demographic group, waitlist (and no-
tify) additional registrants in that category and focus further recruitment efforts on the
underrepresented groups.
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e Preregister 25-33 percent more people than you want to attend, the typical no-show rate for
free public events such as these.

Reducing barriers to participation

To participate, some people will need additional services above and beyond wheelchair accessibility.
Because the goal is to engage every sector in the community conversation, consider offering the follow-
ing accommodations:

e large print or Braille

e ASL (American Sign Language) or CART (Communication Access Realtime Translation)
services

e Language translation/interpretation if there are significant non—English-speaking popula-
tions in the region

e Child care

Alert potential participants as to which of these services will be available by listing them on the preregis-
tration form and other recruitment materials.

Stipends

Stipends often take the form of cash or gift cards. The size of the stipend depends on the length of
the session and local practice. A typical stipend in 2012 is around $50 for a half-day session and $100 for
a full-day session, although amounts vary. In any case, the stipend should cover reasonable out-of-
pocket expenses that participants might incur in order to attend the community conversation (e.g.,
transportation, dependent care) and provide them with some nominal compensation for their time. The
terms of any stipend should be made clear to participants in the recruitment and preregistration mate-
rials and again at the onsite registration to avoid any confusion or disappointment. Stipends cover time
and expenses, and should not be conditioned on the level or quality of a person’s contributions at the
session. In most jurisdictions, it is acceptable to condition receipt of a stipend on arriving at the commu-
nity conversation on time and staying through the duration. Some jurisdictions (and IRBs, if applicable)
have different rules related to stipends that should be confirmed prior to any offer of compensation.

Venue and set-up

The venue for the community conversation should be reachable by public transportation, have ade-
quate parking, and be fully accessible to people with disabilities. Meeting rooms at a local library or
community center are good choices. Other options include hotel and academic conference facilities,
although these venues might feel less inviting to some community members.

The accompanying community conversations agenda and tools were designed for multiple groups of
8 participants, with a table facilitator and note taker seated at small tables (up to 100 participants in the
room). All of the activities take place in the same large room; breakout space is not necessary.

If possible, preassign participants to tables to separate family members and friends and to promote
diversity within the small groups. Alternatively, randomly assign participants to tables during onsite
registration.
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Trainings for table facilitators and note takers

Table facilitators and note takers should receive and review the accompanying guidebook at least 1
week prior to the session. A group training of approximately 2 hours in length should be conducted by
the host, lead facilitator, and/or subject matter expert. Ideally, this training should take place in the days
immediately prior to the session so that table facilitators and note takers have sufficient time to digest
and rehearse the materials on their own. If it is too impractical to convene everyone on an earlier date,
the training can be conducted on the same day as the event.

Participant handbook

Consider creating and distributing a short handbook for participants to take home from the commu-
nity conversation. The handout could include (1) a brief description of crisis standards of care; (2) infor-
mation about the status of crisis standards of care planning efforts in your jurisdiction; (3) an explana-
tion of how the information from the community conversations will be used in policy making; and (4)
contact information for the sponsor.

Additional Crisis Standards of Care Public Engagement Resources

ASTHO (Association of Territorial Health Officials). 2010. Effective public engagement: A planning guide.
Arlington, VA: ASTHO.

Garrett, J. E., D. E. Vawter, K. G. Gervais, A. W. Prehn, D. A. DeBruin, F. Livingston, A. M. Morley, L.
Liaschenko, and R. Lynfield. 2011. The Minnesota Pandemic Ethics Project: Sequenced, robust public
engagement processes. Journal of Participatory Medicine 3. http://www.jopm.org/evidence/
research/2011/01/19/the-minnesota-pandemic-ethics-project-sequenced-robust-public-
engagement-processes/ (accessed January 18, 2012).

NACCHO (National Association of County and City Health Officials). 2012. Public engagement lessons
learned. Washington, DC: NACCHO. http://www.naccho.org/topics/HPDP/immunization/public-
engagement.cfm (accessed January 18, 2012).

Seattle & King County. 2012. Public engagement report. Seattle, WA: Seattle & King County.
http://vulnerablepopulationstoolkit.com/knowing/public_engagement (accessed January 18, 2012).

Shah, U. 2012. Summary of HCPHES pandemic influenza public and partner engagement projects. Harris
County, TX: Harris County Public Health & Environmental Services.

University of Nebraska Public Policy Center. 2011. Evaluation of influenza pandemic-focused public
engagement for Harris County Public Health Services. Lincoln, NE: University of Nebraska Public Poli-
cy Center. http://ppc.unl.edu/userfiles/file/Documents/projects/Harris_County_Public_
Engagement_Evaluation.pdf (accessed January 18, 2012).
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This Guide

Thank you for serving as the lead facilitator for this community conversation on crisis standards of
care. This guide will provide you with the information and tools you will need to lead a discussion about
the allocation of scarce medical resources during extreme disasters and pandemics. It includes

e background information on crisis standards of care;

e the purpose and goals of this community conversation;

e anannotated agenda of the day’s activities;

e talking points and specific guidance on how to use the various program materials;
e copies of the surveys, scenarios, and discussion questions; and

e general advice on facilitation.

