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SUBJECT

A BRIEFING on King County’s response to the H1N1 (“swine flu”) outbreak.

SUMMARY

In 2009, H1N1, or “swine flu,” outbreaks began occurring across the United States, as well as in Mexico, Canada and other countries around the world. Although most cases of human H1N1 infection were uncomplicated and comparable to seasonal influenza, health officials closely monitored and responded aggressively to the outbreaks to reduce the spread of the illness.  Through February 2010, 273 confirmed hospitalizations for H1N1, or “swine flu,” were reported in King County.  In addition, 18 confirmed H1N1-related deaths occurred in King County.
To date, Public Health estimates that 700,000 people have been vaccinated against H1N1 compared to a population of about 1.8 million in King County.  It is impossible to say definitively whether H1N1 will arise again as a threat to public health.  While a significant portion of the population in King County has now been inoculated, the virus can mutate, which means swine flu could re-emerge in a new form.  As such, Public Health is preparing for a vaccination campaign in the fall of 2010 and planning is underway with pharmacies and health care partners to partner to more efficiently dispense medications.  

BACKGROUND
The H1N1 virus is a strain of influenza virus normally found in pigs.  Many such viruses exist and they rarely infect humans. The virus currently causing human illness is a new type of swine flu that has developed the ability to infect people and to be transmitted from person to person.  Symptoms of swine flu include fever, cough, sore throat, muscle and joint aches, and headache, sometimes with vomiting and diarrhea.
Although this virus is called “swine flu,” it is not transmitted from pigs to humans, or from eating pork products. It is spread from person to person through coughs and sneezes that spread germs through the air or on surfaces people touch.
Coordination
In April 2009, the day after the federal authorities issued a nationwide public health emergency declaration, Public Health activated its Health and Medical Area Command Center, to coordinate the countywide health and medical response to the flu outbreak.  The Command Center operated for more than 100 days during the outbreak.  Note that while general public concerns about H1N1 first arose in April 2009, the outbreak did not reach its peak until October and November.
Public Health maintained ongoing regular communication with Washington State Department of Health and the Centers for Disease Control and Prevention to ensure the continuous flow of up-to-date information during the outbreak.  

Public Health also coordinated with healthcare providers across the county in addressing the spread of the virus.  Conference calls were conducted daily through the height of the outbreak with hospitals, laboratories, ambulatory care centers, and Emergency Medical Services providers, to identify resource issues and address gaps.  
Schools
Public Health also worked closely with local schools and daycare centers.  Public Health designated a team of liaisons to assist schools and daycare centers in how to recognize the signs and symptoms of flu in kids and what steps to take when a child becomes ill at school, Public Health designated liaisons.  
Initially, lacking information about the potential severity of the illness and basing responses on the U.S. Center for Disease Control’s recommendations, Public Health and Seattle Public Schools jointly decided to close several schools to limit the spread of infection.  (Schools closed included Madrona K-8, Aki Kurose Middle School and Stevens Elementary in Seattle, and Woodmont Elementary in Federal Way.)
However, after the initial outbreak, the severity was found to be comparable to seasonal influenza. In addition, the virus was more widely present throughout the community, which challenged the need for and effectiveness of the school closure strategy in relation to the hardships associated with the closures.  As a result, Public Health shifted to a strategy of keeping ill students out of school by recommending symptom checks both at home and school, and providing guidelines on how long to keep the ill students out of school.  The Center for Disease Control and Prevention subsequently revised its guidance to reflect this approach.
Communication
In addition to coordinating with healthcare providers and schools and daycares, Public Health established a Flu Hotline, available in multiple languages, for the public.  The hotline received 25,093 calls from September 2009 through January 2010, of which 73 percent were answered by a live operator or after-hours nurse hotline.
Other communication strategies included:

