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	Purpose
	Review the first draft of ORAAC recommendations in preparation for public engagement. 

	Desired Outcomes
	1. Narrow down Triage Approaches options to 3-4 to present to the public
2. Collect feedback from committee members to develop the second draft of recommendations
3. Remind committee members about upcoming public engagement opportunities


[bookmark: _phm1ij1xzx3y]Agenda
1. Welcome
2. Triage Options Review
3. Public Comment 
4. Break
5. Small Group Discussion
6. Large Group Share
7. Closing
[bookmark: _5iszl66fq727]Meeting Notes
Welcome
Rather than focusing on narrowing down the triage options as originally stated in meeting materials, this meeting will focus on reviewing triage options in depth. After materials are reviewed, committee members will have an opportunity to share the potential benefits and serious concerns about the triage options as they relate to advancing health equity.  

Triage Options Review
The criteria, justification, and drawbacks of 7 triage options: equitable chances, clinician prognosis, SOFA/mSOFA, essential worker (added to the disadvantage index), essential worker individual-level priority, multiplier effect, and life cycle. Oregon Health Authority noted that the agency has serious concerns about the use of SOFA/mSOFA and life cycle in resource allocation.

Questions from committee members:
1. Who is determining clinical prognosis? 
2. How would clinicians determine prognosis? 
3. Is the context [of utilizing these triage options] a facility, a health system, or the community?

Comments from committee members:
1. Clinician prognosis is a fair criteria, but we must acknowledge the negative clinician bias about those who are older, live with a disability, or are of a different race. This must be part of training for the triage teams. 
2. Clinician’s ability to prognosticate, even in the extremes, can be affected by their experience and expertise. It is important to design resource allocation as objectively as possible (e.g., prognostication tools or a set of objective clinical criteria). If not, bias and variability could play a significant role. 
3. There may also be variability across health care systems. Triage training needs to be uniform, perhaps asynchronous, across sites and health care systems. 

Public Comment
There were no public comments. 

Small Group Discussion
Committee members discussed the 7 triage options that were reviewed in 4 breakout groups. Note: there was no community-centered health / public health breakout due to a lack of attendance. Instead, the hospitals/in-patient group was split into 2. 

Large Group Share Out

Group 1: Culturally Specific
· Discussed how SOFA/mSOFA are not neutral or objective tools and that they will worsen health inequities.
· The group understands how prioritizing people based on age might lead to a more diverse population, but the overall value of age calls the life cycle framework into question and it causes serious concern when thinking about the cultural values of non-dominant culture communities. 
· Ideally we would have an objective tool that utilizes clinical data that is able to make the necessary adjustments to recognize the health status of different communities. 

Group 2: Disability and Aging
· Some of the criteria that have been put forward may address some equity issues but not others. 
· There will not be a singular approach - we will need to layer multiple criteria to create an equitable distribution of resources. 
· Age does not necessarily tell you what someone’s health outcome may be. 
· With COVID-19, the voices of people with disabilities were curtailed when it came to being able to visit the hospital. We need to make sure that people who can advocate for folks with disabilities are heard. 
· It is important to understand that the more prescriptive we get, the harder it is to have flexibility/ be responsive. The more criteria we implement, the less accessible the triage guidelines become. 
· It will be important to recognize that each emergency (health, natural disaster, etc) will come with its own challenges.  

Group 3: Hospitals / In-patient 
· They key point made was that equitable chances should not be a standalone option. However, it is broad enough to apply to different crises.
· There are questions about real-time data collection and how we can translate that into using the equitable chances option. 
· Equity and clinical prognosis should be put together as a priority, instead of using these options later on in the process. 

Group 4: Hospitals/ In-patient
· There was concern shared regarding moving away from SOFA scores based on their extensive history and clinician experience with their use. 
· There was also acknowledgement of the significant concerns with SOFA and discomfort with continuing to use this tool. Acknowledgement that multiple states/systems have stopped using SOFA, including the Pittsburgh model.
· A better prognostication tool is needed to ensure a consistent standard but this is not yet available.
· There was additional concern about the use of equitable chances alone, as this would be so far about where survivability approaches are. 
· What are centralized resources and supports the State has to support hospitals in implementation? 
· Implementation will be needed discussion regardless of the triage options utilized. Concern for challenges in implementing clinician-based prognostication for all patients in a real-time emergency.
· There is a need for medical liability coverage when implementing triage. 
· Commitment to ongoing evaluation will be important. Will need to track outcomes and have data to help inform our decision-making process.