Meaningful public engagement on this complex topic starts with community conversations like the
one you are about to facilitate. This session is designed to engage citizens of diverse backgrounds in dis-
cussing the difficult decisions about who should receive health care in a disaster or pandemic when med-
ical resources are insufficient to provide a normal level of care to everyone in need.

This guide will familiarize you with the context of crisis standards of care, the ethical questions to be
addressed, and the design and goals of the program you will facilitate. Thank you again for your willing-
ness to contribute in this important way.

What are “crisis standards of care” and why do we need them?

States, counties, tribes, and territories across the

United States have been preparing for disaster situa- CRISIS STANDARDS OF CARE

tions, whether naturally occurring or manmade. If a

disaster or pandemic were to strike, temporarily over- Guidelines developed before disaster strikes
whelming our ability to provide health care as usual to to help health care providers decide how to

everyone in need, how should scarce medical resources administer...
be allocated? How could the delivery of care be altered

to maximize lives saved? How can this all be coordinat- THE BEST POSSIBLE MEDICAL CARE
ed to ensure the most fair, ethical, and nondiscrimina-

tory use of resources? Recent events at home and ..when there are not enough resources to
abroad—from Hurricane Katrina to the HIN1 pandemic give all patients the level of care they would
to the Haiti earthquake—show the importance of ad- receive under normal circumstances.

dressing these concerns in advance. One part of this
disaster planning is the development of crisis standards
of care—ethical and clinical protocols and frameworks
for delivering health care when medical resources are insufficient to provide care as usual.

One of the main goals of crisis standards of care is to save more lives than would be saved by busi-
ness as usual. Crisis standards of care help conserve and stretch medical resources so they can help as
many patients as possible in order to

e give critical resources to those who need them and/or will benefit the most;

e prevent hoarding and overuse of scarce resources;

e protect at-risk groups against discrimination in access to care; and

e ensure patients and their families trust that they will receive fair access to the best possible care
under the circumstances.
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How would crisis standards of care work?

Crisis standards of care guidelines

e promote best possible medical practice under the circumstances;

e allow reasonable health care provider discretion;

e adapt to the ever-changing circumstances of disasters; and

e empbhasize early conservation, adaptation, and substitution of medical resources to avoid having
to resort to more extreme measures.

Crisis standards of care guidelines stay in effect only until it is possible to return to normal care. The
measures taken are only those needed to cope with the degree of lack of resources (so that the re-
strictions are proportional, or balanced to the demand).

Without a plan and good communication, different providers and hospitals may be functioning with
different levels of resources and make very different decisions. This could lead to inconsistent levels of
care in the community from hospital to hospital, which would be not only confusing, but unfair. Crisis
standards of care require that medical providers, facilities, public health agencies, and public safety agen-
cies have a plan to work together to do the most they can with the resources available.

When might crisis standards of care be needed? Examples

Two recent disasters offer examples of when crisis standards of care might be needed, as described
in the following boxes.

Example 1: Hurricane Katrina—Hospital Overload

The week after Hurricane Katrina, 1,749 patients and 7,600 others sought shelter at 11
area hospitals. Hospitals required employees to work longer and longer shifts under increas-
ingly desperate conditions. There was little or no power, backup generators were failing, and
temperatures above 100 degrees destroyed drugs and equipment. Eyewitness accounts
included

e doctors making rounds by flashlight;
e hospital staff unable to electronically control even basic equipment; and
e no food, clean water, or plumbing.

These conditions lasted for days. Individual doctors and nurses were left to decide how to use
their limited resources. In the following months, ethical and legal inquiries were made about
their decisions and actions because many decisions were made as individuals, and not as part
of a crisis response plan.
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Example 2: Flu Pandemic (H1N1)—Vaccine Shortage

In the early months of the HIN1 flu pandemic in 2009, officials at the Centers for Disease
Control and Prevention (CDC) realized that not enough vaccine could be made fast enough to
cover the whole population right away. The CDC identified the following groups to get vaccine
first:

e pregnant women;

e household contacts and caregivers for children under age 6;

e health care and emergency medical services personnel;

e all people ages 6 months through 24 years; and

e people ages 25 through 64 years who had health conditions that put them at higher
risk of medical complications from the flu.

These groups were considered highest priority because they were most likely to get the flu
and/or suffer the most severe complications.

Why are community conversations on crisis standards of care necessary?