· Developing and distributing a Frequently Asked Questions sheet.
· Conducting an extensive public education campaign informing the public about “swine flu” symptoms, how the flu spreads, when to seek treatment, and behaviors to stay healthy.
· Continually updating the Public Health website with information about the outbreak – during the outbreak, Public Health’s H1N1 web pages received 730,000 page visits with 30 percent of the visits going to a page identifying pharmacies with vaccine.
Vaccinations
Public Health decided early during the outbreak to initially provide hospitals and ambulatory clinics with a supply of antiviral medications to treat patients with, and at high risk for, complications.  A key concern for Public Health was determining the most effective way to provide medications to those patients who need it, while not expending supplies on people who simply want the medicine but are not ill or at risk of becoming ill.  Public Health worked with healthcare providers to educate them about the appropriate use of antiviral treatment and preventive therapy.
As supplies of vaccine increased, Public Health worked with 23 pharmacies to provide H1N1 vaccine to individuals without medical providers or whose providers did not have vaccine.  Last fall, over 25,000 vulnerable residents without insurance and who could not afford to pay fees were vaccinated at Public Health Centers and select community health centers.  In addition, an outreach team vaccinated 988 homeless individuals and eight sites were established as locations for free antivirals for those who could not afford to pay.  Last fall’s vaccination response, which was recently covered in a Seattle Times article (Attachment 1) is shown in a timeline in Exhibit 1 below.   

Exhibit 1

Vaccine timeline

Week of Oct. 5, 2009: Initial doses of "flu mist" arrive in King County; not suitable for high-risk patients, they are sent out for health workers.
Week of Oct. 12: Small amounts of injectable vaccine begin trickling in; they are sent primarily to hospitals and clinics for health workers and high-priority patients.

Oct. 21-23: Public Health — Seattle & King County holds four clinics for uninsured high-risk patients.

Oct. 24- Nov. 1: Hospitalizations for influenza (likely H1N1 but not necessarily lab-confirmed) and emergency-room visits for flu-like illnesses peak.

Nov. 6: Distribution of vaccine widens to include some pharmacies.

Dec. 5: Public Health opens ongoing clinics for uninsured and low-income.

Dec. 12: Vaccine supply increases and Public Health widens eligibility to anyone age 6 months and older. 

Public Health estimates that, to date, 700,000 doses of H1N1 vaccine have been provided to the community.

Key Next Steps
It is impossible to say definitively whether H1N1 will arise again as a threat to public health.  While a significant portion of the population in King County has now been inoculated, the virus can mutate, which means swine flu could re-emerge in a new form.  As such, Public Health is preparing for a vaccination campaign in the fall of 2010 and planning is underway with pharmacies and health care partners to partner to more efficiently dispense medications.  

Public Health has also engaged internal and external emergency response stakeholders to evaluate the response to H1N1 in King County.  The findings from this process are being compiled and a final report will be available by April 30, 2010.  
Additional next steps include conducting a survey and focus groups to learn about public perceptions related to the H1N1 vaccine during the 2009-2010 fall and winter to improve future planning and communications.  Public Health is soliciting feedback from the public through:
· A large scale survey of King County residents (March 2010)

· 3 half-day meetings with King County residents (April 2010)

· 1 half-day meeting with key stakeholders, including healthcare providers, pharmacies, schools and child care, and community advocates (April 2010)
ATTACHMENTS

1. Seattle Times Article, February 16, 2010: “Local health officials hope to learn from H1N1scramble”

ATTACHMENT 1

Seattle Times

Tuesday, February 16, 2010 - Page updated at 10:38 AM
Local health officials hope to learn from H1N1 scramble

By Carol M. Ostrom

Seattle Times health reporter

Swine flu turned out to be less deadly than first believed. But what if it had been a fast-moving, highly lethal pandemic, a modern Spanish flu or plague?

Or a disease likely to kill people with particular health conditions?

Such questions spurred a recent meeting of health workers convened by Public Health â€” Seattle & King County to assess local response to H1N1 flu.

Some health officials insisted that distribution of the vaccine went as well as possible, considering an unexpected early shortage.

Many Puget Sound residents strongly disagree.

In King County, which relied mainly on the private entities that typically dispense seasonal-flu vaccine slowly over several months, frantic callers besieged clinics and pharmacies in October.

They jammed phone lines, only to hear: no vaccine, no information, no plan. Again and again, people described how they felt: "abandoned."