Involving community members in the development of crisis standards of care is important because
the values of ordinary citizens should inform the actions of professionals, especially when there are no
reliable ways to predict survival that help providers make decisions. Meaningful community engagement
is critical for successful development, dissemination, and implementation of crisis standards of care.
Community conversations take place before a disaster strikes for the purpose of enabling participants to
understand each other’s perspectives while tackling complex issues associated with allocating scarce
medical resources.

What are the goals of a community conversation?

Community conversations on crisis standards of care are designed to

e inform members of the public about the concept of crisis standards of care and why they are
necessary;

e ensure broad participation and ensure that vulnerable, hard-to-reach populations are
represented;

e increase awareness and understanding about the development of a crisis standards of care
plan or an existing draft plan; and

e gatherinput on the ethical considerations and priorities that should be the basis of a crisis
standards of care plan or that are included in a draft crisis standards of care plan under
review.

What is the public’s role in developing crisis standards of care?

The voices of community members are important to the development of crisis standards of care. This
is because crisis standards of care must reflect the community’s ethical values and priorities about the
use of scarce medical resources during disasters.
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At this community conversation, participants will have a chance to share their opinions and
concerns—not just hear from the “experts.” All participants will be encouraged to consider what princi-
ples should guide crisis standards of care, and to hear what others think.

How is the information from community conversations used?

Crisis standards of care raise challenging issues over which reasonable people will disagree. Commu-
nity conversations help public health officials understand what values are important to individuals and to
the entire group, and on what issues people differ.

The goal is not to reach consensus or agreement, or to take a vote. Instead, the opinions and con-
cerns raised in this discussion will ensure that any final crisis standards of care guidelines accurately re-
flect, as much as possible, the views of the community about what is as fair and ethical as possible.

Lead Facilitator Guiding Principles

Facilitation is a way of providing leadership without taking over control. A facilitator’s job is to get
others to assume responsibility and to take the lead.

1. Preparation is key!
o Prior to the session it is crucial that you thoroughly familiarize yourself with the
agenda and program materials.
o Do amental “dress rehearsal” to become more comfortable with the content and the
flow and to identify any parts for which you need to seek clarification from the
sponsor.

2. Facilitator responsibilities:

o You are in charge of managing the entire agenda.

o Enforce the ground rules:
e Participate actively
e [jsten with respect—only one person talks at a time
e Keep an open mind
e  What is shared in the room stays in the room
e Silence cell phones

o Facilitators set the tone and make it an engaging, inclusive event for everyone:
e Explain or repeat questions if necessary
e Keep the discussion on topic
e Explore disagreements, but defuse unproductive arguments
e Encourage the “quieter” members to participate at a level that is

comfortable

e Manage individuals who are dominating the discussion
e Thank participants for their contributions

3. You are neutral for purposes of the discussions and should not offer opinions regarding the
substance of the issues.

4. Do not expect or push for consensus. It is more important to elicit and understand the wide
range of opinions on these issues.
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5. Keep track of time or ask someone else to serve as your timekeeper. Remind people when
the current conversation will end and intermittently let the group know how much time

remains.

6. Move around the room during discussion periods and monitor the table conversations. Sup-
port the table facilitators as needed and answer any questions.

All good facilitation relies on judgment in the moment as to how best to move the conversation, but here
are various techniques and prompts that might be helpful.

Facilitation Skill

Set up the discussion
clearly and simply

Manage the allotted

time

Stay neutral

Listen actively and
paraphrase

Synthesize

Identify possible
disagreements

Summarize

periodically

Ask questions

Play ping pong

Allow participants to
reflect

Draw out participants
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Examples of Verbal Prompts

“Our task in the next 20 minutes is to explore this question....”

Announce the time allowed for each activity. Give periodic time warnings. “You
have about 5 minutes left, so see if there are any other key ideas that have not
been discussed so far.”

Focus on the process and avoid offering your opinions about the topic under
discussion. Give examples that are in the materials rather than from your
experience.

Look people in the eye, use attentive body language, and paraphrase what
they say. “Let me see if | can repeat your point in slightly different words. |
want to make sure | understand what you are saying.” Or “Are you saying....?”

Help people to comment and build on each other’s thoughts to ensure that the
ideas recorded represent collective thinking. This builds consensus and com-
mitment. “Can anyone add to Aaron’s comments?”

Ask: “Bill, how does this fit with X that you said earlier?”

Listen attentively and then offer concise and timely summaries. Summarize
when the group is stuck or when you want to wrap up a discussion. “What |
have heard you all say is first....second....and finally....”

Questions should serve to further understand what has been said, to elicit
comments from others, and to explore issues that might be overlooked.

If someone asks a question or makes a comment, redirect it by sending it back
to someone else to answer or build on. “Can anyone answer that question that
Bill has posed to me?”

“Before we start, let’s take a minute to think to ourselves about the discussion
question and our responses.”

Use eye contact to let people know they can speak next and to prompt the
quiet ones in the crowd to participate. “l want to make sure that we get a
chance to hear from everyone.”
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Gently limit dominant | “l want to see if we could include some other folks in this conversation....”
voices to equalize
participation

Curb anecdotes Lengthy personal anecdotes can quickly sidetrack table discussions. When this
occurs, try to gently coax the participant to conclude a lengthy anecdote. You
may say, “So, that example leads you to say....”

Explore different “So, Joe has talked about the importance of X, and Mary has raised some con-
points of view cerns with X. I’'m wondering how others see X.”
Test for support “Apparently, several people share the view that....”

among ideas

Check perceptions Describe what you perceive is the other person’s inner state. “You appear up-
set by the last comment that was made. Are you?”

Test for clarity/ “Does this statement convey what you’ve been saying about....”
shared agreement

Community conversation goals

Keep in mind that, following this session, participants should be able to

e explain the concept of crisis standards of care and why they are necessary;

e understand the difficulty of making medical decisions in this context and clarify the values and
principles that inform their decisions through the use of scenarios;

e intheir small groups, identify areas of general agreement and disagreement regarding values and
principles; and

e understand how the results of this meeting will inform and contribute to local or state crisis
standards of care during a crisis.

The sponsor’s objective for the community conversation is to facilitate a meaningful discussion that
achieves all of the participant goals listed above, and in which participants believe they can voice their
opinions and be heard. The sponsor’s objectives also include collecting public opinion data that will be
useful in developing policies on crisis standards of care.

Definitions of key roles

You are part of a team that interacts with the participants and supports them. To help you under-
stand the context, below is a description of the other players with whom you will interact. Collaboration,
inclusion, transparency, and respect are the values all of us are striving toward as we work on this project
together.

Sponsor: A government agency or other organization that is developing a policy for crisis standards of
care. This agency will recruit partners as needed to support community conversations; provide support as
needed to hosts, facilitators, and subject matter experts; and ensure that the results and data from
community engagement activities are properly collected.
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Host: An organization or individual responsible for logistics, recruiting participants, and supporting the
lead facilitator, table facilitators, and note takers in holding the community conversation. In some cases,
the sponsor might also serve as the host for the community conversation.

Table facilitators: Individuals experienced with small-group facilitation. Their role is to lead a small group
of participants at the table through the exercises and discussions. Table facilitators follow, and some-
times supplement, the instructions given by the lead facilitator. Table facilitators are given background
materials and attend an orientation session to introduce them to the program design and agenda. They
are expected to have prior experience facilitating small-group discussions and should have a good under-
standing of the concept of crisis standards of care.

Note takers: Individuals assigned to document what is said at the small-table discussions and during the
report-back sessions.



TIME
-1:00

0:00

0:10

0:25

0:35

0:50

ELEMENT

Participant Registration

Opening Remarks

Table Introductions and
Exercise

Brief Report-Out

Presurvey

Presentation on CSC and
Q&A

! For a 5-hour session of <100 Ps seated at tables of 6-8 with TFs and NTs. If necessary, the session could be shortened by eliminating one of the two scenario discussions and reduc-
ing the numbers of participants so that the report-outs can be accomplished in less time. It can be lengthened by increasing the scenario discussion times, and by adding more con-

ANNOTATED AGENDA!

PURPOSE

Attendance
Table assignments
Consent (if required)

Welcome participants

Introduce leaders/facilitators

Briefly describe topic

Explain charge of the day

Break ice

Take temperature—why did they attend, what is on
their minds

Introduce Ps to report-out method
Segue into crisis standards of care (CSC)

Quick immersion into CSC: context, scope, and
complexity of the issues

Help maintain focus on CSC vs. other preparedness
or health care issues

Establish baseline opinions

Educate Ps about CSC: what, when, why, how

tent around community and individual preparedness awareness.
? Software and handheld devices for automated data collection and display.

METHOD,/TOOLS

Registration form

Name tags/tent cards with first names only
Participants (Ps) read and sign consent form (if
required)

By lead facilitator (LF)

Script

Tool: Worksheet

Table facilitators (TFs) lead introductions, note tak-

ers (NTs) record on template

Group selects one hope/one fear to report out

Moderated by LF

Volunteer from each table reports one hope and

one fear

Tools:

o PPTslides of survey statements

o Audience Response System2 (ARS) or paper an-
swer sheets

LF reads statements aloud; Ps use “clicker” devices

to respond or circle responses on answer sheets

No review of responses or discussion; LF explains

that survey will be repeated and responses dis-

cussed later in the session

Tools: Slides

LF or content expert presents slides, responds to

questions

LF introduces scenario discussion, turns it over to

TFs
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1:10

1:50

2:20
2:50

3:30

4:00

Earthquake Scenario Discussion

Earthquake Scenario Report-
Out

Break
Deadly Virus Scenario
Discussion

Deadly Virus Scenario Report
Out

Postsurvey and Discussion

Designed to elicit views specifically on age and like- | o
lihood of survival as criteria for resource allocation.
Also, withdrawals of treatment, and whether all of

the regions’ health care providers should follow the
same rules. Other features: sudden onset, geo-
graphically contained event.