In Snohomish County, mass-vaccination clinics in late October left thousands of high-risk vaccine-seekers lined up outside hospitals and schools for hours, many braving cold, wind or rain.

While patients with asthma and diabetes struggled in vain to get vaccinated, health workers endured shortages of protective masks, and many hospitals and clinics were overwhelmed by sick or anxious patients.

"Something obviously failed here," said Jim Reddin, a 62-year-old community-college teacher whose serious lung condition put him at high risk of complications.

For weeks in October, Reddin tried frantically to get a swine-flu shot. He was told there was no vaccine, only to find out later there was â€” just not for him.

He eventually got his shot â€” but too late to prevent swine flu and pneumonia. He was sick for more than two weeks.

Not surprisingly, Reddin is among many who wonder: Is this really the best we can do?

Early vaccine shortage
Public-health officials, who must try to stem outbreaks while working within a fragmented health-care system of independent players, acknowledge there were challenges.

Dr. David Fleming, director of Public Health, says it's a balancing act: Local providers need flexibility, but too much can be chaotic.

Fleming says the real problem last fall was the sudden shortage of vaccine. "The primary driver was not that the system was failing but that the vaccine wasn't here."

During October, the county had enough vaccine for only about 17 percent of those in priority groups identified by the Centers for Disease Control and Prevention, including those with chronic conditions or weakened immune systems, pregnant women, and those who care for babies younger than 6 months of age.

Fleming and others point to many successes, not the least of which was that Public Health fashioned a new distribution plan almost overnight. Orders for vaccine were dispatched quickly, and arriving doses immediately were pushed out to reach people's arms and noses.

And when supplies did increase, public-health departments across the state coordinated the release of vaccines to all comers.

Even so, Seattle-King County public-health officials are sending out surveys to county residents to ask what they could do better.

"We need to be much more prepared," said Dr. Jeff Duchin, chief of communicable-disease control for the agency. "This should be a wake-up call."

It should be, but the difficulties experienced with H1N1 nationally have been more like a "snooze alarm," said Dr. Irwin Redlener, director of The National Center for Disaster Preparedness at Columbia University.

It's how we react to most emergencies, he said: At first aroused and activated, we quickly "slip back into a state of complacency."

The H1N1 outbreak, according to a report in December on public-health preparedness by the nonprofit Trust for America's Health and the Robert Wood Johnson Foundation, "vividly demonstrated the existing gaps" in states' readiness.

According to the state-by-state report, "Ready or Not?" Washington state meets only five of 10 criteria for an adequate response to public-health emergencies. Only Montana scored lower.

Like any good stress test, H1N1 quickly found the point of greatest weakness: our fragmented collection of separate entities called a health-care "system."

That became clear to Dr. Mary King, medical director of the pediatric intensive-care unit at Harborview Medical Center, when she brought her premature baby home at the end of August. At risk because of lung problems, he was too young for the vaccine. Even King â€” as connected as they come â€” couldn't score vaccine for the baby's caregivers. Meanwhile, she said, friends' children with mild asthma were getting vaccinated.

"It doesn't mean those pediatric offices were wrong to vaccinate their patients," she said. "But there was no way to distribute the vaccine based on priority and need. ... I do think the system needs reconfiguration."

Even as supplies improved, there wasn't enough vaccine for everyone in priority groups, so each hospital, pharmacy and clinic created a list.

"Systems weren't accountable to each other," King said. "So access to the vaccine is different depending on what kind of group you're hooked into, let alone whether you're hooked into a system at all."

Early on, some King County pharmacies had vaccine before health-care providers. Fleming says that simply was "a glitch, a clerical error."

But when King County decided to hold free vaccine clinics for those without insurance on Oct. 21, while thousands of well-insured, high-risk patients were still searching for a shot, some considered faking poverty.

Inside clinics, doctors struggled to match the most vulnerable patients with various types of vaccine.

"It wasn't as simple as 'I have a dose of vaccine and you're high risk and I can give it to you,' " said Dr. Neil Kaneshiro, a Woodinville pediatrician. "It was a nightmare."