Methodology: Ps asked to do forced ranking of
patients and share their perceptions of the associ-

ated challenges. Ps asked to share views on what
underlying values and goals should drive decisions.
Give table groups chance to share key thoughtsand | e
identify points of difference and intersection with

the larger group °
Spark larger group discussion, input

Further inform, influence thinking of Ps

Designed to elicit views on key worker status as °
criterion for resource allocation. Also addresses the
issues of the role of government agencies in pro-
moting consistent application of CSC rules within

the affected area, and withdrawal of treatment.

Ps asked to share views on what underlying values

and goals should drive decisions

Give table groups chance to share key thoughts and | e
identify points of difference and intersection within

the larger group .
Spark larger group discussion, input

Further inform, influence thinking of Ps

Identify changes in P views pre- and postsession .
Give Ps chance to consider range of opinions in the °
room

Satisfy P interest in survey results °
Final opportunity to elicit more information on P

views around CSC issues °

Scenario and discussion questions

Facilitated by LF, with one NT recording key points
on flip charts

Volunteer from each table presents short summary
of scenario findings—emphasis on points of
agreement/disagreement, most notable
impressions

Scenario and discussion questions

Facilitated by LF, with one NT recording key points
on flip charts

Volunteer from each table presents short summary
of scenario findings—emphasis on points of
agreement/disagreement, most notable
impressions

Tools: Survey slides and clickers

LF reads statements aloud; Ps use clicker devices to
respond or circle responses on answer sheets

LF shows slides with pre- and postsurvey responses
(if using ARS)

LF leads large group through discussion of state-
ments where there was the most change or
disagreement
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4:30

Final Question and Wrap-Up

Big-picture question to wrap up discussion

Words from sponsor about local disaster prepared-
ness planning initiatives and resources, and the im-
portance of individual and community preparedness
Thank Ps

LF leads brief large-group discussion of final
question

Sponsor gives brief presentation on local prepared-
ness landscape and resources

4:50 Evaluation Tool: Evaluation form (ARS or paper)
TF and NT offer help to participants who need it
5:00 Participants Depart Ps turn in ARS devices and receive stipends, if
applicable
5:15 Facilitator/Note Taker Debrief To gather data and elicit other relevant information Led by Sponsor and LF
or impressions not contained in the notes and
templates
6:00 Adjourn







Lead Facilitator Script and Guidance!

! For a 5-hour session using an Audience Response System (ARS).
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Lead Facilitator Script

NOTE: Italicized text is designed to be stated as written, though you should feel free to paraphrase or
convey the ideas in your own voice. The tools referenced in the script are included in the program materials
section.

0:00 Opening (10 min.)

e Hello, my name is . Thank you for coming to today’s community conversation on crisis stand-
ards of care. | will be guiding the conversation with the help of your table facilitators.

e Your voice is critical in developing policies for crisis standards of care.
o [BRIEFLY]: Crisis standards of care are guidelines to use in extreme public health emergen-
cies to help decide how to provide medical care when there are not enough resources to
give all patients the care they would receive under normal conditions.

o | will tell you more about crisis standards of care shortly.

e Agenda for community conversation
o Today’s agenda includes a series of presentations, surveys, and discussion exercises to in-
troduce you to the concept of crisis standards of care and give you the chance to share your
views with others in the room.
o Your input will help us develop of crisis standards of care guidelines that reflect the values
and perspectives of the community.

e This is a “community conversation.” It is different from other public meetings that you might have
attended in the past. Some of the differences are [use all or some of these ideas if you find them
helpful]:

Typical Debate Community Conversation

Assumes there is a right answer and you have it Assumes that many people have pieces of the
answer that together can craft a new solution

Combative: Participants attempt to prove the oth- | Collaborative: Participants work together toward
er side wrong common understanding

Critiquing the other side’s position Reexamining all positions

Defending one’s own views against those of others | Admitting that others’ thinking can improve on
one’s own

Seeking a conclusion or vote that ratifies your Discovering new options, not seeking closure
position

e Any information we collect from you (e.g., survey responses, discussion notes) is anonymous—and
will remain so. Please help us by NOT writing your name on any of the worksheets you will be using.

e We also ask each of you to preserve the confidentiality of today’s conversations. Although we en-

courage you to discuss today’s session with friends and family, please do not identify your fellow
participants by name when relating the opinions and other comments expressed in this room.
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0:10

0:25

0:35

This session will run for around [5] hours with a refreshment break.
o [Any other relevant logistics]

Introduce key participants:
o Table facilitators will help lead the activities for your small group.
o Note takers will ensure that the key discussion points at your table are recorded and re-
ported back.
o Facilitators and note takers, please stand up.
o Introduce anyone else in the room whom participants should know about (staff, etc.).