At Harborview, pharmacy officials struggled to decide which high-risk groups trumped others. "One of the things that's hard in health care is to even talk about rationing," said Cindi Brennan, director of clinical excellence for UW Medicine Pharmacy Services. "Rationing is a tough concept when you're used to having everything for everyone."

Harborview ultimately focused extra effort on pregnant women. "We actually called our patients who were pregnant â€” 'C'mon in!' " Brennan said. Nearly all did.

But many providers, particularly those without electronic patient records, couldn't cull a list quickly or muster staff to contact patients. "We were so overwhelmed with phone calls, it was impossible for us to reach out," Kaneshiro said.

Gap in adult care
Public and private health providers in King County have good relationships, Duchin said. But the health culture in general encourages independence. "Here, it's every man for himself, basically."
In countries where health care is more centralized, it's easier to set standards and inform providers.

"One of the huge issues in this society is we don't have an adult-vaccination program," Duchin said. Adults typically get vaccines from the private sector, where links with public health are weak. The H1N1 vaccine-ordering process was cumbersome, and many doctors simply didn't participate.

Still, there's good news: This emergency, like others, is generating creative ideas.

King shared hers at the recent assessment of the area's swine-flu response: Create a single database where patients could be sorted by risk factors. "You could actually have a real-time prioritization of people who need the vaccine," changed as new information came in.

Public-health officials say they welcome suggestions, even as they assess their decisions during the outbreak; for example, the pros and cons of mass vaccination versus dispersing to providers.

Dr. Gary Goldbaum, health officer for the Snohomish Health District, says its community partners â€” including schools, tribes, pharmacies and health providers â€” pushed for mass "clinics," arguing they would be most efficient. The clinics vaccinated some 28,000 people on two days in late October.

In more densely doctored King County, Duchin reasoned, providers could most reliably reach high-risk patients.

One item on the shortlist of most public-health officials: Improve communication with providers and the public. The messages during H1N1 were complicated, changing and often misunderstood, officials say.

The list of improvements they say they need to make is long. But money is tight, and many changes seem beyond their control.

There will be another pandemic, maybe a much more severe virus, King said â€” and no one disagrees. "The scary thing is: So what do we do next time?"
Information

Who should get scarce medical resources? For a report on the opinions of King County residents, go towww.kingcounty.gov/healthservices/health/preparedness/pandemicflu.aspx, see the "Public Engagement Project" under "Additional Pandemic Flu Resources."

Public comments
Survey: Public Health — Seattle & King County wants to know about your experience with swine flu last fall. A survey is being mailed this week to 2,500 county residents asking how they got information, their opinions about vaccine distribution and other questions.

Public meetings: In April, Public Health will explore similar questions at a series of meetings with county residents, health providers, pharmacies, schools, businesses, community advocates and others. Details are still to be arranged. For more information: Meredith Li-Vollmer atmeredith.li-vollmer@kingcounty.gov.

Vaccine timeline
Significant points in last fall's H1N1 vaccine distribution in King County:
Week of Oct. 5: Initial doses of "flu mist" arrive in King County; not suitable for high-risk patients, they are sent out for health workers.

Week of Oct. 12: Small amounts of injectable vaccine begin trickling in; they are sent primarily to hospitals and clinics for health workers and high-priority patients.

Oct. 21-23: Public Health — Seattle & King County holds four clinics for uninsured high-risk patients.

Oct. 24- Nov. 1: Hospitalizations for influenza (likely H1N1 but not necessarily lab-confirmed) and emergency-room visits for flu-like illnesses peak.

Nov. 6: Distribution of vaccine widens to include some pharmacies.

Dec. 5: Public Health opens ongoing clinics for uninsured and low-income.

Dec. 12: Vaccine supply increases and Public Health widens eligibility to anyone age 6 months and older.

Sources: King County H1N1 Healthcare Impacts Report (Nov. 17, 2009) and other reports
Carol M. Ostrom: 206-464-2249 or costrom@seattletimes.com
Copyright © The Seattle Times Company
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