[If media are present, explain their role and how they will operate during the meeting.]

Table introductions (15 min.)

Set-up
o We want you to get to know the people at your tables, so | am now going to give you time
for introductions.
o When you are done, | will ask one person from each table to report back to the large group.

Turn over to table facilitators, who will lead participants through an introductory exercise.

Briefreport-out (10 min.)

Set-up
o I wantto hear one hope and one fear from each table. Table 1—someone share one hope
that you heard in your group. Table 2....Table 3...., etc.

[Write the hopes and fears on two flip charts or have a note taker record this for you so you can
remain facing the audience and focused on the feedback.]

Presurvey (15 min.)

Set-up

o Before we get started, | am going to have you take a short survey.

o This survey is designed to introduce and spark discussion about the ethical dilemmas that
health care providers and communities could face during a major disaster when critical
medical resources are in short supply.

o Explain how to use Audience Response System (ARS) clicker devices. If using paper answer-
sheets, ask table facilitators to distribute them to participants and modify instructions ac-
cordingly.

= To answer, simply push the button that matches your response on your clicker.

= |fyou make a mistake, you can change your answer by pushing another button as
long as | have not moved on to the next slide.

= Ask for a show of hands by anyone who needs help.

o The first several slides ask you to answer some basic questions about you.

o The rest of the slides contain a series of statements about medical care in disasters and
pandemics. You will indicate how strongly you agree or disagree with each of these state-
ments by using your clicker device.

o THERE ARE NO RIGHT OR WRONG ANSWERS. Even though you probably won’t be sure of
your opinion about many of the statements, please respond to them all, even if it is just
your gut reaction.

o Your responses will be anonymous—we do not know whose clicker belongs to whom.
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o Later in the day, | will show you the results of the survey.

Show statements on PowerPoint slides, and read them out loud at a reasonable pace.

o PLEASE KEEP TRACK OF YOUR CLICKERS. We will use them again later. And we need you to
return them at the end of the day—they are very expensive, but of no use to you outside of
this room!

o

0:50 Crisis standards of care slide show and Q&A (20 min.)?

e Set-up
o You no doubt are beginning to have many questions about crisis standards of care. | will
now present some background and answer some of your questions.

e Present crisis standards of care slides (screen shots of slides are attached).
e Notes for Slide 4:

KATRINA:

The week after Hurricane Katrina, 1,749 patients and 7,600 others sought shelter at 11 area
hospitals. Hospitals required employees to work longer and longer shifts under increasingly
desperate conditions. There was little or no power, backup generators were failing, and tem-
peratures above 100 degrees destroyed drugs and equipment. Eyewitness accounts included

e doctors making rounds by flashlight;
*  hospital staff unable to electronically control even basic equipment; and
* no food, clean water, or plumbing.

These conditions lasted for days. Individual doctors and nurses were left to decide how to use
their limited resources. In the following months, ethical and legal inquiries were made about
their decisions and actions because many decisions were made as individuals, and not as part of
a crisis response plan.

HIN1:

In the early months of the HIN1 flu pandemic in 2009, officials from the Centers for Disease
Control and Prevention, or CDC, realized that not enough vaccine could be made fast enough to
cover the whole population right away. The CDC identified the following groups to get vaccine
first:

* pregnant women;

*  household contacts and caregivers for children under age 6;

*  health care and emergency medical services personnel;

* all people ages 6 months through 24 years;

* people ages 25 through 64 years who had health conditions that put them at higher risk of
medical complications from the flu.

These groups were considered highest priority because they were most likely to get the flu
and/or suffer the most severe complications.

2 Can be presented by lead facilitator or another subject matter expert.
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e Notes for Slide 10:

When a disaster leads to shortages of critical medical resources, it will not be possible to treat
all patients the way they would be treated under normal conditions. In the presurvey, we asked
you to tell us if you agreed or disagreed with certain ways of deciding who should get what care
when it is impossible to give all patients everything they need.

In an actual disaster, many of these choices will require trade-offs. For example, some of you
probably agreed that we should both (1) save as many lives as possible and (2) give special
treatment to health care workers. But what if prioritizing health care workers leads to fewer
people being saved overall? How should we balance these competing goals?

There are no easy answers—just pros and cons to every possible strategy:

Distributing resources “first-come, first-served”
Pro: Easy to administer; feels “fair” to many
Con: Some may question whether they’ll have the same notice and ability to “get in the
line” as others

Treating all patients equally (lottery, drawing straws, etc.)
Pro: A lottery feels fair, is hard to manipulate
Con: A lottery ignores the fact that some people will need treatment more than others in
order to survive

Saving the most lives possible
Pro: It makes sense to save as many people as possible—so it makes sense to use resources
for those with the best chance to benefit from treatment
Con: Certain groups of people (people with health conditions related to age, disability, or
chronic disease) who might be less likely to live or who take more resources to treat may
end up lower on the priority list

Taking care of health care workers and emergency responders who risk their own health to
help others
Pro: It is important to protect people who take risks to say “thank you”; if they aren’t pro-
tected, maybe they’ll decide not to go to work
Con: These workers have jobs—that’s already a privilege over people who can’t get work;
many of them took an oath—they will and should go to work regardless

Protecting people whose jobs keep society functioning (utility, health care, and transporta-
tion workers, etc.)
Pro: Disasters pose two kinds of threats to life and health: the disaster itself (like flooded
waters or disease) and the threats caused by collapse of life-saving functions (like power
and heat going out or clinics being closed). Prioritizing preventive care and treatment to key
workers can help keep them healthy or allow them to recover to so they can continue to
help others.
Con: If you give too many resources to workers, there won’t be enough left for the general
public. Badly injured or very sick workers won’t recover in time to help during the crisis.

e Offer to take questions about what was covered in the slides for whatever time is left. Ask for a
show of hands.
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1:10 Earthquake scenario discussion (40 min.)

e Set-up

o We will now discuss a scenario about a shortage of medical resources following a major
earthquake. You will be asked to make and explain some hard choices about which patients
should receive care.

o Ask table facilitators to hand out the scenario and worksheets.

o Read the scenario out loud to the large group (just the scenario, not the associated
questions).

o Ask if anyone needs clarification about the facts of the scenario.

o Your table facilitator will review the scenario with you and explain your task in more detail.

o Your note taker will record the key points from your discussion on a master worksheet. The
note taker will not record the names of who said what.

o Later on, | will ask one person from each group to report back your table’s key decisions and
discussion points to the larger group.

e Turn over to table facilitator

1:50 Earthquake scenario report-out (30 min.)

e Set-up
o You will guide a representative from each table through the report-out of key decisions and
takeaways from the earthquake scenario.
o A note taker will record key points on flipcharts at the front of the room, if practical.

e Report-out
o Ask for volunteers from each of the tables.
1. How did your table come out on the ranking activity?
= Which patients did you select to receive treatment?
= Which patients did you select NOT to receive treatment?
= Was there a high level of agreement or disagreement among people at
your table?
= What were the main reasons behind your table’s decisions?
o Then, pose the following questions to the large group:
1. Did you consider:
= Likelihood of survival
*  How important was likelihood of survival in deciding who should
receive treatment?
* Did the patient’s expected quality of life affect your decision?

*  How important was age in deciding who should receive treatment?
e What were your reasons for favoring or not favoring younger peo-
ple? Older people?
= Other considerations?
2. s there anything else people wanted to know about the patients or the circum-
stances before deciding who to treat?
3. Did most of your group feel that their choices seemed fair? Why or why not?
o Askall tables to report on the values and goals that they believe are most important to de-
cisions like these.
o One last question to large group: What did your group find most challenging about this
exercise?
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2:20 Break (30 min.)

e  We will now take a break. Please be back in 30 minutes.

2:50 Deadly virus scenario discussion (40 min.)

e Set-up

o We will now conduct a discussion about a scenario about a deadly virus for which there is
not enough of a lifesaving drug to go around. You will be asked to make and explain some
hard choices about which patients should receive the limited supply of the drug.

o Your table facilitator will hand out the scenario and discussion. He or she will read through
the scenario with you and explain the task in more detail.

o As before, your note taker will record the key points from your discussion on a master work-
sheet. The note taker will not record the names of who said what.

o Later on, one person from each group will report back your table’s key decisions and discus-
sion points to the larger group.

e Turn over to table facilitator

3:30 Deadly virus scenario report-out (30 min.)

e Set-up
o Ask for table volunteers to report out. Try to start with tables that spoke last during the
earthquake scenario report out.

e Report-out
o Ask half of the tables to report on the first question. After the first table reports out, ask
subsequent tables to focus on points that are different from or build off the previous ta-
bles’” comments:

1. Should the agency’s guidelines give health care workers priority for treatment?
How about other workers on whom society relies for saving lives (e.g., electrical
power and water supply workers, police, firefighters, and other key workers)?

= What did your group find were the best reasons for and against such a
policy?

=  Did a health care worker’s specific role or contact with patients matter to
people at your table? (e.g., patient care providers such as doctors and
nurses; custodians or food service workers; managers or administrative
staff)?

= Did people in your group think it mattered whether the worker would re-
cover in time to return to work during the crisis?

= How did your group respond to the question: Should key workers’ family
members who catch the virus be given priority for treatment?

o Ask the other half of the tables to report on the second question, again building off the
comments of previous tables:

2. Inorder to save the most lives, the agency is planning to direct all hospitals and
clinics to restrict use of the antiviral drug to sick patients in the two high-risk
groups (pregnant women and previously healthy young adults) until more of the
drug becomes available.

= What did your group think about this policy? What were your reasons for
agreeing or disagreeing?

= s it important for all hospitals and clinics in the city to follow the same
rules when deciding which patients to treat?
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*  What did your group think? Why or why not?

* Did those who thought everyone should follow the same rules be-
lieve there are some circumstances when individual hospitals or
doctors should be allowed to make decisions that go against the
rules?

o Askall tables to report on the following question:
“It is now day 3 of treatment for patients in the first group to receive the drug. Two
of those patients have not responded to treatment, and their doctors now believe
they will almost certainly die. If treatment is stopped now, there will still be
enough of the drug left over to treat one more patient who might be saved. The
families of the two dying patients will not agree to end the treatment.”
= What did your group think about the question: Should the hospital go
against the patients’ and families’ wishes and use the remaining doses to
try to save another patient?
o Askall tables to report on the values and goals that they believe are most important to de-
cisions like these.

4:00 Postsurvey and large-group discussion (30 min.)

e Set-up
o You are now going to retake the same survey you completed at the beginning of the ses-
sion. Use your clickers to respond.
o After you are done, | will show you the results of both surveys and how they compare. Then
we can discuss.

e Conduct survey—read slides out loud as in presurvey

e Display comparison slides
o Asyou run through slides, identify those where there is either wide variation in opinions
OR a significant change between the pre- and postsurveys.
= Ask participants what they conclude from these variations or changes.
= Ask participants to volunteer WHY they took the position they did on these
guestions.

4:30 Final large-group question and wrap-up (20 min.)

e Final Question to the full group
o Inan actual disaster, what do you think would make people more likely to understand and
accept decisions to give scarce medical treatments to some groups or individuals over oth-
ers? What do you think would make them less likely to accept such decisions?

e Have participants raise their hands to offer a comment.
e Ask a note taker to record key points on a piece of paper.
e Words from Sponsor
o Brief presentation on local disaster preparedness planning initiatives and resources, and

the importance of individual and community preparedness

e  Wrap-up
o This almost concludes our community conversation.
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o We have covered a lot of ground. If you have questions or comments that were not ad-
dressed during the session, please feel free to write them on one of the index cards on your
table. If it is a question to which you would like a response, please include your name and a
way you can be reached and someone will get back to you.

4:50 Evaluation (10 min.)

e Finally, | am going to ask you to use your clickers to answer some questions about what you thought
of today’s session [show slides and read questions aloud].

e Your table facilitator will now hand you a comment form for you to complete and turn in.
e Please write your table number in the space at the top of the form, but DO NOT write your name.

e Your evaluation of this community conversation is very important to us. | know you have been work-
ing hard all day, but please take some time to share your thoughts.

e Your table facilitator will collect from each of you:
o Your evaluation/comment form.
o Any index cards on which you wrote questions or comments.

5:00 Participants adjourn

e Thank you for your attention and hard work throughout this session.

e Your participation in this session has made a valuable contribution to this important work on crisis
standards of care.

e Remind facilitators and note takers to gather all materials and clickers, place them in the large
envelope, and convene for debriefing.

e Say goodbye and thank participants for coming.
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Program Materials
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Table Introductions and Exercise*

GROUND RULES

Participate actively
Listen with respect—only one person talks at a time
Keep an open mind

What is shared in the room stays in the room

Silence cell phones

Why did you decide to attend today’s community conversation?

“In a disaster, my greatest hope for my community is that...”

“In a disaster, my greatest fear is that...”

*This worksheet will help you collect your thoughts. Writing is always optional. The note takers will
record key points—but not anyone’s name.
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Pre- and Postsurvey!

0 18-30 [31-50

b. Adults

researcher, or educator)?

emergency response?

2. More medical care should go to save younger 1
patients because they have the most years to Strongly

live. Agree
4. The sick and injured should be treated “first- 1

come, first-served” —whether or not they are Strongly

likely to survive. Agree

O Yes 0 No

0 51-65

2
Agree

2
Agree

0 66-80

3
Disagree

3
Disagree

4
Strongly
Disagree

4
Strongly
Disagree

! Sponsors should choose from (or add to) the following opinion statements so that they reflect the actual scope of

the issues on which they are seeking public input.

2 Sponsors should ask these demographic questions only if they intend to analyze the results according to these sub-

groups.
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10.

11.

12.

13.

14.

15.

16.

17.

18.
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Family members of health care workers should
be at the front of the line for vaccines and
treatment if they face an increased risk of
iliness.

People should not get limited medical re-
sources if they will survive, but end up severely
disabled.

Health care providers should be at the front of
the line for care <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>